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Objectives
1. Define quality in healthcare

2. List 5 components of quality in healthcare

3. Define patient safety

4. Describe the scope of harm caused by 
medical error 

5. List unacceptable abbreviations

6. Name national patient safety goals 
applicable to medical students 

Let’s start with a question

Lets see a show of hands…

How many of you came to medical 
school because you wanted to hurt 

someone?  
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Why do you want to be a doctor?

• Help people

Definitions of Quality in healthcare
• The degree to which health care services for 

individuals and populations increase the 
likelihood of desired health outcomes and are 
consistent with current professional knowledge 

Institute of Medicine (IOM), 1991

• Doing the right thing, at the right time, for the 
right person, and having the best possible 
outcome.   Agency for Healthcare Research and 
Quality

Components of Quality 
in Health Care

– Safe. Treatment helps patients and does NOT cause 
harm 

– Effective. Research shows that treatments have 
positive (good) results 

– Patient-centered. Providers treat all patients with 
respect, meaning taking into account each patient’s 
values about health and quality of life. 

– Timely. Patients get the care they need at a time 
when it will do the most good. 

– Efficient. Treatment does not waste doctors’ or 
patients’ money or time 

– Equitable. Everyone is entitled to quality healthcare.
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Ethics of providing a high-quality 
and safe care

• Healthcare providers have the following 
duties and responsibilities:
– To serve the interests of their patients, including the need to 

maintain and improve the quality of the care they provide.

– To provide care that at the very least meets the minimal 
threshold of acceptable quality (however this is 
determined). 

• As medical science changes, this is a moving target that changes 
over time. It is our duty to remain current in the face of these 
changes. 

– To benefit their patients and greater society by participating 
in activities that improve the performance and outcomes of 
their own healthcare system 

Baily MA, Botrell M, Lynn J. Jennings B. (2006) 

The Ethics of Using QI Methods to Improve Health Care Quality and Safety. The Hastings Center. [online]

According to the WHO, the USA is

• Health Performance Rank #37

• Healthy Life Expectancy #24

• Preventable Deaths/100,000 #14

• Total Health Expenditures (%GDP) #2  (15.2) 

What percentage of people in the 
USA get all the recommended 

evidence based care for prevention 
or chronic illness? 

A. 45%

B. 55%

C. 65%

D. 75%

E. 85%
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The quality of health care delivered to adults in the US.
McGlynn, E et al, NEJM 6/26/03

The quality of health care delivered 
to adults in the US.
McGlynn, E et al, NEJM 6/26/03

How does that make you feel about 
health care in the USA?

So, what do we do to improve the 
quality of healthcare in the USA? 
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Public reporting

1. By hospital 
http://www.hospitalcompare.hhs.gov/hospital-
search.aspx?AspxAutoDetectCookieSupport=1

2. By individual physician
• CMS’ Physician Quality Reporting System  
• Est Dec 20, 2006
• Ambulatory Quality
• 74 measures 2007 - 190 measures 2011
• Something for everyone! 

You’ll need to be on a hospital staff 
and to do that…..

• JC = Joint Commission
• Medical Staff Standard  MS.06.01.01
• The credentialing and privileging process 

involves a series of activities designed to collect, 
verify, and evaluate data relevant to a 
practitioner's professional performance. These 
activities serve as the foundation for objective, 
evidence based decisions regarding 
appointment to membership on the medical staff, 
and recommendations to grant or deny initial 
and renewed privileges.

Why do we care about JC 
accreditation? 



2/2/2012

6

Part II

Pt Safety

Definition of patient safety

• “Freedom from accidental injury caused by 
medical care or medical error, preventing 
harm to the pt” IOM, 1999

• Patient safety is the identification and 
control of hazards that could cause 
harm to patients and is the prevention of 
harm or injury to patients VA’s National 
center for pt safety

Patient Safety

• In other words, it is NOT an error if:
– a surgery for pain was done correctly but did 

not relieve the pain 

– If a patient with a bad heart disease ends up 
dying because of a really bad heart disease (if 
everything else was done well) 

– Or if you get a really bad rash and hives from 
a new drug that you had not taken before. 
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Patient Safety

• This translates to medical errors, which have been 
defined as: “the failure of a planned action to be 
completed as intended, or the use of a wrong plan to 
achieve an aim. Errors can include problems in practice, 
products, procedures, and systems” 

• This definition intentionally excludes acts that did not 
achieve their desired outcomes, outcomes that occurred 
because of the intrinsic properties of the underlying 
illness or additional patient comorbidities, and outcomes 
known to be risks of specific procedures 

•Miller et al. (Miller et al. Patient Safety Indicators: Using Administrative Data to Identify 

•Potential Patient Safety Concerns. Health Serv Res 2001; 36 (6 Pt 2):110-132.

History lesson
“The physician must…have two special objects in view with 

regard to disease, namely, to do good or to do no harm”
Hippocrates, Epidemics, ~400 BC

“It may seem a strange principle to enunciate as the very first 
requirement in a Hospital, that it should 

do the sick no harm.”

Florence Nightingale, Notes on Hospitals, 1859

Are hospitals safe places? 
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More recent history

• 1991 Harvard Medical Practice Study
• 1999: To Err Is Human, Institute of 

Medicine Report (IOM)
• 2001 Crossing the Quality Chiasm, IOM
• 2003 Joint commission national patient 

safety goals introduced 
• 2010: Office of the Inspector General 

Report (the enforcement arm of 
government)

1991 Harvard Medical Practice 
Study, NEJM Brennan et al1991; 

324:370-6

• 30,121 random charts, 51 acute care NY 
hospitals

• 3.7% of hospitalizations had adverse 
event
– 27.5% due to negligence

– 70.5% led to 6 month + disability

– 13.6% led to death 

To Err Is Human 
IOM

• Estimate the deaths 
from medical errors 
in hospitals ranged 
from 44,000 to 98,000 per year.  
• one jumbo jet airplane crash 

every day, per year!
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Top 10 Causes of Death USA
2007 (men and women)

1. Heart diseases (25.4.%)  616,067 deaths 
2. Cancer (23.2%) 562,875 deaths
3. Cerebrovascular diseases (5.6%) 135,952 deaths 
4. Chronic lower respiratory dzs (5.3%) 127,942
5. Accidents (5.1%) 123,706
6. Alzheimer Dz (3.1%) 74,632
7. Diabetes Mellitus (2.9%) 71,382
8. Influenza and Pneumonia (2.2%) 52,717
9. Nephritis, Nephrotic Syndrome, Nephrosis (1.9%) 46,448
10. Septicemia = overwhelming infection in the bloodstream (1.4%) 

34,828
• http://www.cdc.gov/nchs/data/dvs/LCWK1_2007.pdf

To err is human 

• 18% of hospitalized patients are affected 
by an error

• 2,000 patients/year in each large teaching 
hospital will experience an injury related to 
medication administration

• Hospital patients represent only a small 

fraction of total population at risk.

• “Healthcare errors are rarely 
caused by simple failure of 
healthcare professionals.”

National Forum for
Healthcare Quality (NQF)
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Healthcare factors which increase the likelihood of 

human errors

• Personal physiology: fatigue, disease, drugs…
• Distracting environments: interruptions, noise, 

pagers…
• Autonomy and lack of standardized processes: every 

doctor has their own set of orders 
• Cumbersome technology: doctor must answer 57 

questions on computer in order to use a protocol
• Poor scheduling and flow management: “all patients 

will be discharged by 11 am”
• Cultural features: Heroic individual effort

When are errors likely to occur?
• Multiple and varied interactions with technology
• Many individuals involved in care
• Multiple hand-offs
• High acuity of illness or injury

• High stimulus environment
– Multiple distractions
– Multiple interruptions

• Need for rapid decisions; time-pressured
• High volume, unpredictable patient flow
• Reliance on memory

Human Factors Engineering

• To mistake proof what we do by
– Limiting unwanted variability

– Simplify processes and reduce unnecessary 
steps

– Error proof the process 
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Human Factors Engineering

From weaker to stronger solutions:

• Warnings and labels (watch out!)

• Training (don’t do that)

• Procedure changes (work around that)

• Interlock, lock-in, lock-out, etc (let me 
design it so you can not do that – forcing 
functions)

System Barriers 

– Blame and Shame Culture
– Finger-pointing (blame the individual) 
– Creates defensiveness
– Punishment of the practitioner/institution
– Profession demands perfection
– Hierarchical structure
– “We have always done it this way” mentality
– Resistance to change
– Profession has learned to “tolerate” errors

• “No blood, no foul”

– Lack of sufficient resources to make changes
– Little understanding of systems 

Swiss cheese model of human 
error

BMJ 2000; 320:768
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• -It is no longer enough to think of 
yourself as a doctor like an 
independent entity.

• -Remember, you are an individual but 
you are also part of a team.

• -Quality and Safety really are 
EVERYBODY'S job.

Individual vs System Approach to Error

Person Approach System Approach

FOCUS – Focus on individuals

– Blaming individuals for 
forgetfulness, inattention, or 
carelessness, poor production

– Focus on the conditions and 
environment in which 
individuals work

METHOD – Poster campaigns, writing 
another procedure, disciplinary 
measures, threat of litigation, 
retraining, blaming and shaming

– Creating better system

TARGET l Individuals – System (team, tasks, 
workplace, organization, 
physical environment)
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The OIG Looks At Safety: Why? 

• “The Tax Relief and Health 
Care Act of 2006 
mandates OIG report to 
Congress on incidence of 
never events among 
Medicare beneficiaries, the 
payment for services in 
connection with such 
events, and the CMS 
process to identify 
events and deny 
payment.”

What Did The OIG Find?
For Medicare Patients 

Hospitalized in October 2008…

• 13.5% (1 out of 7) had an adverse event

• 0.6% had an NQF Serious Reportable Event

• 1.0% had a Medicare “Hospital Acquired 
Condition”
– 1.5% had an adverse event that contributed to death

– ~ 15,000 deaths in October 2008 alone!

– Adverse events accounted for 3.5% of all Medicare 
expenditures 

– “44% of the harm was preventable”

We know ways to reduce the harm:
Comprehensive use of surgical safety checklists 

reduces complications by 39%, and cuts mortality rate 
in half

de Vries EN et al. N Engl J Med 2010;363:1928-1937
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JC National patient safety goals

• Identify pts correctly – name & DOB
• Preventing infections

– Hand hygiene (student rate = 90%, overall = 96%) 

• Using medications safely
– Update medication lists 

• Prevent mistakes in surgery
– Correct surgery on correct pt and correct site (preop verification)
– Site marked by MD BEFORE 
– Time out prior (correct pt, site, procedure) 

• Prevent pt falls
• Prevent pt suicide ?when is depr covered in PCM1?

Who can close down Loyola today 
for unsafe conditions?
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“Never events”

CMS won’t pay

Assignment

• IHI open school 
– 2 courses


