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Patient Safety Systems (PS)
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Quality and Safety in Health Care
Thequalityof careandthesafetyof patientsarecorevaluesof TheJointCommission
accreditationprocess.This isacommitmentTheJointCommissionhasmadeto
patients,families,healthcarepractitioners,staff,andpracticeleaders.

Theultimatepurposeof TheJointCommission’saccreditationprocessisto enhance
qualityof careandpatientsafety.Eachaccreditationrequirement,thesurveyprocess,
theSentinelEventPolicy,andotherJointCommissionpoliciesandinitiativesare
designedto helppracticesreducevariation,reducerisk,andimprovequality.Practices
shouldhaveanintegratedapproachto patientsafetysothatsafepatientcarecanbe
providedfor everypatientin everycaresettingandservice.

Practicesarecomplexenvironmentsthatdependon strongleadershipto supportan
integratedpatientsafetysystemthat includesthefollowing:
�» Safetyculture
�» Validatedmethodsto improveprocessesandsystems
�» Standardizedwaysfor interdisciplinaryteamsto communicateandcollaborate
�» Safelyintegratedtechnologies

In anintegratedpatientsafetysystem,staffandleaderswork togetherto eliminate
complacency,promotecollectivemindfulness,treateachotherwith respectand
compassion,andlearnfrom patientsafetyevents,includingclosecallsandothersystem
failuresthathavenot yetledto patientharm.Sidebar1 definestheseandotherkey
terms.

Sidebar 1. Key Terms

�» patient safety event An event, incident, or condition that could have resulted or
did result in harm to a patient.
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Sidebar 1. (continued)

*Foralist of specificpatientsafetyeventsthatarealsoconsideredsentinelevents,see the“Sentinel
EventPolicy” (SE)chapterin E-dition® or theComprehensive Accreditation Manual.

�» adverse event A patient safety event that resulted in harm to a patient. Adverse
events should prompt notification of organization leaders, investigation, and
corrective actions. An adverse event may or may not result from an error.

�» sentinel event * A sentinel event is a patient safety event (not primarily related
to the natural course of the patient’s illness or underlying condition) that reaches
a patient and results in death, severe harm (regardless of duration of harm), or
permanent harm (regardless of severity of harm). Sentinel events are a
subcategory of adverse events.

�» close call A patient safety event that did not cause harm but posed a risk of
harm. Also called near miss or good catch.

�» hazardous condition A circumstance (other than a patient’s own disease
process or condition) that increases the probability of an adverse event. Also
called unsafe condition.

Qualityandsafetyin healthcareareinextricablylinked.Quality, asdefinedby the
Instituteof Medicine,isthedegreeto whichhealthservicesfor individualsand
populationsincreasethelikelihoodof desiredhealthoutcomesandareconsistentwith
currentprofessionalknowledge.1 It isachievedwhenprocessesandresultsmeetor exceed
theneedsanddesiresof thepeopleit serves.2,3 Thoseneedsanddesiresincludesafety.

Thecomponentsof aqualitymanagementsystemshouldincludethefollowing:
�» Ensuringreliableprocesses
�» Decreasingvariationanddefects(waste)
�» Focusingon achievingpositivemeasurableoutcomes
�» Usingevidenceto ensurethataserviceis
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Goals of This Chapter
This“PatientSafetySystems” (PS)chapterprovidespracticeleaderswith aproactive
approachto maintainingor redesigningapatient-centeredsystemthataimsto improve
qualityof careandpatientsafety,anapproachthatalignswith theJointCommission’s
missionanditsstandards.

TheJointCommissionpartnerswith accreditedpracticesto improvetheirabilityto
protectpatients.Thefirst obligationof healthcareisto “dono harm.” Therefore,this
chapterfocuseson thefollowingthreeguidingprinciples:
1. AligningexistingJointCommissionstandardswith dailyworkto engagepatientsand

staffthroughoutthepracticesystem,atall times,on reducingharm.
2. Assistinghealthcarepracticesto becomelearningorganizationsbyadvancing

knowledge,skills,andcompetenceof staffandpatientsbyrecommendingmethods
thatwill improvequalityandsafetyprocesses.

3. Encouragingandrecommendingproactivequalityandpatientsafetymethodsthat
will increaseaccountability,trust,andknowledgewhilereducingtheimpactof fear
andblame.

It informsandeducatespracticesabouttheimportanceandstructureof anintegrated
patientsafetysystemandhelpsstaffunderstandtherelationshipbetweenJoint
Commissionaccreditationandpatientsafety.It offersapproachesandmethodsthatmay
beadaptedby anyorganizationthataimsto increasethereliabilityandtransparencyof
itscomplexsystemswhileremovingtheriskof patientharm.

The PS chapter refers to specific Joint Commission standards, describing how existing
requirements can be applied to achieve improved patient safety. It does not contain
any new requirements. Standardscitedin thischapterareformattedwith thestandard
numberin boldfacetype(for example,“StandardRI.01.01.01”) andareaccompaniedby
languagethatsummarizesthestandard.Forthefull textof astandardandits element(s)
of performance(EP),pleasereferenceE-ditionor theComprehensive Accreditation
Manual.

Throughoutthischapter,wewill do thefollowing:
�» Discusshowpracticescandevelopinto learningpractices
�» Identify theroleleadershaveto establishasafetycultureandensurestaff

accountability
�» Explainhowpracticescancontinuallyevaluatethestatusandprogressof their

patientsafetysystems
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�» Describehowpracticescanwork to preventor respondto patientsafetyeventswith
proactiveriskassessments

�» Highlight thecriticalcomponentof patientactivationandengagementin apatient
safetysystem

�» Provideaframeworkto guidepracticeleadersastheywork to improvepatient
safetyin theirpractices

Becoming a Learning Practice
Theneedfor sustainableimprovementin patientsafetyandthequalityof carehasnever
beengreater.Oneof thefundamentalstepsto achievingandsustainingthis
improvement
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culturearecharacterizedby communicationsfoundedon mutualtrust,by shared
perceptionsof theimportanceof safety,andby confidencein theefficacyof preventive
measures.12 Practiceswill havevaryinglevelsof safetyculture,but all shouldbeworking
towardasafetyculturethathasthefollowingqualities:
�» Staffandleadersthatvaluetransparency,accountability,andmutualrespect.5

�» Safetyaseveryone’sfirst priority.5

�» Behaviorsthatundermineacultureof safetyarenot acceptable,andthusare
reportedto practiceleadershipby staff,patients,andfamiliesfor thepurposeof
fosteringriskreduction.5,11,13

�» Collectivemindfulnessispresent,whereinstaffrealizethatsystemsalwayshavethe
potentialto fail andstaffarefocusedon findinghazardousconditionsor closecalls
atearlystagesbeforeapatientmaybeharmed.11 Staffdonot viewclosecallsas
evidencethat thesystempreventedanerrorbut ratherasevidencethat thesystem
needsto befurtherimprovedto preventanydefects.11,14
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Figure 1. The Trust-Report-Improve Cycle. In the trust-report-improve cycle, trust promotes reporting,
which leads to improvement, which in turn fosters trust.

Leadersandstaffneedto addressintimidatingor unprofessionalbehaviorswithin the
practice,soasnot to inhibit othersfrom reportingsafetyconcerns.17 Leadersshould
both educatestaffandhold themaccountablefor professionalbehavior.This includes
theadoptionandpromotionof acodeof conductthatdefinesacceptablebehavioras
wellasbehaviorsthatundermineacultureof safety.TheJointCommission’sStandard
LD.03.01.01, EP4, requiresthat leadersdevelopsuchacode.

Intimidatinganddisrespectfulbehaviorsdisruptthecultureof safetyandprevent
collaboration,communication,andteamwork,whichisrequiredfor safeandhighly
reliablepatientcare.18 Disrespectisnot limitedto outburstsof angerthathumiliatea
memberof thehealthcareteam;it canmanifestin man4 0 Td
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�» Not workingcollaborativelyor cooperativelywith othermembersof theinterdisci-
plinaryteam

�» Creatingrigidor inflexiblebarriersto requestsfor assistanceor cooperation
�» Not respondingto requestsfor assistanceor information,not returningpagesor

callspromptly

Theseissuesarestill occurringin practicesnationwide.In a2021surveyby theInstitute
for SafeMedicationPractices(ISMP),79%of 1,047respondentsreportedpersonally
experiencingdisrespectfulbehaviorsduringthepreviousyear.In addition,60%reported
witnessingdisrespectfulbehaviors.19 Therespondentsincludednurses,physicians,
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continued on next page

capableof mistakes,andthat theywork in systemsthatareoftenflawed.In themost
basicterms,afair andjustcultureholdsindividualsaccountablefor theiractionsbut
doesnot punishindividualsfor issuesattributedto flawedsystemsor processes.15,19,20

It is importantto notethat for someactionsfor whichanindividualisaccountable,the
individualshouldbeheldculpableandsomedisciplinaryactionmaythenbenecessary.
(See Sidebar2,below,for adiscussionof toolsthatcanhelpleadersdetermineafair and
justresponseto apatientsafetyevent.)However,staffshouldneverbepunishedor
ostracizedfor reporting theevent,closecall,hazardouscondition,or concern.

Sidebar 2. Assessing Staff Accountability

The aim of a safety culture is not a “blame-free” culture but one that balances
organization learning with individual accountability. To achieve this, it is essential
that leaders assess errors and patterns of behavior in a consistent manner, with the
goal of eliminating behaviors that undermine a culture of safety. There has to exist
within the practice a clear, equitable, and transparent process for recognizing and
separating the blameless errors that fallible humans make daily from the unsafe or
reckless acts that are blameworthy.1–10

Numerous sources (see references below) are available to assist a practice in
creating
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Sidebar 2. (continued)

3. Marx D. How building a ‘just culture’ helps an organization learn from errors. OR
Manager. 2003 May;19(5):1, 14–15, 20.

4. Reason J, Hobbs A. Managing Maintenance Error. Farnham, Surrey, United
Kingdom: Ashgate Publishing, 2003.

5. Vincent C. Patient Safety, 2nd ed. Hoboken, NJ: Wiley-Blackwell, 2010.
6. National Patient
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A numberof standardsrelateto thereportingof safetyinformation,including
PerformanceImprovement(PI) StandardPI.01.01.01, whichrequirespracticesto
collectdatato monitor theirperformance,andStandardLD.03.02.01, whichrequires
practicesto usedataandinformationto guidedecisionsandto understandvariationin
theperformanceof processessupportingsafetyandquality.

Practicescanengagefrontlinestaffin internalreportingin anumberof ways,including
thefollowing:
�» Createanonpunitiveapproachto patientsafetyeventreporting
�» Educatestaffon andencouragethemto identifypatientsafetyeventsthatshouldbe

reported
�» Providetimelyfeedbackregardingactionstakenon reportedpatientsafetyevents

Effective Use of Data
Collecting Data
Whenpracticescollectdataor measurestaffcompliancewith evidence-basedcare
processesor patientoutcomes,theycanmanageandimprovethoseprocessesor
outcomesand,ultimately,improvepatientsafety.Theeffectiveuseof dataenables
practicesto identifyproblems,prioritizeissues,developsolutions,andtrackperformance
to determinesuccess.10 Objectivedatacanbeusedto supportdecisionsaswellasto
influencepeopleto changetheirbehaviorsandto complywith evidence-basedcare
guidelines.10,23

TheJointCommissionrequiresoffice-basedpracticesto collectandusedatarelatedto
certainpatientcareoutcomesandpatientharmevents.SomekeyJointCommission
standardsrelatedto datacollectionanduserequirepracticesto do thefollowing:
�» Collectinformationto monitorconditionsin theenvironment(Standard

EC.04.01.01)
�» Identifyrisksfor acquiringandtransmittinginfections(StandardIC.01.03.01)
�» Usedataandinformationto guidedecisionsandto understandvariationin the

performanceof processessupportingsafetyandquality(StandardLD.03.02.01)
�» Haveapracticewide,integratedpatientsafetyprogram(StandardLD.03.09.01)
�» Evaluatetheeffectivenessof theirmedicationmanagementsystem(Standard

MM.08.01.01)
�» Collectdatato monitor theirperformance(StandardPI.01.01.01)
�» Improveperformanceon anongoingbasis(StandardPI.03.01.01)
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Analyzing Data
Effectivedataanalysiscanenablepracticeto “diagnose” problemswithin its system
similarto thewayonewoulddiagnoseapatient’sillnessbasedon symptoms,health
history,andotherfactors.Turningdatainto informationisacriticalcompetencyof a
learningpracticeandof effectivemanagementof change.Whentheright dataare
collectedandappropriateanalytictechniquesareapplied,it enablesthepracticeto
monitor theperformanceof asystem,detectvariation,andidentifyopportunitiesto
improve.Thiscanhelpthepracticenot onlyunderstandthecurrentperformanceof
practicesystemsbut alsocanhelpit predictitsperformancegoingforward.24

Analyzingdatawith toolssuchasrun charts,statisticalprocesscontrol(SPC)charts,and
capabilitychartshelpsapracticedeterminewhathasoccurredin asystemandprovides
cluesasto whythesystemrespondedasit did.24 Table1, following,describesand
comparesexamplesof thesetools.
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Table 1. Defining and Comparing Analytical Tools

Tool What It Is When to Use It

Run Chart A chart that plots points on a
graph to show levels of per-
formance over time. A run chart
is used to answer questions
about whether performance is
static or changing and, if it is
changing, whether the change
is for better or for worse.

�» When the practice needs to identify
variation within a system

�» When the practice needs a simple
and straightforward analysis of a sys-
tem

�» As a precursor to an SPC chart

Statistical Process
Control (SPC)
Chart

A visual representation that
tracks progress over time that
include an upper and lower con-
trol limit based on previous
data. Action is taken when a
point goes beyond a control
limit or points form a pattern or
trend.

�» When the practice needs to identify
variation within a system and find
indicators of why the variation oc-
curred

�» When the practice needs a more
detailed and in-depth analysis of a
system

Capability Chart An analytical tool that uses
upper and lower parameters for
acceptable performance of
tasks or processes to determine
whether a given change in the
process is capable of reducing
variation in performance.

�» When the practice needs to deter-
mine whether a process will function
as expected, according to require-
ments or specifications

Using Data to Drive Improvement
After datahasbeenturnedinto information,leadershipshouldensurethefollowing(per
therequirementsshown):26–28

�» Informationispresentedin aclearmanner(StandardLD.03.04.01)
�» Informationissharedwith theappropriategroupsthroughoutthepractice(from

thefront lineto theleader[s])(StandardsLD.03.04.01, LD.03.09.01)
�» Opportunitiesfor improvementandactionsto betakenarecommunicated

(StandardsLD.03.05.01, LD.03.07.01)
�» Improvementsarecelebratedor recognized
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A Proactive Approach to Preventing Harm
Proactiveriskreductionpreventsharmbeforeit reachesthepatient.Byengagingin
proactiveriskreduction,apracticecancorrectprocessproblemsto reducethelikelihood
of experiencingadverseevents.Additionalbenefitsof aproactiveapproachto patient
safetyincludeincreasedlikelihoodof thefollowing:
�» Identificationof actionablecommoncauses
�» Avoidanceof unintendedconsequences
�» Identificationof commonalitiesacrossdepartments/services/units
�» Identificationof systemsolutions

In aproactiveriskassessmentthepracticeevaluatesaprocessto seehowit could
potentiallyfail, to understandtheconsequencesof suchafailure,andto identifypartsof
theprocessthatneedimprovement.A proactiveriskassessmentincreasesunderstanding
within thepracticeaboutthecomplexitiesof processdesignandmanagement—and
whatcouldhappenif theprocessfails.

TheJointCommissionaddressesproactiveriskassessmentsatStandardLD.03.09.01, EP
8,whichrecommendsusingtheresultsof proactiveriskassessmentsto improvesafety.
Practicesworkingto becomelearningpracticesareencouragedto exceedthis
requirementby constantlyworkingto proactivelyidentifyrisk.

Whenconductingaproactiveriskassessment,practicesshouldprioritizehigh-risk,high-
frequencyareas.Areasof riskareidentifiedfrom internalsourcessuchasongoing
monitoringof theenvironment,resultsof previousproactiveriskassessments,and
resultsof datacollectionactivities.Riskassessmenttoolsshouldbeaccessedfrom
credibleexternalsourcessuchasnationallyrecognizedriskassessmenttoolsandpeer
reviewliterature.
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† Humanerrorsaretypicallyskillsbased,decisionbased,or knowledgebased,whereasviolationscould
beeitherroutineor exceptional(intentionalor negligent).Routine violations tendto includehabitual
“bendingof therules,” oftenenabledby management.A routineviolationmaybreakestablishedrules
or policies,andyetbeacommonpracticewithin anorganization.An exceptional violation isawillful
behavioroutsidethenormthat isnot condonedby management,engagedin by others,nor partof the
individual’susualbehavior.Source: Diller T, etal.Thehumanfactorsanalysisclassificationsystem
(HFACS)appliedto healthcare.Am J Med Qual. 2014May–Jun;29(3)181–190.

in changingcircumstances.† A proactiveapproachto suchconditionsshouldincludean
analysisof thesystemsandprocessesin whichthehazardousconditionisfound,with a
focuson theclimatethatprecededthehazardouscondition.

A proactiveapproachto hazardousconditionsshouldincludeananalysisof therelated
systemsandprocesses,includingthefollowingaspects:29

�» Preconditions. Examplesincludehazardous(or unsafe)conditionsin theenviron-
mentof care(suchasnoise,clutter,wetfloors,andsoforth), inadequatestaffing
levels(inabilityto effectivelymonitor,observe,andprovidecare,treatment,or
servicesto patients).

�» Supervisory influences. Examplesincludeinadequatesupervision,unsafeoper-
ations,failureto addressaknownproblem,authorizationof activitiesthatare
knownto behazardous.

�» Organization influences. Examplesincludeinadequatestaffing,organization
culture,lackof strategicriskassessment.

Tools for Conducting a Proactive Risk Assessment
A numberof toolsareavailableto helppracticesconductaproactiveriskassessment.
Oneof thebestknownof thesetoolsistheFailureModesandEffectsAnalysis(FMEA).
An FMEA isusedto prospectivelyexaminehowfailurescouldoccurduringhigh-risk
processesand,ultimately,howto preventthem.TheFMEAasks“Whatif?” to explore
whatcouldhappenif afailureoccursatparticularstepsin aprocess.30

Othertoolsto considerusingfor aproactiveriskassessmentincludethefollowing:
�» Institutefor SafeMedicationPracticesMedicationSafetySelfAssessment®.

Availablefor varioushealthcaresettings,thesetoolsaredesignedto helpreduce
medicationerrors.Visit https://www.ismp.org/selfassessments/default.aspfor more
information.

�» Contingencydiagram:Thecontingencydiagramusesbrainstormingto generatea
list of problemsthatcouldarisefrom

aa
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�» Potentialproblemanalysis(PPA)isasystematicmethodfor determiningwhat
couldgowrongin aplanunderdevelopment,ratingproblemcausesaccordingto
their likelihoodof occurrenceandtheseverityof theirconsequences.Visit https://
digital.ahrq.gov/health-it-tools-and-resources/evaluation-resources/workflow-assess-
ment-health-it-toolkit/all-workflow-tools/potential-problem-analysisfor moreinfor-
mation.

�» Processdecisionprogramchart(PDPC)providesasystematicmeansof finding
errorswith aplanwhileit isbeingcreated.After potentialissuesarefound,
preventivemeasuresaredeveloped,allowingtheproblemsto eitherbeavoidedor a
contingencyplanto bein placeshouldtheerroroccur.Visit https://digital.ahrq.
gov/health-it-tools-and-resources/evaluation-resources/workflow-assessment-health-
it-toolkit/all-workflow-tools/process-decision-program-chartfor moreinformation.

Sidebar3 listsstrategiesfor conductinganeffectiveproactiveriskassessment,no matter
thestrategychosen.

Sidebar 3. Strategies for an Effective Risk
Assessment

Regardless of the method chosen for conducting a proactive risk assessment, it
should address the following points:
�» Promote a blame-free reporting culture and provide a reporting system to

support it.
�» Describe the chosen process (for example, through the use of a flowchart).

�» Identify ways in which the process could break down or fail to perform its
desired function, which are often referred to as “failure modes.”
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�» Sentinel Event Alert: TheJointCommission’speriodicalertswith timelyinfor-
mationaboutsimilar,frequentlyreportedsentinelevents,includingroot causes,
applicableJointCommissionrequirements,andsuggestedactionsto preventa
particularsentinelevent.(Forarchivesof previouslypublished
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