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Quality and Safety in Health Care
Thequalityof careandthesafetyof patientsarecorevaluesof TheJointCommission
accreditationprocess.This isacommitmentTheJointCommissionhasmadeto
patients,families,healthcarepractitioners,staff,andhealthcareorganizationleaders.

Theultimatepurposeof TheJointCommission’saccreditationprocessisto enhance
qualityof careandpatientsafety.Eachaccreditationrequirement,thesurveyprocess,
theSentinelEventPolicy,andotherJointCommissionpoliciesandinitiativesare
designedto helporganizationsreducevariation,reducerisk,andimprovequality.
Organizationsshouldhaveanintegratedapproachto patientsafetysothatsafepatient
carecanbeprovidedfor everypatientin everycaresettingandservice.

Organizationsarecomplexenvironmentsthatdependon 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.

�» 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.
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Sidebar 1. (continued)

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

�» 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 ensurethataserviceissatisfactory

Patientsafetyemergesasacentralaimof quality.Patient safety, asdefinedby theWorld
HealthOrganization,isthepreventionof errorsandadverseeffectsto patientsthatare
associatedwith healthcare.Safetyiswhatpatients,families,staff,andthepublicexpect
from JointCommission–accreditedorganizations.Whilepatientsafetyeventsmaynot
becompletelyeliminated,thegoalisalwayszeroharm(that is,reducingharmto
patients).JointCommission–accreditedorganizationsshouldbecontinuallyfocusedon
eliminatingsystemsfailuresandhumanerrorsthatmaycauseharmto patients,families,
andstaff.
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Goals of This Chapter
This“PatientSafetySystems” (PS)chapterprovidesorganizationleaderswith aproactive
approachto designingor maintainingapatient-centeredsystemthataimsto improve
qualityof careandpatientsafety,anapproachthatalignswith theJointCommission’s
missionanditsstandards.

TheJointCommissionpartnerswith accreditedorganizationsto improvetheabilityof
healthcaresystemsto protectpatients.Thefirst obligationof healthcareisto “do no
harm.” Therefore,thischapterfocuseson thefollowingthreeguidingprinciples:
1. AligningexistingJointCommissionstandardswith dailyworkto engagepatientsand

staffthroughoutthehealthcaresystem,atall times,on reducingharm.
2. Assistinghealthcareorganizationsto becomelearningorganizationsbyadvancing

knowledge,skills,andcompetenceof staffandpatientsbyrecommendingmethods
thatwill improvequalityandsafetyprocesses.

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

It informsandeducatesorganizationsabouttheimportanceandstructureof an
integratedpatientsafetysystemandhelpsstaffunderstandtherelationshipbetween
JointCommissionaccreditationandpatientsafety.It offersapproachesandmethods
thatmaybeadaptedby anyorganizationthataimsto increasethereliabilityand
transparencyof 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:
�» Discusshoworganizationscandevelopinto learningorganizations
�» Identify theroleleadershaveto establishasafetycultureandensurestaff

accountability
�» Explainhoworganizationscancontinuallyevaluatethestatusandprogressof their

patientsafetysystems
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informationregardingimprovementsbasedon reportedconcerns.Thishelpsfostertrust
thatencouragesfurtherreporting.(See the“SentinelEventPolicy” [SE]chapterfor more
aboutcomprehensivesystematicanalyses.)

The Role of Leaders in Patient Safety
Organizationleadersprovidethefoundationfor an f d2rfj
/FTj
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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 organizationsnationwide.In a2021surveyby the
Institutefor SafeMedicationPractices(ISMP),79%of 1,047respondentsreported
personallyexperiencingdisrespectfulbehaviorsduringthepreviousyear.In addition,
60%reportedwitnessingdisrespectfulbehaviors.19 Therespondentsincludednurses,
physicians,pharmacists,andquality/riskmanagementpersonnel.

Approximatelyhalf (51%)of therespondentshadaskedcolleaguesto helpinterpreta
medicationorderor validateitssafetyto avoidinteractingwith aparticularprescriber.19

Moreover,27%saidtheywereawareof amedicationerrorduringthepreviousyearin
whichbehaviorthatunderminesacultureof safetywasacontributingfactor.Nearly
200eventsweredescribed,manyof whichinvolvedhigh-alertmedications(e.g.,
neuromuscularblockingagents,anticoagulants,insulin,chemotherapy)andledto
significantdelaysin careand/oradverseevents.

Of therespondentswhoindicatedthat theirorganizationshadclearlydefinedan
effectiveprocessfor handlingdisagreementswith thesafetyof anorder, only41%said
that theprocessfor handlingdisagreementsallowsthemto bypassatypicalchainof
command,if necessary.19 Whilethesedataarespecificto medicationsafety,their lessons
arebroadlyapplicable:Behaviorsthatundermineacultureof safetyhaveanadverse
effecton qualityandpatientsafety.

A Fair and Just Safety Culture
A fair andjustsafetycultureisneededfor staffto trust that theycanreportpatient
safetyeventswithout beingtreatedpunitively.3,9 In orderto accomplishthis,
organizationsshouldprovideandencouragetheuseof astandardizedreportingprocess
for staffto reportpatientsafetyevents.This isalsobuilt into theJointCommission’s
standardsatStandardLD.03.09.01, EP6,whichrequiresleadersto provideand
encouragetheuseof systemsfor blame-freereportingof asystemor
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continued on next page

human,fallible,andcapableof mistakes,andthat theywork in systemsthatareoften
flawed.In themostbasicterms,afair andjustcultureholdsindividualsaccountablefor
theiractionsbut doesnot punishindividualsfor issuesattributedto flawedsystemsor
processes.15,19,20StandardLD.04.01.05, EP4, requiresthatstaffareheldaccountablefor
theirresponsibilities.

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 organization 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 an organization in
creating a formal decision process to determine what events should be considered
blameworthy and require individual discipline in addition to systems-level corrective
actions. The use of a formal process reinforces the culture of safety and
demonstrates the organization’s commitment to transparency and fairness.

Reaching a determination of staff accountability requires an initial investigation into
the patient safety event to identify contributing factors. The use of the Incident
Decision Tree (adapted by the United Kingdom’s National Patient Safety Agency
from James Reason’s culpability matrix) or another formal decision process can help
make determinations of culpability more transparent and fair.5
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Data Use and Reporting Systems
An effectivecultureof safetyisevidencedby arobustreportingsystemanduseof
measurementto improve.Whenorganizationsadoptatransparent,nonpunitive
approachto reportsof patientsafetyeventsor otherconcerns,theorganizationbegins
reportingto learn—andto learncollectivelyfrom adverseevents,closecalls,and
hazardousconditions.Whilethissectionfocuseson datafrom reportedpatientsafety
events,it isbut onetypeof dataamongmanythatshouldbecollectedandusedto drive
improvement.
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Whenthereiscontinuousreportingfor adverseevents,closecalls,andhazardous
conditions,theorganizationcananalyzetheevents,changetheprocessor systemto
improvesafety,anddisseminatethechanges
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Statistical Process
Control (SPC)
Chart

An advanced data chart, plotted
in time order, used to show the
performance and stability of a
process over time. The chart
includes a center line (process
mean) and upper and lower
control limits (process vari-
ation), based on the data plot-
ted, that show both positive and
negative patterns, trends, and
variation in a process. Action is
taken when a point goes be-
yond a control limit or points
form a pattern or trend.

�» When the organization needs to de-
termine if a process is stable, to
identify variation within a process, or
find indicators of why the variation
occurred

�» When the organization needs a more
detailed
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†Humanerrorsaretypicallyskillsbased,decisionbased,or knowledgebased,whereasviolationscould
beeitherroutineor exceptional(intentionalor negligent).Routine violations tendto include
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A patient-centeredapproachto carecanhelporganizationsassessandenhancepatient
activation.Achievingthisrequiresleadershipengagementin theeffort to establish
patient-centeredcareasatop priority throughouttheorganization.This includes
adoptingthefollowingprinciples:33

�» Patientsafetyguidesalldecisionmaking.
�» Patientsandfamiliesarepartnersateverylevelof care.
�» Patient-andfamily-centeredcareisverifiable,rewarded,andcelebrated.
�» Thelicensedpractitionerresponsiblefor thepatient’scare,or thelicensed

practitioner’sdesignee,disclosesto thepatientandfamilyanyunanticipated
outcomesof care,treatment,andservices.

�» Transparentcommunicationwhenharmoccurs.AlthoughJointCommission
standardsdonot requireapology,evidencesuggeststhatpatientsbenefit—andare
lesslikelyto pursuelitigation—whenphysiciansdiscloseharm,expresssympathy,
andapologize.34

�» Staffinglevelsaresufficient,andstaffhasthenecessarytoolsandskills.
�» Theorganizationhasafocuson measurement,learning,andimprovement.
�» Staffmustbefully engagedin patient-andfamily-centeredcareasdemonstratedby

theirskills,knowledge,andcompetencein compassionatecommunication.

Organizationscanadoptanumberof strategiesto supportandimprovepatient
activation,includingpromotingculturechange,adoptingtransitionalcaremodels,and
leveraginghealthinformationtechnologycapabilities.33

A numberof JointCommissionstandardsaddresspatientrightsandprovidean
excellentstartingpoint for organizationsseekingto improvepatientactivation.These
standardsrequirethatorganizationsdo thefollowing:
�» Respect,protect,andpromotepatientrights(StandardRI.01.01.01)
�» Respectthepatient’sright to receiveinformationin amannerthepatient

understands(StandardRI.01.01.03)
�» Respectthepatient’sright to participatein decisionsabouttheircare,treatment,

andservices(StandardRI.01.02.01)
�» Honor thepatient’sright to giveor withholdinformedconsent(StandardRI.01.03.

01)
�» Addresspatientdecisionsaboutcare,treatment,andservicesreceivedat theendof

(StandardRI.05.02.01)�»infent thepatientabouttheirresponpabilit
(a)T2
21.18 0 Trelstratedto theircare,treatment, andservices(StandardR2.01.01.01)
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Beyond Accreditation: The Joint
Commission Is Your Patient Safety Partner
To assistorganizationson their journeytowardcreatinghighlyreliablepatientsafety
systems,TheJointCommissionprovidesmanyresources,includingthefollowing:
�» Office of Quality and Patient Safety: An internalJointCommissiondepartment

thatoffersorganizationsguidanceandsupportwhenanorganizationexperiencesa
sentineleventor whenasafetyeventisreportedthatmayrequireanalysisor
improvementwork.TheOfficeof QualityandPatientSafetyassessesthe
thoroughnessandcredibilityof anorganization’scomprehensivesystematicanalysis
aswellastheactionplanto helptheorganizationpreventthehazardousor unsafe
conditionsfrom occurringagain.(See the“SentinelEventPolicy” [SE]chapterfor
moreinformation.)

�» Standards Interpretation Group: An internalJointCommissiondepartmentthat
helpsorganizationswith theirquestionsaboutJointCommissionstandards.First,
organizationscansee
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�» Joint Commission Resources: A JointCommissionnot-for-profitaffiliatethat
producesbooksandperiodicals,holdsconferences,providesconsultingservices,and
developssoftwareproductsfor accreditationandsurveyreadiness.(Formore
information,visithttp://www.jcrinc.com.)

�» Webinars and podcasts: TheJointCommissionanditsaffiliate,JointCommission
Resources,offer freeandfee-basedwebinarsandpodcastson variousaccreditation
andpatientsafetytopics.

�» Speak Up™ program: TheJointCommission’scampaignto educatepatientsabout
healthcareprocessesandpotentialsafetyissuesandencouragethemto speakup
whenevertheyhavequestionsor concernsabouttheirsafety.Formoreinformation
andpatienteducationresources,goto http://www.jointcommission.org/speakup.

�» Joint Commission patient safety web portals: ThroughTheJointCommission
website(athttp://www.jointcommission.org/toc.aspx),organizationscanaccess
webportalswith arepositoryof resourceson thefollowingtopics:

j ZeroHarm

j EmergencyManagement

j HealthCareWorkforceSafetyandWell-Being

j InfectionPreventionandControl

j SuicidePrevention

j WorkplaceViolencePrevention
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