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Patient Safety Systems (PS)

continued on next page

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.
Hospitalsshouldhaveanintegratedapproachto patientsafetysothatsafepatientcare
canbeprovidedfor everypatientin everycaresettingandservice.

Hospitalsarecomplexenvironmentsthatdependon 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

ways9acitalsthat
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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)chapterprovideshealthcareorganizationswith a
proactiveapproachto maintainingor redesigningapatient-centeredsystemthataimsto
improvequalityof careandpatientsafety,anapproachthatalignswith theJoint
Commission’smissionandits standards.

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 informsandeducateshospitalsabouttheimportanceandstructureof 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:
�» Discusshowhospitalscandevelopinto learningorganizations
�» Identifyworganizations.

wirethe
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mentsbasedon reportedconcerns.Thishelpsfostertrust thatencouragesfurther
reporting.(See the“SentinelEventPolicy” [SE]chapterfor moreaboutcomprehensive
systematicanalyses.)

The Role of Leaders in Patient Safety
Hospitalleadersprovidethefoundationfor aneffectivepatientsafetysystemby doing
thefollowing:10

�» Promotinglearning
�» Motivatingstaffto
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�» Not workingcollaborativelyor cooperativelywith othermembersof theinterdisci-
plinaryteam

�» Creatingrigidor inflexiblebarriersto requestsfor assistanceor cooperation
�» Not returningpagesor callspromptly

Theseissuesarestill occurringin hospitalsnationwide.Of 1,047respondentsto a2021
surveyby theInstitutefor SafeMedicationPractices(ISMP),79%reportedpersonally
experiencingdisrespectfulbehaviorsduringthepreviousyear.In addition,60%reported
witnessingdisrespectfulbehaviors.Therespondentsincludednurses,physicians,
pharmacists,andquality/riskmanagementpersonnel.

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

Moreover,27%saidtheywere int.47 0 Td
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Sidebar 2. (continued)
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Data Use and Reporting Systems
An effectivecultureof safetyisevidencedby arobustreportingsystemanduseof
measurementto improve.Whenhospitalsadoptatransparent,nonpunitiveapproachto
reportsof patientsafetyeventsor otherconcerns,thehospitalbeginsreportingto
learn—andto learncollectivelyfrom adverseevents,closecalls,andhazardous
conditions.Whilethissectionfocuseson datafrom reportedpatientsafetyevents,it is
but onetypeof dataamongmanythatshouldbecollectedandusedto drive
improvement.



CAMH Update 1, July 2024 PS – 11

Patient Safety Systems	�

Shading indicates a change effective July 1, 2024, unless otherwise noted in the What’s New.

Whenthereiscontinuousreportingfor adverseevents,closecalls,andhazardous
conditions,thehospitalcananalyzetheevents,changetheprocessor systemto improve
safety,anddisseminatethechangesor lessonslearnedto therestof theorganization.21–25

A numberof standardsrelateto thereportingof safetyinformation,including
PerformanceImprovement(PI) StandardPI.01.01.01, whichrequireshospitalsto
collectdatato monitor theirperformance,andStandardLD.03.02.01, whichrequires
hospitalsto usedataandinformationto guidedecisionsandto understandvariationin
theperformanceof processessupportingsafetyandquality.

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

reported
�» Providetimelyfeedbackregardingactionstakenon reportedpatientsafetyevents

Effective Use of Data
Collecting Data
Whenhospitalscollectdataor measurestaffcompliancewith evidence-basedcare
processesor patientoutcomes,theycanmanageandimprovethoseprocessesor
outcomesand,ultimately,improvepatientsafety.Theeffectiveuseof dataenables
hospitalsto identifyproblems,prioritizeissues,developsolutions,andtrackperform-
anceto determinesuccess.10 Objectivedatacanbeusedto supportdecisionsaswellasto
influencepeopleto changetheirbehaviorsandto complywith evidence-basedcare
guidelines.10,23

TheJointCommissionandtheCentersfor Medicare& MedicaidServices(CMS)both
requirehospitalsto collectandusedatarelatedto certainpatientcareoutcomesand
patientharmevents.SomekeyJointCommissionstandardsrelatedto datacollection
anduserequirehospitalsto do thefollowing:
�» Collectinformationto monitorconditionsin theenvironment(StandardEC.04.01.

01)
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Statistical Process
Control (SPC)
Chart

An advanced data chart, plotted
in time order, used to
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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 aproactiveriskassessmentthehospitalevaluatesaprocessto seehowit could
potentiallyfail, to understandtheconsequencesof suchafailure,andto identifypartsof
theprocessthatneedimprovement.A proactiveriskassessmentincreasesunderstanding
within theorganizationaboutthecomplexitiesof processdesignandmanagement—and
whatcouldhappenif theprocessfails.

TheJointCommissionaddressesproactiveriskassessmentsatStandardLD.03.09.01, EP
7,whichrequireshospitalsto selectonehigh-riskprocessandconductaproactiverisk
assessmentat leastevery18months.Hospitalsshouldrecognizethat thisstandard
representsaminimumrequirement.Hospitalsworkingto become
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�» Preconditions. Examplesincludehazardous(or unsafe)conditionsin theenviron-
mentof care(suchasnoise,clutter,wetfloors,andsoforth), inadequatestaffing
levels(inabilityto effectivelymonitor,observe,andprovidecare,treatment,and
servicesto patients).

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

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

k Tf
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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.�
�» Identify the possible effects that a breakdown or failure of the process could

have on patients and the seriousness of the possible effects.
�» Prioritize the potential process breakdowns or failures.
�» Determine why the prioritized breakdowns or failures could occur, which may

involve performing a hypothetical root cause analysis.
�» Design or redesign the process and/or underlying systems to minimize the risk

of the effects on patients.
�» Test and implement the newly designed or redesigned process.
�» Monitor the effectiveness of the newly designed or redesigned process.

Encouraging Patient Activation
To achievethebestoutcomes,patientsandfamiliesmustbemoreactivelyengagedin
decisionsabouttheirhealthcareandmusthavebroaderaccessto informationand
support.Patientactivationisinextricablyintertwinedwith patientsafety.Activated
patientsarelesslikelyto experienceharmandunnecessaryhospitalreadmissions.
Patientswhoarelessactivatedsufferpoorerhealthoutcomesandarelesslikelyto follow
theirphysician’sor otherlicensedpractitioner’sadvice.31,32
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A patient-centeredapproachto carecanhelphospitalsassessandenhancepatient
activation.Achievingthisrequiresleadershipengagementin theeffort to establish
patient-centeredcareasatop priority throughoutthehospital.This includesadopting
thefollowingprinciples:33

�» Patientsafetyguidesalldecisionmaking.
�» Patientsandfamiliesarepartnersateverylevelof care.
�» Patient-andfamily-centeredcareisverifiable,rewarded,andcelebrated.
�» Thephysicianor otherlicensedpractitionerresponsiblefor thepatient’scare,or the

physician’sor otherlicensedpractitioner’sdesignee,disclosesto thepatientand
familyanyunanticipatedoutcomesof care,treatment,andservices.

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

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

theirskills,knowledge,andcompetencein compassionatecommunication.

Hospitalscanadoptanumberof strategiesto supportandimprovepatientactivation,
includingpromotingculturechange,adoptingtransitionalcaremodels,andleveraging
healthinformationtechnologycapabilities.33

A numberof JointCommissionstandardsaddresspatientrightsandprovidean
excellentstartingpoint for hospitalsseekingto improvepatientactivation.These
standardsrequirethathospitalsdo 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

life (StandardRI.01.05.01)
�» Inform thepatientabouttheirresponsibilitiesrelatedto theircare,treatment,and

services(StandardRI.02.01.01)
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