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Patient Safety Systems (PS)

Quality and Safety in Health Care
Thequalityof careandthesafetyof patientsandresidentsarecorevaluesof TheJoint
Commissionaccreditationprocess.This isacommitmentTheJointCommissionhas
madeto patients,residents,families,healthcarepractitioners,staff,andhealthcare
organizationleaders.

Theultimatepurposeof TheJointCommission’saccreditationprocessisto enhance
qualityof careandsafetyfor patientsandresidents.Eachaccreditationrequirement,the
surveyprocess,theSentinelEventPolicy,andotherJointCommissionpoliciesand
initiativesaredesignedto helporganizationsreducevariation,reducerisk,andimprove
quality.Nursingcarecentersshouldhaveanintegratedapproachto safetysothatsafe
carecanbeprovidedfor everypatientor residentin everycaresettingandservice.

Nursingcarecentersarecomplexenvironmentsthatdependon strongleadershipto
supportanintegratedpatientandresidentsafetysystemthat includesthefollowing:
�» Safetyculture
�» Validatedmethodsto improveprocessesandsystems
�» Standardizedwaysfor interdisciplinaryteamsto communicateandcollaborate
�» Safelyintegratedtechnologies
In anintegratedpatientandresidentsafetysystem,staffandleaderswork togetherto
eliminatecomplacency,promotecollectivemindfulness,treateachotherwith respect
andcompassion,andlearnfrom patientor residentsafetyevents,includingclosecalls
andothersystemfailuresthathavenot yetledto patientor residentharm.Sidebar1
definestheseandotherkeyterms.
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*In thetermpatient safety event, theword“patient” encompassessboth patientsandresidentsin
nursingcarecenters.
†Foralist of specificpatientsafetyeventsthatarealsoconsideredsentinelevents,see the“Sentinel
EventPolicy” (SE)chapterin E-dition® or theComprehensive Accreditation Manual.

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.

�» 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,isthe
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patientor residentsafetyeventsmaynot becompletelyeliminated,thegoalisalways
zeroharm(that is,reducingharmto patientsandresidents).JointCommission–
accreditedorganizationsshouldbecontinuallyfocusedon eliminatingsystemsfailures
andhumanerrorsthatmaycauseharmto patients,residents,families,andstaff.

Goals of This Chapter
This“PatientSafetySystems” (PS)chapterprovideshealthcareorganizationswith a
proactiveapproachto maintainingor redesigningapatient-andresident-centeredsystem
thataimsto improvequalityof careandpatientandresidentsafety,anapproachthat
alignswith theJointCommission’smissionandits standards.

TheJointCommissionpartnerswith accreditedorganizationsto improvetheabilityof
healthcaresystemsto protectpatientsandresidents.Thefirst obligationof healthcareis
to “dono harm.” Therefore,thischapterfocuseson thefollowingthreeguiding
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Throughoutthischapter,wewill do thefollowing:
�» Discusshownursingcarecenterscandevelopinto learningorganizations
�» Identify theroleleadershaveto establishasafetycultureandensurestaff

accountability
�» Explainhownursingcarecenterscancontinuallyevaluatethestatusandprogressof

theirpatientandresidentsafetysystems
�» Describehownursingcarecenterscanwork to preventor respondto patientor

residentsafetyeventswith proactiveriskassessments
�» Highlight thecriticalcomponentof patientactivationandengagementin apatient

andresidentsafetysystem
�» Provideaframeworkto guidenursingcarecenterleadersastheywork to improve

patientandresidentsafetyin their facilities

Becoming a Learning Organization
Theneedfor sustainableimprovementin patientandresidentsafetyandthequalityof
carehasneverbeengreater.Oneof thefundamentalstepsto achievingandsustaining
thisimprovementisto becomealearningorganization.A learning organization isone
in whichpeoplelearncontinuously,therebyenhancingtheircapabilitiesto createand
innovate.4 Learningorganizationsupholdfiveprinciples:
1. Teamlearning
2. Sharedvisionsandgoals
3. A sharedmentalmodel(thatis,similarwaysof thinking)
4. Individualcommitmentto lifelonglearning
5. Systemsthinking4

In alearningorganization,patientor residentsafetyeventsareseenasopportunitiesfor
learningandimprovement.5 Therefore,leadersin learningorganizationsadopta
transparent,nonpunitiveapproachto reportingsothat theorganizationcanreport to
learn andcancollectivelylearnfrom patientor residentsafetyevents.In orderto
becomealearningorganization,anursingcarecentermusthaveafair andjustsafety
culture,astrongreportingsystem,andacommitmentto put thatdatato workby
drivingimprovement.Eachof theserequirethesupportandencouragementof health
careorganization’sleaders.

Leaders,staff,patients,andresidentsin alearningorganizationrealizethat every patient
or residentsafetyevent(from closecallsto eventsthatdatauuTj
ET
hing



CAMNCC Update 1, July 2024 PS – 5

Patient Safety Systems	�

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

practicalpreventionor mitigationcountermeasuresavailablefor apatientsafetyevent
without first doinganeventanalysis.An eventanalysiswill identifysystems-level
vulnerabilitiesandweaknessesandthepossibleremedialor correctiveactionsthatcanbe
implemented.Whenpatientor residentsafetyeventsarecontinuouslyreported,experts
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Safety Culture
A strongsafetycultureisanessentialcomponentof asuccessfulpatientandresident
safetysystemandisacrucialstartingpoint for nursingcarecentersstrivingto become
learningorganizations.In astrongsafetyculture,thehealthcareorganizationhasan
unrelentingcommitmentto safetyandto dono harm.Amongthemostcritical
responsibilitiesof nursingcarecenterleadersisto establishandmaintainastrongsafety
culturewithin theirorganization.TheJointCommission’sstandardsaddresssafety
culturein StandardLD.03.01.01, whichrequiresleadersto createandmaintainaculture
of safetyandqualitythroughouttheorganization.

The safety culture of anursingcarecenteristheproductof individualandgroupbeliefs,
values,attitudes,perceptions,competencies,andpatternsof behaviorthatdeterminethe
organization’scommitmentto thequalityandsafetyof itspatientsandresidents.
Nursingcarecentersthathavearobustsafetyculturearecharacterizedby communi-
cationsfoundedon mutualf
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Intimidatinganddisrespectfulbehaviorsdisruptthecultureof safetyandprevent
collaboration,communication,andteamwork,whichisrequiredfor safeandhighly
reliablepatientandresidentcare.18 Disrespectisnot limitedto outburstsof angerthat
humiliateamemberof thehealthcareteam;it canmanifestin manyforms,including
thefollowing:5,13,18

�» Inappropriatewords(profane,insulting,intimidating,demeaning,humiliating,or
abusivelanguage)

�» Shamingothersfor negativeoutcomes
�» Unjustifiednegativecommentsor complaintsaboutanotherprovider’scare
�» Refusalto complywith knownandgenerallyacceptedpracticestandards,which

maypreventotherprovidersfrom deliveringqualitycare
�» Not workingcollaborativelyor cooperativelywith othermembersof theinterdisci-

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

Theseissuesarestill occurringin healthcareorganizationsnationwide.Of 1,047
respondentsto a2021surveyby theInstitutefor SafeMedicationPractices(ISMP),79%
reportedpersonallyexperiencingdisrespectfulbehaviorsduringthepreviousyear.In
addition,60%reportedwitnessingdisrespectfulbehaviors.19 Therespondentsincluded
nurses,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 thequalityandsafetyof patientsandresidents.
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continued on next page

A Fair and Just Safety Culture
A fair andjustsafetycultureisneededfor staffto trust that theycanreportpatientor
residentsafetyeventswithout beingtreatedpunitively.3,9 In orderto accomplishthis,
nursingcarecentersshouldprovideandencouragetheuseof astandardizedreporting
processfor staffto reportpatientor residentsafetyevents.This isalsobuilt into the
JointCommission’sstandardsatStandardLD.03.09.01, EP3,whichrequiresleadersto
provideandencouragetheuseof systemsfor blame-freereportingof asystemor process
failureor theresultsof proactiveriskassessments.Reportingenablesboth proactiveand
reactiveriskreduction.Proactiveriskreductionsolvesproblemsbeforepatientsor
residentsareharmed,andreactiveriskreductionattemptsto preventtherecurrenceof
problemsthathavealreadycausedpatientor residentharm.11,16

A fair andjustculturetakesinto accountthat individualsarehuman,fallible,and
capableof mistakes,andthat theywork in systemsthatareoftenflawed.In themost
basicterms,afair andjustcultureholdsindividualsaccountablefor theiractionsbut
doesnot punishindividualsfor issuesattributedto flawedsystemsor processes.15,19,20

StandardLD.04.01.05, EP4, requiresthatstaffareheldaccountablefor their
responsibilities.

It is importantto notethat for someactionsfor whichanindividualisaccountable,the
individualshouldbeheldculpableandsomedisciplinaryactionmaythenbenecessary.
(See Sidebar2 for adiscussionof toolsthatcanhelpleadersdetermineafair
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Sidebar 2. (continued)

continued on next page

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 or resident 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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Sidebar 2. (continued)
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Data Use and Reporting Systems
An effectivecultureof safetyisevidencedby arobustreportingsystemanduseof
measurementto improve.Whennursingcarecentersadoptatransparent,nonpunitive
approachto reportsof patientor residentsafetyeventsor otherconcerns,the
organizationbeginsreportingto learn—andto learncollectivelyfrom adverseevents,
closecalls,andhazardousconditions.Whilethissectionfocuseson datafrom reported
patientor residentsafetyevents,it isbut onetypeof dataamongmanythatshouldbe
collectedandusedto driveimprovement.

Whenthereiscontinuousreportingfor adverseevents,closecalls,andhazardous
conditions,thenursingcarecentercananalyzeevents,changetheprocessor systemto
improvesafety,anddisseminatethechangesor lessonslearnedto therestof the
organization.21–25

A numberof standardsrelateto thereportingof safetyinformation,including
PerformanceImprovement(PI) StandardPI.01.01.01, whichrequiresorganizationsto
collectdatato monitor theirperformance,andStandardLD.03.02.01, whichrequires
organizationsto usedataandinformationto guidedecisionsandto understandvariation
in theperformanceof processessupportingsafetyandquality.

Nursingcarecenterscanengagefrontlinestaffin internalreportingin anumberof
ways,includingthefollowing:
�» Createanonpunitiveapproachto patientor residentsafetyeventreporting
�» Educatestaffon andencouragethemto identifypatientor residentsafetyevents

thatshouldbereported
�» Providetimelyfeedbackregardingactionstakenon reportedpatientor resident

safetyevents
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Analyzingdatawith toolssuchasrun charts,statisticalprocesscontrol(SPC)charts,and
capabilitychartshelpsanorganizationdeterminewhathasoccurredin asystemand
providescluesasto whythesystemrespondedasit did.24 Table1 describesandcompares
examplesof thesetools.

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 organization needs to
identify variation within a system

�» When the organization needs a
simple and straightforward analysis of
a system

�» 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 organization needs to
identify variation within a system and
find indicators of why the variation
occurred

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

Capability Chart An analytical tool that uses
upper and lower parameters for
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A Proactive Approach to Preventing Harm
Proactiveriskreductionpreventsharmbeforeit reachesthepatientor resident.By
engagingin proactiveriskreduction,anursingcarecentercancorrectprocessproblems
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�» Standards Interpretation Group: An internalJointCommissiondepartmentthat
helpsorganizationswith theirquestionsaboutJointCommissionstandards.First,
organizationscanseeif otherorganizationshavehadsimilarquestionsby accessing
theStandardsFAQsathttps://www.jointcommission.org/standards/standard-faqs/.
If ananswercannotbefound in theFAQs,organizationscansubmitquestions
aboutstandardsto theStandardsInterpretationGroupby clickingon alink to
completeanonlinesubmissionform.

�» National Patient Safety Goals: TheJointCommissiongathersinformationabout
emergingpatientandresidentsafetyissuesfrom widelyrecognizedexpertsand
stakeholdersto createtheNationalPatientSafetyGoals® (NPSG),whichare
tailoredfor eachaccreditationprogram.Thesegoalsfocuson significantproblems
in healthcaresafetyandspecificactionsto preventthem.Foralist of thecurrent
NPSG,goto theNPSGchapterin E-ditionor theComprehensive Accreditation
Manual or http://www.jointcommission.org/standards_information/npsgs.

�» Sentinel Event Alert: TheJointCommission’speriodicalertswith timelyinfor-
mationaboutsimilar,frequentlyreportedsentinelevents,includingroot causes,
applicableJointCommissionrequirements,andsuggestedactionsto preventa
particularsentinelevent.(Forarchivesof previouslypublishedSentinel Event Alerts,
goto https://www.jointcommission.org/resources/sentinel-event/sentinel-event-
alert-newsletters/.)

�» Quick Safety: QuickSafetyisaperiodicnewsletterthatoutlinesanincident,topic,
or trendin healthcarethatcouldcompromisepatientsafety.(Formore
information,visithttps://www.jointcommission.org/resources/news-and-multime-
dia/newsletters/newsletters/quick-safety/.)

�» Joint Commission Resources: A JointCommissionaffiliatethatproducesbooksand
periodicals,holdsconferences,providesconsultingservices,anddevelopssoftware
productsfor accreditationandsurveyreadiness.(Formoreinformation,visithttp://
www.jcrinc.com.)

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

�» Speak Up™ program: TheJointCommission’scampaignto educatepatientsand
residentsabouthealthcareprocessesandpotentialsafetyissuesandencouragethem
to speakup whenevertheyhavequestionsor concernsabouttheirsafety.Formore
informationandpatienteducationresources,goto http://www.jointcommission.
org/speakup.
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�» Joint Commission web portals: ThroughTheJointCommissionwebsite(athttp://
www.jointcommission.org/toc.aspx),organizationscanaccesswebportalswith a
repositoryof resourceson thefollowingtopics:

j ZeroHarm

j EmergencyManagement

j HealthCareWorkforceSafetyandWell-Being

j InfectionPreventionandControl

j SuicidePrevention

j WorkplaceViolencePrevention
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