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 What is Patient Safety And healthcare Quality?

 How to develop Culture Of Safety And Non 
Punitive Response To Error? 

 Why Measure Safety Culture?

 Healthcare Quality and Patient Safety Challenges 
in Pakistan and possible solutions

 Patient Safety Tips For Hospitals.



Institute of Medicine- 1999, Reported that: 

 44,000 to 98,000 people die in hospitals each 
year as a result of preventable medical mistakes

 Mistakes cost hospitals $17 billion to $29 billion 
yearly

 Individual errors are not the main problem

 Faulty systems, processes, and other conditions 
lead to preventable errors



• In 2008, harms to patients from medical errors cost $17.1         billion

• Errors can result in medical malpractice lawsuits

• 42% of doctors are sued at some point

• Hospital malpractice suits alone was over $8.6 
billion in 2011

•Patient sufferings from medical errors: Not measurable

•Affected 1 in 3 hospital patients in one study



• Humans are not perfect and are bound to make 
errors

• Highlights problems in the U.S. health care system 
that systematically contributes to medical errors 
and poor quality

• Recommends reform that would change how health 
care works and how technology innovations can 
help improve quality/safety



• National study of physician performance for 30 medical 
conditions plus preventive care:
• Physicians provided only 55% of recommended care. 

(McGlynn et al. NEJM 2003; 348:2635)

• 66% of people with hypertension are inadequately treated.  
(JNC 7, JAMA 2003;289: 2560)

• 63% of people with diabetes have HbA1c levels greater than 
7.0%. 

(Saydah, et al. JAMA 2004;291:335)



• 62% of people with elevated LDL cholesterol have not 
reached lipid goals.

(Afonso, Am J Man Care 2006;12:589)

• 50-70% of healthcare-associated infections are preventable.
(Umscheid et al. Infect Control Hosp Epidemiol. 2011 

Feb; 32(2):101-14.)

• 24.7% of Medicare patients admitted to the hospital for 
heart failure are readmitted within 30 days. (CMS, 2009)



• Assume things will go wrong

• Develop lenses to see systems

• Work to mitigate technical and teamwork hazards

• Standardize work

• Create independent checks

• Learn from mistakes

• Make wise decisions by getting input from others

• Keep the patient the north star



Primum Non Nocere
First, do no harm



 Patient safety is a discipline that 
emphasizes:
▪ safety in health care through the prevention, 

reduction, reporting, and analysis of medical error 
that often leads to adverse effects



 Appropriate use of prophylaxis to prevent 
venous thromboembolism in patients at risk.

 Use of preoperative beta-blockers in 
appropriate patients to prevent preoperative 
morbidity and mortality .

 Use of maximum sterile barriers while 
placing central intravenous catheters to 
prevent infections .



 Appropriate use of antibiotic prophylaxis in surgical 
patients to prevent postoperative infections .

 Asking that patients recall and restate what they 
have been told during the informed-consent 
process to verify their understanding .

 Continuous aspiration of subglottic secretions to 
prevent ventilator-associated pneumonia .



 Use of pressure-relieving bedding materials to 
prevent pressure ulcers

 Use of real-time ultrasound guidance during central 
line insertion to prevent complications .

 Patient self-management for warfarin (Coumadin®) 
to achieve appropriate outpatient anticoagulation 
and prevent complications .



 Appropriate provision of nutrition, with a particular 
emphasis on early Enteral nutrition in critically ill and 
surgical patients, to prevent complications .

 Use of antibiotic-impregnated central venous 
catheters to prevent catheter-related infections .



Culture of Safety & Non 
Punitive Response To Error



 In culture of safety error can be openly reported and 
discussed in a fair, just and non punitive 
environment.

 The focus shifts from blaming an individual to finding 
reasons for errors within a complex system of 
interconnected factors and condition. 

 The organization can learn from past error to 
prevent future error.



We can not change what we do not measure! 

“The problem is not bad people; the problem is 
that the system needs to be made safer . . .”

“The biggest challenge to moving toward a safer 
health system is changing the culture from one of 
blaming individuals for errors to one in which errors 
are treated not as personal failures, but as 
opportunities to improve the system and prevent 
harm.”









• Quality does not happen by chance

• Quality needs to be systematically 
developed with:
• Objective planning

• Staff involvement and 

• Considering patient need







 Establishment of Dept. of Quality 
Improvement and Risk Management



• ISO Certification
• Environment Certification
• And nowadays we are all for “ JCIA”



 There are three primary approaches for 
external evaluation of healthcare quality: 

▪ Licensure, 

▪ Accreditation & 

▪ Certification.
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• Leadership commitment is the Key

• Focus on systems not on individuals

• All decisions are based on information 
derived from Reliable Data
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• Quality is what is perceived by the 
customer as quality.

• Quality management is preventive and 
proactive not reactive or a quick fix.
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 Quality empowers people; it does not 
police them

 The modern approach to quality is thoroughly 
grounded in scientific and statistical thinking 

 Total employee involvement is critical

 Sound customer-supplier relationships are absolutely 
necessary for sound quality management
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 Foster commitment to quality

 Conduct a preliminary review of QA-related 
activities

 Develop the purpose and vision for the QA effort

 Determine level and scope of initial QA activities

 Assign responsibility for QA



 Allocate resources for QA

 Develop a written QA plan

 Strengthen QA skills and critical 
management systems

 Disseminate QA activities

 Manage change



 Building a permanent QA program requires the 
early support of top- and mid-level managers.

 Over time, this commitment to QA should be 
shared by all staff and reflected in the
organization’s mission, purpose, and procedures. 

 The process of fostering and developing 
commitment is not an isolated activity; it must 
continue throughout the life of a project and at all 
levels of the organization.



 Before introducing new QA activities, it is 
important to conduct an initial review of the 
organization and to develop a general 
description of the existing system 

 This review will allow the new QA effort to 
build on existing strengths



 Building commitment to QA within an 
organization requires that top managers and 
their staff share an overall vision of quality 
improvement. 

 The purpose of a vision statement is to build 
consensus between managers and to set 
boundaries for the QA effort.



 The level and scope of initial QA activities 
depend on:

▪ The resources available, 

▪ The implementation time frame, and 

▪ The receptivity of management and program staff 
to the idea of QA. 

 An organization must also consider external 
political factors



 To ensure continuity, accountability for QA 
activities must be clear, and QA must be a 
prominent organizational emphasis

 In some organizations a single person may be 
responsible for QA, while in others it may be 
the domain of quality committees



 Local resources must be allocated to quality 
assurance in order for a QA program to become a 
permanent part of a health care organization. 

 Often, the initial QA effort may depend on outside 
technical and financial assistance. 

 Over time, the organization should support its own 
QA program with minimal dependency on external 
resources.



 A QA plan is a written document that describes;

▪ The program objectives and scope, 

▪ Defines lines of responsibility and authority, and 

▪ Puts forth implementation strategies.



 QA activities are an important part of management 
and may occasionally be reformulated into a total 
quality management system. 

 QA efforts will focus more narrowly on three critical 
management systems:
 Supervision, 
 Training, and 
 Management information  systems. 

 Special effort should be made to strengthen these 
systems as a QA program develops



 Newsletters

 Conferences

 QA Resource Centre



 Resistance is almost inevitable when trying to 
implement a QA program 

 Initially, some managers and staff fear 
criticism, loss of power, and change in itself

 To minimize resistance, a careful, phased 
approach to change is required and an open 
and trusting environment must be cultivated



 Not-for-profit organization/Govt. Hospitals do not 
get professional attention 

 Unable to differentiate between Governance and 
Management 

 Lack of formal Terms of Reference 

 Lack of Trust 

 Over possessiveness



 Lack of formal strategic plan, milestones and 
KPI for monitoring and accountability

 Lack of monitoring mechanism 

 Lack of formal Department and Position 
profiles

 Lack of expertise to design organization 
structure aligned with the mission and vision 
of the organization 



 Working conditions in developing countries can be 
overwhelming, and include:

▪ Lack of sufficient staff

▪ Absence of continuing education

▪ Poor physical facilities

▪ Long distances between health centers



 In rural settings where much of the population lives, bad 
roads and incomplete coverage by telephone systems make 
transportation and communication difficult.

 Erratic supplies of electricity and other fuels can threaten the 
‘cold chain’ for vaccines

 Combined burden of diseases such as cholera and malaria, 
the effects of chronic malnutrition

 New ‘double burden’ of chronic illnesses.





• Improved Service Quality

• Increased Client Satisfaction

• Increased Loyalty

• Increased Utilization of Services

• Increased Revenue

• Increased Cure Rate

• Improved Health (Reduced Morbidity and Mortality)



 Evidence based care (doing the right things)

 Equity (all patients need it and all are equal)

 Consistent care (every time there is a need)



 Transparency – sharing information

 Ethical practice – professionalism

 Evidence-based practice – science

 Top-down and bottom-up – balance

 From blame to improvement – culture

 Accountability – everybody’s business

 Information sharing and communication -

brings sustainability



 Empowering consumers

 Professional development

 Institutional development

 Management development

 Clinical practice development



 Quality measurement and management 
methods alone will not solve all of the problems 
in the developing world. 

 If there are insufficient funds to buy medicines, 
then the best organized system imaginable will 
not be able to deliver them to patients. But 

 QI techniques and the careful reporting of 
results can optimize resource allocation and use



 Resources without improvement may 
only be buying more of the same –
resulting in failed processes. 

 Resources plus systematic quality 
improvement can break through to new 
performance levels through new 
processes of care.



 Work with latest management tools and technology

 Have the real time and periodic monitoring 
mechanism

 Create synergies where possible 

 Healthcare management  has to be more 
professional- It’s a question of life and death.  



• Active participation and the commitment of 
top management is crucial

• Not possible without total employee 
involvement 

• Quality is everyone’s responsibility



 Recognition and reward systems are the key

• Customer focus should be the goal

• Establish an environment in which Quality 
can thrive



 Prevent central line-associated blood stream 
infections.

 Re-engineer hospital discharges.

 Prevent venous thromboembolism.



 Educate patients about using blood thinners 
safely

 Measure your hospital's patient safety culture

 Insert chest tubes safely



 Build better teams and rapid response 
systems (train the trainers)

 Create an open, learning environment 

 Educate staff about safe behavioral choices 



 Staff should report all errors, hazards and 
near misses

 Learn from adverse events 

 Implement safe systems



For Everyone



If you do good,
People will accuse you of selfish 

ulterior motives.

Do Good anyway



People are illogical, 
Unreasonable, and self centered

Love them anyway



If you are successful, you will win false 
friends and true enemies

Succeed anyway



The good you do today 
will be forgotten tomorrow

Do good anyway



Honesty and frankness 
Make you vulnerable

Be honest and frank anyway



The biggest men and women
With the biggest ideas can be 

shot down by the smallest 
men and women with 
the smallest minds

Think big anyway



….People favor underdogs
But follow only top dogs.

Fight for a few underdogs anyway



What you spend years building
May be destroyed overnight

Build anyway



People really need help
But may attack you if you

Do help them

Help people anyway



Give the world the best you have
And you will get kicked in the teeth

Give the world the best you have anyway





 If you are concerned, feel like something might go 
wrong, or if you actually see an error made in a 
hospital, you should:

▪ not wait to report the incident if no one you know is around. All health 
care staff members are there to make your care as safe as possible.

▪ Discuss the issue in a respectful, yet assertive manner. No one wants 
to make a mistake, so let the caregiver know so he or she can address 
the problem quickly.



▪ If the error happens to you, talk to a hospital employee who can 
investigate and resolve the problem.   

▪ Many hospitals have an established systems for reporting errors, such 
as a suggestion box, incident reporting  . Use these systems. The 
problem will not be addressed if it is not reported


