
Quality and 

Patient Safety 



Quality & Patient Safety Structure 

 Quality Medical Director - Dr. John Boyd 

 Director Quality & Patient Safety- Audrey 

Hubbard 

 Quality and Patient Safety Specialist - Amy 

Arevalo 

 Infection Prevention- Karen Yates 



Our Quality & Patient Safety Culture 

 Just and Fair 

 Creating an open, fair, and transparent 

environment 

 Creating a learning culture 

 Creating a culture of safety 

 Designing systems and processes to 

promote safe passage for our patients 

 Managing behavioral choices 

 Non punitive  

 Focusing on our Processes and not on the 

Person 

 



Quality & Patient Safety Shared 

Services/Partnerships 

 Regulatory (System Leadership) 

 Safety (System Leadership) 

 Legal/Risk (System Leadership) 

 Corporate Compliance (System Leadership) 

 Patient Experience 



Routine Activities 

 Tracers 

 Process Variation (Adverse Event) 
Reporting 

 Partner/Facilitate Performance 
Improvement 

 Facilitate Hospital Acquired Conditions 
(HAC)Teams  

 Peer Reviews and RCA's 

 Assist w/ Policy Procedure development 
and postings 

 Track Patient Experience scores 

 

 

 



Process Variation Reports 
 Adverse Event reporting, investigation, and follow-up is 

intended to be privileged and confidential and not discoverable. 

  An Adverse Event is defined as:  

 An unexpected occurrence, with or without injury that is not 

consistent with normal routine operations or patient care 

and has the potential to compromise the well-being of 

patients or visitors. 

 An event that results in patient/visitor injury or potential 

injury caused, or potentially caused, by a medical device or 

by a condition of the premises. 

 An expression of strong patient/visitor dissatisfaction, 

including threatened legal action. 

 A serious Adverse Event or Sentinel Event, i.e., an event that 

results in, or has the potential to result in, death or permanent 

loss of function 

 A Near-Miss Event is an event that could have resulted in 

injury, but did not because timely intervention prevented it from 

reaching the patient   

 



Process Variation Reports 

 Insite 

 Nursing tab 

 Hover over Forms 

 Adverse Event Reporting System 

 Event Reporting System 

 Answer Questions on Report 

 Click Submit 









Regulatory Agencies 

 Joint Commission on Accreditation of Healthcare 

(JCAHO) 

 Not for profit organization that assists 

healthcare organizations to maintain 

compliances with federal regulations.  This 

organization deems a healthcare facility able 

to serve Medicare and Medicaid patients and 

get paid for that care. 
 

 Centers for Medicare and Medicaid 

Services(CMS) 

 Develops standards that health care 

organizations must meet in order to 

begin and continue participating in 

Medicare and Medicaid programs 

 



Regulatory Agencies 

 Centers for Medicare and Medicaid 

Services(CMS) 

 Develops standards that health care 

organizations must meet in order to begin and 

continue participating in Medicare and 

Medicaid programs.  Drive standards in care 

as well as determine payment for care. 

 



Tracers 

 What it is: A tracer is an evaluation method in which 

surveyors select a patient or a process.  

 How it works: Surveyors retrace the specific care 

processes by observing and talking to staff in that 

particular area. They go everywhere the patient went or 

follow through a process step by step. 

 What they are looking for:  Surveyors will look for 

compliance trends that might point to potential system-

level issues in the organization. The tracer activity also 

provides opportunities for surveyors to educate the 

organization’s staff and leaders, as well as share best 

practices from other similar healthcare organizations. 

 

 



Quality Assurance (QA) 

 Measures monitored to assure that key services or 

processes are functioning effectively (with minimal 

variation).  

 Examples of QA initiatives include 

 Medication Usage Review 

 Operative and Other Procedure Reviews 

 Documentation and Communication Reviews  

 Blood and Blood Component Reviews.  

 Sedation Reviews 

 Critical Lab Reviews 
 

 



Quality Control (QC) Initiatives 

 Measures customarily related to equipment. 
QC measures are the responsibility of 
operational management to verify that the 
measurement is being conducted and that 
variation from acceptable parameters is 
addressed promptly.  

 Examples of QC Initiatives: 

 Maintenance of temperature controls for 

medication refrigerators 

 Logs for point of care testing  

 Code cart checks  
 

 

 



Quality Initiatives (QI) 

 Activities associated with issues identified in QA or QC activities, 

or related to application of best practice for patient care or 

service.  

 Examples of QI initiatives: 

 Prevention of Hospital Acquired Conditions/Infections 

 Ventilator Acquired Pneumonia (VAP) 

 Catheter Associated UTI (CAUTI) 

 Central Line Associated Blood Stream Infections (CLABSI) 

 Surgical Site Infections (SSI) 

 Falls 

 Pressure Ulcers 

 Adverse Drug Events 

 Hand Hygiene Surveillance 
 

 



HAC (Hospital Acquired 

Conditions) Teams 

 Adverse Drug Event (ADE) 

 Catheter Acquired Urinary Tract Infection 

(CAUTI) 

 Central Line Acquired Blood Stream 

Infection (CLABSI) 

 Falls 

 Pressure Ulcer Prevention (PUPs) 

 Ventilator Acquired Pneumonia (VAP) 

 



What is Your Role in Quality? 

 Front line eyes and ears  
 

 Open communication with leadership in 
identifying risk and areas for improvement 

 

 Complete Process Variation Report 

 Near Misses 

 Caused Harm 

 No Harm 
 

 Participation in staff engagement survey 
 

 Accountability 

 Document thoroughly, factually and timely 

 

 



What is Your Role in Quality ? (cont) 

 Provide the highest level of customer 
service 

 

 Compliance with policies and 
procedures 

 

 Know your Department 
 How do you measure up on Quality 

Indicators? 

 Huddle Boards- What is your 
department doing to improve quality 
and patient safety? 

 



Quality is not an act, it is a habit. 

 

    Aristotle 
 

 


