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Patient Safety and Quality Improvement

Patient Safety and Quality Improvement Key Terms and Vocabulary

Patient safety and quality improvement are essential aspects of healthcare delivery that aim to enhance the
overall patient experience, minimize medical errors, and improve health outcomes. Understanding key
terms and vocabulary in this field is crucial for healthcare professionals to effectively implement strategies
and initiatives to ensure patient safety and quality improvement. Below are key terms and vocabulary
commonly used in the context of patient safety and quality improvement:

1. Adverse Event: An event that results in harm to a patient, such as an injury or complication, caused by
medical management rather than the underlying condition of the patient.

2. Root Cause Analysis (RCA): A structured method used to analyze serious adverse events or near misses to
identify underlying causes and develop preventive actions.

3. Medication Reconciliation: The process of comparing a patient's medication orders to all of the
medications that the patient has been taking to avoid medication errors, drug interactions, and adverse
drug events.

4. Sentinel Event: An unexpected occurrence involving death or serious physical or psychological injury, or
the risk thereof, that requires immediate investigation and response.

5. Patient-Centered Care: An approach to healthcare that respects and responds to individual patient
preferences, needs, and values, ensuring that patients are actively involved in their care.

6. Handoff Communication: The transfer of patient-specific information during transitions in care, such as
shift changes or transfers between healthcare providers, to ensure continuity and safety.

7. High-Reliability Organization (HRO): An organization that operates in a complex, high-risk environment
with systems and processes in place to prevent errors and adverse events.

8. Just Culture: A culture that focuses on system improvement rather than blame, encouraging open
reporting of errors and near misses to facilitate learning and prevent future occurrences.

9. Quality Improvement (Ql): Systematic and continuous actions that lead to measurable improvements in
healthcare services and outcomes, often using data-driven approaches.

10. Lean Six Sigma: A methodology that combines Lean principles (eliminating waste) and Six Sigma
(reducing variation) to improve quality, reduce defects, and enhance efficiency in healthcare processes.

11. Patient Safety Culture: The shared values, attitudes, beliefs, norms, and behaviors related to patient
safety within an organization, influencing how safety is prioritized and promoted.
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12. Failure Mode and Effects Analysis (FMEA): A proactive risk assessment tool used to identify potential
failures in a system, process, or product, and their potential effects on outcomes.

13. Clinical Audit: A systematic review of patient care against established criteria or standards to identify
areas for improvement and ensure compliance with best practices.

14. Incident Reporting System: A mechanism for healthcare professionals to report adverse events, near
misses, or unsafe conditions to promote transparency, learning, and quality improvement.

15. TeamSTEPPS: An evidence-based teamwork system designed to improve communication and teamwork
skills among healthcare professionals to enhance patient safety and quality of care.

16. Transparency: The practice of openly sharing information about errors, adverse events, and quality data
with patients, families, and healthcare providers to promote trust and accountability.

17. Patient Safety Indicators (PSls): Measures developed by the Agency for Healthcare Research and Quality
(AHRQ) to identify potential quality concerns and patient safety issues in healthcare settings.

18. Value-Based Care: A healthcare delivery model that focuses on achieving better outcomes for patients at
lower costs through improved quality, efficiency, and coordination of care.

19. Continuous Quality Improvement (CQI): An ongoing process of identifying opportunities for
improvement, implementing changes, and monitoring outcomes to enhance quality and safety in
healthcare.

20. Hand Hygiene Compliance: Adherence to best practices for hand hygiene, such as handwashing or using
hand sanitizer, to prevent healthcare-associated infections and promote patient safety.

21. Failure to Rescue: The inability to recognize and respond to complications in a timely manner, leading to
adverse outcomes for patients, highlighting the importance of early intervention and monitoring.

22. National Patient Safety Goals: Specific objectives established by organizations like The Joint Commission
to improve patient safety and promote high-quality care in healthcare settings.

23. Patient Safety Walkrounds: Structured leadership rounds conducted by healthcare leaders to engage
with frontline staff, identify safety concerns, and demonstrate a commitment to patient safety.

24. Alarm Fatigue: The desensitization of healthcare providers to alarms and alerts due to excessive or false
alarms, leading to delayed response times and potential patient harm.

25. Care Coordination: The deliberate organization of patient care activities between two or more healthcare
providers to facilitate seamless transitions, reduce errors, and improve patient outcomes.

26. Process Mapping: A visual representation of a healthcare process to identify inefficiencies, redundancies,
and opportunities for improvement in workflow and communication.

27. Surgical Site Infection (SSI): An infection that occurs after surgery in the part of the body where the
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surgery took place, highlighting the importance of infection prevention practices in surgical care.

28. Clinical Pathway: A multidisciplinary care plan outlining evidence-based interventions and expected
outcomes for a specific diagnosis or procedure to standardize care and improve patient outcomes.

29. Team-Based Care: A collaborative approach to healthcare delivery that involves multiple providers
working together to address the holistic needs of the patient and achieve optimal outcomes.

30. Benchmarking: Comparing performance metrics, outcomes, or practices against those of top-performing
organizations or industry standards to identify areas for improvement and drive change.

31. Safety Huddle: Brief, regular meetings among healthcare team members to discuss safety concerns,
share information, and proactively address potential risks to patient safety.

32. Patient Engagement: Involving patients in their care decisions, treatment plans, and health management
to improve outcomes, enhance satisfaction, and promote shared accountability for health.

33. Readmission Rate: The percentage of patients who are readmitted to the hospital within a specified
period after discharge, often used as a measure of care quality and care transitions.

34. Human Factors Engineering: The study of how humans interact with systems and technology in the
healthcare environment to design safe and efficient processes that consider human capabilities and
limitations.

35. Care Transitions: The movement of patients between different healthcare settings or providers, such as
from the hospital to home or from primary care to specialty care, requiring effective communication and
coordination.

36. Incident Investigation: A systematic process of gathering information, analyzing factors contributing to
an incident, and developing recommendations to prevent similar occurrences in the future.

37. Safe Medication Administration: Processes and procedures designed to prevent medication errors, such
as double-checking prescriptions, verifying patient identities, and using barcode scanning technology.

38. Patient Reported Outcomes (PROs): Data on a patient's health status, symptoms, or quality of life
reported directly by the patient, often used to assess treatment effectiveness and patient satisfaction.

39. Healthcare-Associated Infection (HAI): Infections that patients acquire during the course of receiving
healthcare, emphasizing the importance of infection control practices and surveillance in healthcare
settings.

40. Value Stream Mapping: A lean management tool used to visualize and analyze the steps in a process to
identify waste, streamline workflow, and improve value delivery to the patient.

41. Rapid Response Team (RRT): A team of healthcare providers that responds quickly to a deteriorating
patient to prevent further decline, providing critical care interventions outside the intensive care unit.
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42. Patient Safety Event: Any event or circumstance that could have resulted or did result in harm to a
patient, including errors, accidents, and system failures that compromise patient safety.

43. Interprofessional Collaboration: Working together with professionals from different healthcare
disciplines to provide comprehensive and coordinated care that addresses the physical, emotional, and
social needs of patients.

44. Healthcare Quality Measurement: The process of quantifying healthcare performance, outcomes, and
processes using standardized metrics and indicators to assess and improve the quality of care.

45, Patient Safety Officer: A designated individual responsible for overseeing patient safety initiatives,
promoting a culture of safety, and leading efforts to prevent harm and improve care quality.

46. Value-Based Purchasing: A payment model that ties financial incentives to performance on quality
measures, encouraging healthcare providers to deliver high-value care that improves outcomes and lowers
costs.

47. Clinical Decision Support System (CDSS): Computer-based tools that assist healthcare providers in
making evidence-based decisions, promoting safe practices, and reducing errors in clinical care.

48. Incident Management: The process of identifying, reporting, investigating, and analyzing incidents or
near misses to prevent recurrence, improve processes, and enhance patient safety.

49. Patient Safety Goals: Specific objectives established by healthcare organizations or regulatory bodies to
address key areas of patient safety concern and promote best practices in care delivery.

50. Workflow Redesign: Restructuring processes and procedures in healthcare settings to improve efficiency,
reduce errors, and enhance the overall quality of care delivery for patients.

Understanding these key terms and vocabulary is essential for healthcare professionals seeking to improve
patient safety and quality of care through effective strategies, interventions, and initiatives. By incorporating
these concepts into practice, organizations can create a culture of safety, foster continuous improvement,
and ultimately enhance the well-being of patients.
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