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Is it time to rethink the patient safety strategy

approach!?
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For over 90 years, concerns about the quality of health services
have been documented with the publication of the Hospital
Standardization Program (PPH) by the American College of Surgeons,
which set standards to ensure the quality of patient care. In 1951,
the Hospital Accreditation Commission (CCAH) was created in the
USA and one year later transferred the Accreditation program to the
Joint Commission on Accreditation of Hospitals, a private company
whose mission was to introduce and emphasize the culture of quality
to hospital medical culture. In 1970, this organization published
the Accreditation Manual for Hospitals with quality standards that
considered processes and results of health care and which has been
improved periodically.! Thereby, many publications on quality
of health care have been published. Later on, Leape et al.> and
Brennan et al.? specifically addressed the adverse events in a hospital
environment.

The iconic report entitled “To Err is Human. Building a Safer
Health System” by Kohn et al.* in 1999 estimated that over 44,000
to 88,000 patients died in the USA triggering safety patient to the
attention to many researchers trying to overcome this health care
challenge. World Health Organization (WHO) recognized patient
safety as a Global Health priority and in 2004 launched the World
Alliance for Patient Safety with the purpose to disseminate patient
safety concepts, and to improve patient safety worldwide.® In 2009,
WHO also published a classification of patient safety incidents to
expand the knowledge and to facilitate the design and the comparison
of research results on it.°

In parallel, hundreds of hospitals in five continents, mainly in
US and Europe, have been accredited for quality of their services
by different agencies and patient safety has been included as one of
dimensions of healthcare quality.” Therefore, many countries have
settled comprehensive strategies to address patient safety at a national
level. From designing and implementing processes, continuous
training, selecting indicators for monitoring quality of health and
patient safety incidents, launching patient safety committees to WHO
campaigns that approached top priorities in patient safety according
to different levels of development of countries among other actions.
For instance, in 2013, the Brazilian Ministry of Health, published
the National Patient Safety Program, which establishes the Safety
Nucleus of the patient should be implemented in all health facilities
throughout the national territory. In the same year, it was also
established that every health facility should develop a Patient Safety
Plan to promote more safety for patients, professionals and the health
care environment”.?

Significant progress has been made so far in detecting patient safety
incidents in a variety of scenarios demonstrated that the percentage
of avoidable patient safety range from 7.6 to 67% of them related
to surgery and clinical procedures.!" Medical literature indicates
human failure as the main cause of the patient safety incidents,
conditioned to deficiencies in the care system, which are evidenced
by the organization’s strategies and culture, work practices, quality
management approach, risk learning with errors. Failures associated
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with infrastructure and equipment can also be related to incidents, but
less often.'

The culture of patient safety has emerged as the main concern to
avoid incidents that could generate damages due to the assistance,
characterizing the adverse events. In recent years, a progressive
number of studies on the subject has been observed, mainly in relation
to the form of risk management, in which the notifications and the
restructuring of processes that prevent new incidents or failures are
encouraged." Errors must be considered as system failures and should
be viewed as learning opportunities for prevention and improvement
of the quality of care provided. However, despite innumerous efforts
developed in many countries, in 2016 patient safety incidents were
considered the third cause of death in the United States, which
corroborates with the theory of James Reason, which accepts the
human being as being error prone and, therefore, barriers must be
created to avoid failures through a safety culture.!*!

Therefore, the barriers already implemented worldwide in the last
decade, although induced considerable advance in patient safety has
been not sufficient to reduce, at least severe adverse events resulting in
death in the USA. Could this be explained, in part, by the fragmented
healthcare? Or due to expressive and time consuming bureaucratic
activities? Or because IT systems can not actively avoid appropriately
many adverse events as expected? Or due to fear of law suits? Or
even due unnecessary laboratory and image exams and procedures
increasing healthcare costs and limiting access to healthcare? Do
health professionals listening patients’ needs with time and patience?
Can we consider, at this moment, in routine basis that patients are the
center of health care?

Finally, there are plenty of areas to develop a better and safe care
for patients, beginning with the proposal to consider patient as the
center of care and to promote strategies to strength the relationship
among patients and healthcare professionals integrating all of them in
a transparent and humanistic system that provides healthcare.
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