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Quality Improvement and Patient Safety

A3 Thinking

Related terms: Lean, Continuous Improvement, Process Mapping

Explanation: A structured problem-solving approach that uses a three-step cycle — Assess, Analyze, Act — to
identify root causes and implement sustainable changes. It emphasizes data collection and stakeholder
involvement to ensure solutions address the real issue. Example: A hospital uses A3 Thinking to reduce
medication administration errors by first assessing error rates, analyzing workflow bottlenecks, and then
acting to redesign the medication cart layout. Challenges: Requires time for thorough data gathering, and
staff may resist the disciplined documentation required for each step.

Adverse Event

Related terms: Incident, Near Miss, Sentinel Event

Explanation: An unintended injury or complication caused by healthcare management rather than the
underlying disease, which results in harm to the patient. These events are reportable and often trigger
root-cause analysis. Example: A patient receives a double dose of a drug due to a transcription error,
leading to renal failure. Challenges: Under-reporting due to fear of blame, and difficulty distinguishing
adverse events from disease progression.

Balancing Measure

Related terms: Outcome Measure, Process Measure, Run Chart

Explanation: A metric used in improvement projects to ensure that changes aimed at improving one aspect
of care do not adversely affect another. It provides a view of the system’s equilibrium. Example: While
reducing average length of stay, a balancing measure might track readmission rates to ensure patients are
not discharged prematurely. Challenges: Identifying appropriate balancing measures and collecting reliable
data in real time.

Benchmarking

Related terms: Best Practice, Comparative Analysis, Performance Indicator

Explanation: The practice of comparing an organization’s processes and performance metrics to industry
standards or leading institutions to identify gaps and opportunities for improvement. Example: A district
health board compares its infection control rates with those of a nationally recognized teaching hospital.
Challenges: Differences in case mix and resource availability can make direct comparisons misleading.

Cause-Effect Diagram
Related terms: Fishbone Diagram, Ishikawa Diagram, Root Cause Analysis
Explanation: A visual tool that maps out potential causes of a problem, grouped into categories such as
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people, process, equipment, and environment, to facilitate systematic investigation. Example: A nursing
team creates a fishbone diagram to explore why pressure ulcers are occurring more frequently on a
particular ward. Challenges: Over-inclusion of irrelevant causes can dilute focus; requires skilled facilitation.

Clinical Governance

Related terms: Quality Assurance, Risk Management, Accountability

Explanation: A framework through which healthcare organizations are accountable for continuously
improving service quality and safeguarding high standards of care. It integrates clinical audit, education, risk
management, and patient involvement. Example: An NHS trust establishes a clinical governance committee
that reviews audit results, incident reports, and patient feedback quarterly. Challenges: Aligning diverse
professional cultures and ensuring consistent leadership commitment.

Continuous Quality Improvement (CQl)

Related terms: Plan-Do-Study-Act (PDSA), Lean, Six Sigma

Explanation: An ongoing, systematic approach to enhancing processes, services, and outcomes by using
data-driven cycles of planning, implementing, studying results, and acting on findings. CQl emphasizes
incremental change rather than one-off projects. Example: A primary care practice uses CQI to steadily
increase vaccination uptake by testing reminder calls, then electronic alerts, and finally patient-led
scheduling. Challenges: Maintaining momentum over time and avoiding “initiative fatigue” among staff.

Culture of Safety

Related terms: Just Culture, Psychological Safety, Safety Climate

Explanation: An organizational environment where staff feel empowered to speak up about concerns, errors
are openly discussed, and learning from mistakes is prioritized over blame. It underpins effective patient
safety strategies. Example: A surgical unit implements regular “safety huddles” where any team member can
raise a concern about upcoming procedures. Challenges: Changing long-standing hierarchical norms and
sustaining openness after leadership changes.

Deming Cycle

Related terms: Plan-Do-Study-Act (PDSA), Continuous Improvement, System Thinking

Explanation: Another name for the PDSA cycle, originally described by W. Edwards Deming, emphasizing
iterative testing of changes and learning from the outcomes to refine processes. Example: A pharmacy uses
the Deming Cycle to test a new barcode scanning protocol, evaluates error rates, and adjusts the workflow
accordingly. Challenges: Limited time for thorough study phases and pressure to move quickly to the next
cycle.

Failure Mode and Effects Analysis (FMEA)

Related terms: Risk Assessment, Prospective Hazard Analysis, Process Mapping

Explanation: A proactive, systematic method for identifying where and how a process might fail, assessing
the impact of each failure, and prioritizing actions to mitigate risk. It uses a scoring system for severity,
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occurrence, and detection. Example: Before implementing a new electronic prescribing system, a hospital
conducts an FMEA to identify potential points where data entry errors could lead to medication mishaps.
Challenges: Requires multidisciplinary expertise and can be time-intensive; scoring can be subjective.

Fishbone Diagram

Related terms: Cause-Effect Diagram, Ishikawa Diagram, Root Cause Analysis

Explanation: A visual tool that categorizes potential causes of a problem into major branches (e.G., Methods,
Machines, People, Materials) resembling a fish's skeleton, aiding teams in systematic brainstorming.
Example: A quality team uses a fishbone diagram to explore causes of delayed discharge, identifying issues
in documentation, transport, and patient education. Challenges: May generate an overwhelming list of
causes; needs follow-up analysis to prioritize.

Human Factors Engineering

Related terms: Ergonomics, System Design, Safety Design

Explanation: The study of how people interact with equipment, environments, and processes, with the aim
of designing systems that support safe and efficient performance, reducing the likelihood of error. Example:
Redesigning medication infusion pumps to have intuitive interfaces that minimize programming errors.
Challenges: Balancing technical feasibility with user preferences and cost constraints.

Improvement Science

Related terms: Implementation Science, Evidence-Based Practice, Knowledge Translation

Explanation: An interdisciplinary field that studies how to generate, test, and spread effective changes in
healthcare delivery, drawing on theory, measurement, and evaluation methods. Example: Researchers apply
improvement science to test different strategies for increasing hand-hygiene compliance across multiple
hospitals. Challenges: Translating findings from controlled settings to real-world complexity.

Incidence Reporting

Related terms: Incident Management, Safety Reporting System, Near Miss

Explanation: The systematic collection and analysis of data on events that could or did result in patient
harm, used to identify trends, trigger investigations, and drive preventive actions. Example: A national
reporting database aggregates data on surgical site infections to inform policy. Challenges: Under-reporting
due to fear of repercussions and inconsistent data quality across sites.

Just Culture

Related terms: Accountability, Blame-Free Environment, Safety Culture

Explanation: A balanced approach that holds individuals accountable for reckless behavior while recognizing
that most errors result from systemic flaws, encouraging learning rather than punishment. Example: After a
medication error, a pharmacy reviews whether the error stemmed from a protocol gap or intentional
disregard of guidelines. Challenges: Defining the line between acceptable human error and negligent
conduct.
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Lean

Related terms: Waste Reduction, Value Stream Mapping, Kaizen

Explanation: A philosophy and set of tools derived from manufacturing that focuses on eliminating
non-value-adding activities (waste) to improve flow, efficiency, and patient experience. Example: A clinic
maps the patient journey from appointment booking to discharge, identifying redundant paperwork steps
to eliminate. Challenges: Over-emphasis on speed may overlook the need for thorough clinical assessment;
staff may feel pressured to cut corners.

Learning Health System

Related terms: Data-Driven Improvement, Continuous Learning, Real-World Evidence

Explanation: An integrated system where data generated during routine care are systematically analyzed
and fed back into practice to inform ongoing improvements, creating a virtuous cycle of learning. Example:
Electronic health record analytics automatically flag rising rates of post-operative pneumonia, prompting a
rapid quality review. Challenges: Data interoperability, privacy concerns, and ensuring timely feedback
loops.

Medical Error

Related terms: Adverse Event, Near Miss, System Failure

Explanation: A preventable adverse effect of care, whether or not it leads to injury, that arises from a failure
in the planning or execution of a healthcare service. Example: A radiologist mislabels an imaging study,
leading to an incorrect diagnosis. Challenges: Differentiating error from disease progression, and cultivating
a non-punitive reporting environment.

Near Miss

Related terms: Close Call, Sentinel Event, Incident Reporting

Explanation: An event that could have resulted in patient harm but did not, either by chance or timely
intervention. Near misses are valuable signals for system vulnerabilities. Example: A nurse catches a
wrong-dose medication before administration, preventing potential overdose. Challenges: Near misses are
often under-reported because they lack obvious consequences.

Plan-Do-Study-Act (PDSA) Cycle

Related terms: Deming Cycle, Continuous Improvement, Small-Scale Testing

Explanation: A four-step iterative method for testing changes: Plan a modification, implement it (do),
observe results (study), and refine or adopt the change (act). It encourages rapid learning. Example: A ward
tests a new bedside hand-off checklist for one shift, studies compliance and errors, then decides to roll it
out hospital-wide. Challenges: Limited time for thorough study phase can lead to premature conclusions.

Process Mapping
Related terms: Flowchart, Value Stream Mapping, Workflow Analysis
Explanation: Visual representation of the sequence of activities involved in delivering a service, highlighting
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inputs, outputs, decision points, and potential bottlenecks. Example: Mapping the discharge process reveals
duplicate data entry steps that delay patient release. Challenges: Capturing all variations in real practice and
ensuring maps stay up to date.

Quality Indicator

Related terms: Metric, Benchmark, Performance Measure

Explanation: A specific, measurable element of care that reflects the quality of a service, often linked to
evidence-based standards. Indicators can be structural, process, or outcome-based. Example: The
proportion of patients receiving appropriate prophylactic antibiotics within one hour of surgical incision.
Challenges: Selecting indicators that are meaningful, feasible to measure, and aligned with strategic goals.

Root Cause Analysis (RCA)

Related terms: Cause-Effect Diagram, Incident Investigation, Systems Approach

Explanation: A systematic method for investigating an adverse event to identify underlying system failures
rather than focusing solely on individual actions. Techniques include the “5 Whys" and fishbone diagrams.
Example: After a patient falls, an RCA uncovers that inadequate lighting and a poorly designed bedside
alarm contributed to the event. Challenges: Time constraints, potential bias toward blaming individuals, and
ensuring that identified causes lead to actionable changes.

Safety Culture Survey

Related terms: Safety Climate, Organizational Assessment, Staff Perception

Explanation: A structured questionnaire that gauges staff attitudes, beliefs, and perceptions about safety
within the organization, providing baseline data for improvement. Example: An NHS trust administers the
Safety Attitudes Questionnaire annually to monitor changes in staff confidence about reporting incidents.
Challenges: Survey fatigue, low response rates, and translating survey findings into concrete actions.

Six Sigma

Related terms: DMAIC, Process Improvement, Defect Reduction

Explanation: A data-driven methodology that seeks to reduce variation and eliminate defects by following
the Define, Measure, Analyze, Improve, Control (DMAIC) framework, aiming for no more than 3.4 Defects
per million opportunities. Example: A pathology lab uses Six Sigma to reduce sample mislabeling errors
from 2% to 0.1%. Challenges: Requires statistical expertise and may be perceived as overly complex for
clinical settings.

Standard Operating Procedure (SOP)

Related terms: Protocol, Guideline, Work Instruction

Explanation: A documented set of step-by-step instructions that describe how to perform a routine activity
consistently, ensuring compliance with best practices and regulatory requirements. Example: An SOP
outlines the exact steps for preparing and administering chemotherapy, including safety checks. Challenges:
Keeping SOPs current with evolving evidence and ensuring staff adherence.
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Systemic Risk

Related terms: Latent Error, Organizational Vulnerability, Safety Threat

Explanation: Risks that arise from the design, structure, or management of the healthcare system itself,
rather than from individual actions. These risks often remain hidden until an adverse event occurs. Example:
A hospital's outdated IT infrastructure creates delays in accessing patient records, increasing the risk of
medication errors. Challenges: Detecting latent conditions before they manifest as incidents.

Targeted Quality Improvement

Related terms: Focused Project, Strategic Initiative, Outcome Goal

Explanation: An improvement effort that concentrates on a specific, high-impact area identified through
data analysis, aiming for measurable change within a defined time frame. Example: A trust launches a
targeted QI project to reduce central line-associated bloodstream infections in intensive care units.
Challenges: Avoiding scope creep and ensuring that resources are allocated appropriately.

TeamSTEPPS

Related terms: Crew Resource Management, Communication Training, Interprofessional Collaboration
Explanation: An evidence-based framework that equips healthcare teams with tools for effective
communication, leadership, situation monitoring, and mutual support to enhance patient safety. Example: A
surgical team completes a TeamSTEPPS refresher, practicing briefings and debriefings before each
operation. Challenges: Integrating training into busy schedules and measuring long-term behavioral
change.

Therapeutic Misadventure

Related terms: Adverse Drug Event, Clinical Error, Treatment Complication

Explanation: Harm caused by a medical intervention that is correctly indicated and performed, but results in
unintended negative outcomes due to patient variability or unpredictable reactions. Example: A patient
develops severe allergic reaction despite appropriate dosing of a standard antibiotic. Challenges:
Distinguishing misadventure from negligence and communicating risk to patients.

Value Stream Mapping

Related terms: Lean, Process Flow, Waste Identification

Explanation: A visual tool that captures the flow of materials and information required to deliver a service,
highlighting value-adding and non-value-adding steps to guide waste elimination. Example: Mapping the
oncology clinic’'s appointment pathway reveals unnecessary repeat lab tests, which are then streamlined.
Challenges: Requires cross-functional participation and may oversimplify complex clinical decision points.

Variation (Statistical Process Control)

Related terms: Common Cause Variation, Special Cause Variation, Control Chart

Explanation: The natural fluctuation inherent in any process; distinguishing between random (common)
variation and assignable (special) variation is essential for effective quality improvement. Example:
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Monitoring surgical site infection rates using a control chart helps identify a sudden spike that warrants
investigation. Challenges: Misinterpretation of data can lead to unnecessary changes or missed
opportunities for improvement.

Zero-Harm Goal

Related terms: Safety Target, Aspirational Objective, Continuous Improvement

Explanation: An ambitious, long-term aim to eliminate preventable harm to patients, recognizing that
absolute zero may be unattainable but serving as a driver for relentless safety efforts. Example: A health
system adopts a zero-harm policy for medication errors, implementing multiple layers of verification.
Challenges: Maintaining morale when zero is not yet achieved and avoiding complacency if progress stalls.
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