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Objectives

1 Distinguish the relationship between quality
and patient safety

1 Describe the steps in implementing a patient
safety program

1 Apply patient safety improvement tools in a
dialysis environment




Definition of Healthcare Quality
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Quality & Patient Safety
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(W[ 11T/ e publication of To Err Is Human was the vanguard fo im-
prove patient safety. Upon nearing the report's 10-year anni-

versary, little appears to have changed with significant barriers
encountered when attempting to track progress.”

— Simon C. Mathews and Dr. Peter J. Pronovost, December
20081

| Mathews, Simon C. and Peter T Pronovest. “Physician Autonomy and Informed Decision Making:
Finding the Balance for Patient Safsty and Cruakity,” JAMA. J008; 300(24):2913-2013.




Heart Disease

Cancer

Stroke

Obstructive Lung Disease
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leading cause of death !
Pneumonia and Influenza
Diabetes
Auto Accidents
Suicide
Kidney Disease
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Other errors/hospital

Medication Errors

Unnecessary surgeries 12,000
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