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Introduction 

Patient safety and quality improvement are important for 
all care providers, especially providers of anesthesia (Bierstein, 
2007). 

Knowledge of the processes and outcomes that are being 
highlighted nationally and identification of new areas for 
improvement are critical to our role as perioperative caregivers 
(Pronovost et al., 2006)  

We must determine how to integrate the quality 
improvement and data acquisition into our workflow to be 
successful because feedback is imperative to success (Sexton et 
al., 2006) 

Anesthesiology has long been acknowledged as a leader 
in patient safety and the continued national highlight on 
improvement in patient safety and quality offers leadership 
opportunities for the perioperative caregivers (Makary et al., 
2006) 



Definition of Patient Safety and Quality of Safety 

 - 2 -

Definition of Safety 
and  

Quality of Safety 

Patient safety and quality is firmly based on the concept 
that the patient is the center of care. The person or team 
performing the procedure has requirements that must be 
accommodated in the anesthetic plan. However, the patient’s 
concerns, fears, values, and expectations also must be 
addressed. Emphasizing that patient perception must be 
considered in the design of a safe, high-quality anesthetic 
experience (Cooper, 2008).  

The patient’s most fundamental needs are for high 
quality and complete safety. Meeting these expectations 
demands knowledge, skills, and continuous vigilance. Equally 
important is a system that ensures safe practitioners; provides 
the appropriate drugs, technologies, policies, and procedures to 
foster safe practice; monitors performance of the entire process 
(including both outcomes and patient satisfaction); identifies 
safety and quality problems; and implements corrections. All of 
these demand a culture of safety and quality at all levels of the 
system, a culture that supports these needs not just in word, but 
also in deeds and actions (Longnecker et al., 2008). 
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History of Patient Safety in Anesthesia 

 The roots of safety run deep in anesthesiology. Dating to 
the first survey of anesthetic deaths, there has been a regular 
and continuous self-examination within the anesthesia 
profession to understand the causes of harm and how to prevent 
them. In the modern era of healthcare, anesthesia was the 
specialty that coined the term “patient safety,” which is now in 
the lexicon of healthcare and broadly applied to all medical 
disciplines (Vandam, 1997). 

The history of safety in anesthesiology may have begun 
with the first description of an anesthetic death that of Hannah 
Greener, who died during administration of chloroform for 
amputation of her large toe in 1848 (Baker, 2005).  

The concept of “patient safety” arose in the early 1980s, 
in response to several factors. The first study of the contribution 
of human error in anesthesia was reported in 1978, and was 
followed by later studies of a larger cohort and specific issues 
of how errors occur and strategies for their prevention (Cooper 
et al., 2008). 

 The American Society of Anesthesiologists (ASA), 
under its then president, Ellison C. Pierce, Jr., MD, created a 
committee on Patient Safety and Risk Management, which 
likely was the first use of the term “patient safety” (Pierce, 
1996).  
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The Anesthesia Patient Safety Foundation (APSF) 
was formed in 1985. Its newsletter, research program, and other 
activities represented the first organized efforts in healthcare to 
address patient safety as a single topic. The ASA later 
sponsored studies of closed malpractice claims, which led to 
numerous reports about causes of the most severe adverse 
events and their trends (Cheney, 1999). 

Many efforts contributed to what appears to be a 
substantial reduction in catastrophic adverse anesthesia 
outcomes among relatively healthy patients (Gaba, 2000).  

Among these were improvements in educational 
programs, safer drugs and equipment, more intense patient 
monitoring (especially oxygen analyzers, pulse oximetry, and 
capnography), and new technologies for managing difficult 
airways (a specific contributor to numerous severe adverse 
outcomes). Standards and guidelines for anesthesia care also 
played a role in reducing adverse events (Cooper et al., 2008). 

DEFINING SAFETY AND QUALITY 

The key terms commonly used to discuss quality and 
patient safety are as follows: 

• Patient safety: Is the avoidance, prevention, and 
amelioration of adverse outcomes or injuries stemming from 
the processes of healthcare. These events include “errors,” 
“deviations,” and “accidents.” Safety emerges from the 
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interactions among the components of the system; it does 
not reside in a single person, device, or department. 
Improving safety depends on learning how safety emerges 
from the interactions of the components through analysis of 
“near misses” and adverse outcomes or injuries. Patient 
safety is a subset of healthcare quality (Cooper et al, 2008). 

• Quality of care: Is the extent to which health services for 
individuals and populations increase the likelihood of 
desired health outcomes and are consistent with current 
professional knowledge (Lohr -KNE, 1990). 

• Patient-centered care: Encompasses the qualities of 
compassion, empathy, open and complete communication, 
and responsiveness to the needs and preferences of each 
patient (Cooper et al., 2008). 

• Quality assurance: Is the formal and systematic monitoring 
and reviewing of medical care delivery and outcome; 
designing activities to improve healthcare and to overcome 
identified deficiencies in providers, facilities, or support 
systems; and the carrying out of follow up steps or 
procedures to ensure that actions have been effective and no 
new problems have been introduced (Baker et al., 2005). 

• Adverse event: Is an injury that was caused by medical 
management that results in measurable disability.  
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• Accident: Is an unplanned, unexpected, and undesired event, 
usually with an adverse consequence. 

• Error: Occurs when a planned sequence of mental or 
physical activities fails to achieve its intended outcome and 
these failures cannot be attributed to the intervention of 
some chance agency  

• Risk management: Is the clinical and administrative 
activities undertaken to identify, evaluate, and reduce the 
risk of injury to patients, staff, and visitors, and to identify, 
evaluate, and reduce the risk of loss to the organization itself 
(Cooper et al., 2008). 

Quality and safety goals must be met before, during, and 
after application of the anesthetic, including the various 
transport processes. Within this framework, constraints are 
introduced by the needs of all parties in the care process, 
including the expectations of other clinicians (e.g., surgeon or 
other operator, medical consultants), facilities (e.g., hospital or 
ambulatory care site), and the patient (or family or guardian, for 
example). Sometimes these are competing expectations, 
requiring thoughtful tradeoffs based on essential priorities. 
When balancing these tradeoffs, involvement of the patient is a 
key to positive patient satisfaction with the overall process 
(Longnecker et al., 2008).  

The concepts of quality and safety are a continuum. 
There is no uniform agreement on their differences in the larger 


