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Quality of health care has obviously always been a
concern of health care professionals. However, while
in the past this was mostly viewed as the discretionary
responsibility of the individual doctor or nurse, over the
last decades a more integrated view on health care quality
has been developed and implemented in most health care
institutions. Modern medicine has rapidly evolved into
a highly complex system in which various professionals
take part and have to collaborate to achieve an optimal
outcome.1 Hence, just being a very good doctor or nurse is
not good enough anymore and attention should be given
to the entire process of health care delivery surrounding
the patient.2 In the discussion on quality of health care,
patient safety has received special attention. To put it
simply, patient safety means that a patient in the process
of his or her treatment and care will not be damaged
by the treatment itself or the circumstances adjoining
this treatment or associated care. Moreover, to prevent
this damage, specific measures should be installed to
guarantee that patients are not exposed to potentially
harmful situations.
Integrated safety systems in health care settings are
generally based on three pillars: (1) (standardised)
organisation of health care processes; (2) education and
training of health care workers; and (3) reporting and
analysis of (near) mistakes, incidents, or complications.
Organisation of health care processes encompasses an
institution-wide implementation of a standardised set of
rules and agreements according to which health care is
delivered. Obviously, many procedures in our hospitals
have implicitly been established but a critical appraisal of
processes in health care shows a clear lack of standardised
delivery of care in many places. Do you know precisely
how your colleague handles a patient with abdominal
complaints in his outpatient clinic or exactly how your
resident manages a patient with sudden dyspnoea at
night? Are you sure that you all check for potential

allergies in each patient before prescribing antibiotics
and are you certain that, without exception, all bedridden
patients receive adequate thrombosis prophylaxis in
your ward? For surgical and other invasive procedures
check lists have been developed and evaluated and strict
implementation has been shown to reduce harmful
complications and even mortality to a significant extent.3
Another focus area in improving health care outcome is
the critically ill patient. Early recognition and aggressive
treatment of patients with compromised vital functions
has proven to be crucial for better outcome of care. 4 For
patients in general wards, often with less sophisticated
continuous monitoring of vital functions, Early Warning
Scores have been developed, which can trigger attention
to patients at risk and guide physicians and nurses in the
management of these patients, for example by deciding
to transfer them to a facility with closer monitoring and
more intensive care.5-7 In this issue of the Netherlands
Journal of Medicine, Van Rooijen et al. report on the
optimal threshold of such an Early Warning Score in
a general medical and surgical department of a large
teaching hospital.8 On the basis of more than 70,000
scores, they were able to define which scoring threshold
had the optimal sensitivity and specificity for the Early
Warning Score for necessary interventions. It is clear that
systems such as checklists and Early Warning Scores
could be helpful tools in avoiding harmful complications
to patients in our hospitals.
Education and training of doctors, residents, nurses
and other health care workers is another issue that may
contribute to quality of care and patient safety. Continuous
attention to proper education and rigid documentation
of who is competent (or not) to perform procedures, to
work with certain equipment, to prescribe and administer
potentially dangerous drugs, and to deliver specific care is
required to guarantee that hospital workers are up-to-date
with the problem they are faced with and tools they have
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to work with. Too often knowledge and skills are taken for
granted, whereas it is clear that many gaps may exist in
actual competency.9
Lastly, and importantly, reporting of incidents and
analysis of their causes is of paramount importance.
Often, meticulous examination of a complication or
incident is very helpful to avoid similar situations in
the future.10,11 A prerequisite of adequate reporting and
analysing unwanted situations is the willingness of
staff to report (near) incidents and mistakes and an
environment in which blameless discussion of errors has
been created.12
The setting in which complications are registered may
also be of importance. At present, most institutions focus
on incidents occurring during hospitalisation; however,
many complications may occur after discharge or in
the outpatient setting. In this issue of the Netherlands
Journal of Medicine, Magdelijns et al. report on their
investigation whether the emergency department may
be the right place to get a better inventory of these
incidents.13 They demonstrate that a considerable number
of complications were indeed detected by this registration.
Of note, most complications were related to medication (in
particular anticoagulants), which is similar to previous
studies,14 but also complications related to chemotherapy
or interventions were markedly prevalent. Remarkably, the
authors estimated that up to 28% of complications were
potentially preventable.
Taken together, our patients and we as health care workers
have much to gain from improved quality and safety
measures in our institutions and integrated institutionwide systems related to quality and safety seem to be of
great importance to achieve our goal of better health care
outcomes.

1.

Levi M. Hospital volume determines favourable outcome: probably also
in internal medicine. Neth J Med. 2012;70:157-8.

2.

van Zuilen AD, Blankestijn PJ, van Buren M, et al. Hospital specific factors
affect quality of blood pressure treatment in chronic kidney disease. Neth
J Med. 2011;69:229-36.

3.

de Vries EN, Prins HA, Crolla RM, et al. Effect of a comprehensive surgical
safety system on patient outcomes. N Engl J Med. 2010;363:1928-37.

4.

Schultz MJ. Early recognition of critically ill patients. Neth J Med.
2009;67:266-7.

5.

Reini K, Fredrikson M, Oscarsson A. The prognostic value of the Modified
Early Warning Score in critically ill patients: a prospective, observational
study. Eur J Anaesthesiol. 2012; 29:152-7.

6.

McGaughey J, Alderdice F, Fowler R, Kapila A, Mayhew A, Moutray
M. Outreach and Early Warning Systems (EWS) for the prevention of
intensive care admission and death of critically ill adult patients on
general hospital wards. Cochrane Database Syst Rev 2007; CD005529.

7.

Ludikhuize J, Smorenburg SM, de Rooij SE, de Jonge E. Identification of
deteriorating patients on general wards; measurement of vital parameters
and potential effectiveness of the Modified Early Warning Score. J Crit
Care. 2012;27:424.e7-13.

8.

van Rooijen CR, de Ruijter W, van Dam B. Evaluation of the threshold value
for Early Warning Score on general wards. Neth J Med. 2013;71:39-44.

9.

Tromp M, Tjan DH, van Zanten AR, et al. The effects of implementation
of the Surviving Sepsis Campaign in the Netherlands. Neth J Med.
2011;69:292-8.

10. Wollersheim H. Clinical incidents and risk prevention. Neth J Med.
2007;65:49-54.
11. Frijstein G, Hortensius J, Zaaijer HL. Needlestick injuries and infectious
patients in a major academic medical centre from 2003 to 2010. Neth J
Med. 2011;69:465-8.
12. Linthorst GE, Kallimanis-King BL, Douwes D, I, Hoekstra JB, de Haes JC.
What contributes to internists’ willingness to disclose medical errors?
Neth J Med. 2012;70:242-8.
13. Magdelijns F, Gulikers D, Pijpers E, Koopmans RP, Stassen PM.
Registering complications at admission via the emergency department:
an opportunity for improvement. Neth J Med. 2013;71:xx-xx.
14. Budnitz DS, Lovegrove MC, Shehab N, Richards CL. Emergency hospitalizations for adverse drug events in older Americans. N Engl J Med.
2011;365:2002-12.

© Van Zuiden Communications B.V. All rights reserved.
j a n ua r y 2 013, vo l . 7 1, n o 1

3

