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ABSTRACT

Background and objective: Since the publication of a report by the Institute of Medicine on the mortality associated with
adverse events in the hospital, patient safety has become one of the essential objectives of the health care system. However, this
movement tends to obscure the fundamental link between safety and quality of care in the health system. The study was aimed to
demonstrate that the only focus on patient safety concept overshadow the more holistic care of the person and the population in
the health care system.
Methods: Documentary research in the Pubmed database and the Google Scholar search engine, from 1999 to 2017.
Results and conclusion: Highly targeted safety research without addressing quality at first can only be a long-term panacea
for current health policies. For cause, a one-way look at patient safety could lead to significant impacts at the population level.
In order to get out of this craze, health system decision-makers would benefit from supporting clinical governance advocating
humanistic and holistic strategies for interventions, engaging in a process of continuous improvement of the Quality of care
more profitable in the long term. In order to overcome this craze, health system decision-makers would benefit from supporting
clinical governance that advocates humanistic and holistic strategies for interventions, by engaging in a process of continuous
improvement in the quality of care that is most beneficial in the long term. This posture is similar to Caring’s well-known nursing
model.

Key Words: Humanization of care, Caring, Quality of care, Patient safety, Health care system, Process of continuous
improvement of the quality of care

1. INTRODUCTION

The strong interest in patient safety was revealed when the
Institute of Medicine published, in 1999, to Err is Human.[1]

According to this report, 44,000 to 98,000 people died each
year in American hospitals following medical errors that
could be prevented. It was no longer necessary to attract
the attention of Community professionals to study the issue
and become the primary focus of interventions in health care
organizations.[2] Since then, patient safety has become a con-
cern for both public health policies and professional health
care practices.[3] Consequently, the priorities focus on perfor-

mance and good practice through the creation of frameworks
conducive to the development of Excellence.[4] Several in-
stitutions and organizations have been created, and many
initiatives have begun, including the introduction of a culture
of safety in health care settings, as advocated by the creation
of the Canadian Institute for Patient Safety (CPSI) in 2004.
It advocates a safe environment by transparently reporting
and disclosing adverse events that occur.[5] All these initia-
tives ultimately converge towards the promotion of safety of
care. However, does this ultimate goal not overshadow the
more comprehensive care of patients and the population in
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the health care system? Especially since in the face of this
international concern for patient safety, authors such as For-
est[6] are quick to compare it to the second revolution of the
health system, after that of the years 1970; the one that has
integrated health administration into public health policies
to better meet the needs of the population. The aim of this
article is to shed light on the concept of patient safety, in its
holistic nature, and to highlight its considerations regarding
quality of care.

2. METHODOLOGY
The synthesis of knowledge was carried out in the form of
an integrative review. It is recommended to identify, analyze
and synthesize current knowledge on a specific topic.[7] In
this perspective, we have circumscribed the review to the ob-
jective of our study, the impact of the patient safety craze on
the management of patients and the population in the health
care system. The research was carried out with the expres-
sions: patient safety; Quality of care; Health care System;
Bioethical values; Humanization of care from Google and
Google Scholar and Pubmed, the main database of scientific
articles where different disciplines convergence.

The inclusion criteria were: 1) published in English and
French from 1999, the year of publication of the Institute of
Medicine’s report, to 2018; 2) whose title or keywords con-
tained at least one of the terms of the search; 3) exposed the
culture of patient safety and quality of care and describing the
link between these two concepts in the health system. The
exclusion criteria were: 1) published before 1999 (except for
Donabedian’s article, 1988, which served as a classic funda-
mental document for quality of care analysis); 2) treated the
safety of patients in specific areas such as surgery, intensive
care, emergencies. In fact, these are often focused on the
implementation of technical safety devices (environmental
arrangement standardization), or on the assessment of the
impact or efficiency of the technical equipment (medical-
surgical robots, mobile applications) or drug products on
patient safety.

The initial tracking enabled the identification of 123 articles.
From a review of the summaries, 96 articles were excluded.
27 articles were retained. Although we do not be able to
claim all the completeness of the method, it led to a sort
of datas saturation, that means to significant repetition in
information found out.

3. ORIGINS OF THE CRAZE FOR SAFETY OF
CARE

The craze for patient safety is based in part on the inno-
vation brought about by its updated culture in the hospital
environment. The advocated culture of patient safety di-

rects the rational identification of systemic factors that result
in adverse events in order to correct conditions at risk and
prevent their resurgence.[5] In this case, it has shed light
on the consequences of adverse events associated with the
provision of care;[8–10] These include increased morbidity,
prolonged hospital stays, increased mortality rates and asso-
ciated costs.[11] In addition, the fact that 37% of these events
could be avoided[12] justifies the attention given to patient
safety on the one hand, and on the other hand, that it has
become the pathway to improving care practices in the health
system. However, this legitimate focus on detecting gaps in
the health system may be too focused to sustainably improve
care practices and, in this sense, hinder the optimization of
system performance over the long term.

Moreover, while the procedures for the safety of care obey in-
ternational standards, the fact remains that the consideration
of safety of care varies according to the economy and the
culture of States.[11, 13] In fact, the current trend for patient
safety cannot be analyzed without recalling its origin, the
U.S. care system. It is recognized for offering incomplete
coverage, in a context of high performance and competition
from medical players, and this in a deregulated economic
market.[11] In this logic, it seems normal, even essential, to
vigorously defend the safety of care to “patient-clients”; the
additional cost of the error being in the balance of private
insurance.[14, 15] However, security is not and must not be the
purpose of a system, but rather one of its characteristics.[16]

In fact, because of bioethical values, the safety of care is the
minimum that a health service can offer to its patients. In
Canada, the Health Act defines the basis of the values on
which professionals must create the conditions necessary to
protect the population.

4. BACK TO THE SOURCES OF HEALTH PRO-
FESSIONAL’S BIOETHICAL VALUES

At the heart of care delivery, health professionals are driven
by bioethical values that guide their behaviors and attitudes.
These refer to all the norms and principles that underlie their
professional practice.[17] Indeed, these professionals have an
obligation to show beneficence; of non-mistrust; of fairness;
Of justice in the delivery of care and to ensure the safety of
patients as a whole.[18] These core values are, in a way, a uni-
fying anchor that guides the work of these professionals in
terms of nurses. These essential values inherently include pa-
tient safety. Thus, as soon as the patient enters the health care
system, the nurses are responsible for ensuring their safety
until they are released,[17] and to ensure that they do not
return for nosocomial illness related to the treatment. To do
this, a partnership relationship must be established between
the nurse and the patient/family, which is operationalized by
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the role of advocacy that the nurse demonstrates in an inter-
disciplinary team. Also, bioethical values inherently include
the commitment of professionals in a cycle of continuous
improvement in the quality of care they provide.

5. LINK SECURITY AND QUALITY AT THE
FOREFRONT OF IMPROVING SYSTEM PER-
FORMANCE

It must be admitted that security and quality have similar
references while not having the same ends. In 2009, WHO
developed a conceptual document for an international clas-
sification of patient safety for the adoption of common ter-
minology. Patient safety has been defined as reducing the
risk of unnecessary harm associated with health care to an
acceptable minimum. The latter is defined according to the
context and the state of knowledge.[19] Unnecessary harm
includes all prejudices that may affect the physical, spiritual,
psychological and psychosocial dimensions of the patient. In
practice, however, patient safety seems to be still confined to
a physical dimension that tends to obscure the other intrinsic
dimensions of the person.[20, 21] Yet the care of the person
naturally calls for this holistic support that goes beyond the
punctual identification of an adverse event. It fits more into
a process that links adverse event, risk management and pre-
vention. In this sense, the notion of security should be linked
to quality.[1]

The quality of care reflects the ability of a health system to
ensure that each individual has the best possible outcome in
terms of health, at least iatrogenic risk (WHO, 1992, cited
by ANAES[22]). The quality of care is not limited to the de-
tection of adverse events or medical errors, but is more in
line with a posture promoting the health of the individual
and the population in which all the actors involved have a
responsibility. As such, patient safety can be seen as one of
the many indicators of the quality of care.

For his part, Donabedian,[23] an illustrious researcher in
Health Administration, believes that the quality of care con-
cerns all aspects of the health system: from procedures to
results to governance. More specifically, it defines quality
in its technical, relational and organisational components.
While the technical components refer to the professional
knowledge of the caregiver, the relational components cor-
respond to the caregiver’s ability to establish a relationship
of trust with the patient. The latter often motivate patients
to collaborate in their treatment plan. Finally, organizational
components include all aspects of accessibility, continuity
of care, fairness and geographic, economic and Social equal-
ity.[24] The constant improvement of these components refers
to a structured and dynamic approach better known as a pro-

cess of continuous improvement of the quality of care.

By aiming at a high-level performance of the system, contin-
uous quality improvement is the optimum lever to mobilize
all the assets of the organization, while paying particular at-
tention to the development of Skills of professionals working
there.[25]

6. LIMITS OF A UNIDIRECTIONAL LOOK AND
THE NECESSITY FOR OVERALL PERSON
CARE IN THE HEALTH SYSTEM

Force is to note that a system that does not target the contin-
uous improvement of the quality of these services by aiming
only at promoting the safety of care could jeopardize its es-
sential values (equity, autonomy and efficiency) that underlie
its very existence.[13] This system will invest funds in costly
and accessible technologies to a handful of individuals to the
detriment of the majority of the population rather than solv-
ing the basic problem such as access to Care.[26] However,
the inequality linked to the accessibility of care services is a
real problem which public health policies are confronted with
to promote the health of the population.[27] Thus, a system
focused on patient safety will focus more on the reduction of
adverse events on the one hand, and on the other hand, will
focus its financial and human resources on the detection of
its vulnerabilities rather than the multiplication of behaviors
and potentially beneficial attitudes.[6] Promoting excessive
patient safety could even create a climate of suspicion in the
organization that would inhibit innovation in the system.

In addition, several authors[28–32] stipulate that a system that
is too low-cost in performance and which imposes unrealis-
tic rules and protocols on the safety of care of its actors is
placed in a risk area. This can be explained by the fact that
there will be illicit transgressions in professional practice
that will make this unbalanced system migrate to a highly
accident-prone area since the actors present will not find their
account by individual advantages. For Braithwaite, Wears[33]

and Cuvelier,[16] ultra-security could even be counterproduc-
tive if it does not take into account the complexity of the
system. Valuing the continuous improvement of the qual-
ity of care offered by professionals can thus have a more
satisfying individual impact and create a more rewarding
work environment, being more proactive in the face of pos-
sible Problematic situations. This justifies the need for an
increased commitment of everyone in a cycle of continuous
improvement in the quality of care; This cycle allows for
more upstream action against the system’s shortcomings.[25]

Thus, by remaining proactive, the quality will be considered
not only in its technical dimensions, but above all, in its
interpersonal dimensions, like the humanistic nursing care
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as advocated by the Caring model of Watson.[34] In this
case, this approach ensures full and complete accessibility
of care to all, avoiding only those who have received care, as
currently advocated from a one-way perspective on patient
safety. The health system would thus benefit from projecting
an enlarged vision by integrating all of these components
as Woolf[26] demonstrates in the representation below. The
caring already known as a nursing model then finds echo in
an organizational perspective of continuous improvement in
quality in the care system.

Figure 1. Organizational reference framework for health
care service failures[26]

Woolf highlights Caring’s prominence of caring in the health
care system, which he apprehends as a circle of four concen-
tric levels, representing, respectively, the errors related to the
caring, the quality, the medical aspects and the safety. The
caring corresponds to the first level, the most encompassing.
Its errors bring together all the technical and organizational
failures resulting from the neglect of the relational aspects,
at all the links in the system. The four levels of this circle de-
termine the results of care and the performance of the health
system. Neglect or overestimation of one or more of these
levels hinders the overall management of the patient and has
a negative impact on the quality of the system. Yet one of
the objectives of continuous quality improvement is to take
all these levels into account in a proportionate manner.

Figure 1 highlights the need to adopt a philosophy of hu-
manistic care in the health system that combines quality and
safety. In this respect, the writings of St-Germain, Blais and
Cara[35] underline the benefits of this approach. According

to these authors, considering the person in all its entirety, the
humanistic approach promotes the establishment of a rela-
tionship of trust, complicity between the caregiver and the
patient conducive to a quality nursing practice. In fact, it op-
timizes the chances of collaboration and self-determination
of the person himself in his treatment plan, guaranteeing a
better result of care by reducing the risk of adverse events.
On the other hand, the satisfaction of the completed duty will
encourage the professional to continually engage in a cycle of
continuous quality improvement.[36] With such a perspective,
the health system will ensure that its fundamental mission
is fully fulfilled by systematically advocating continuous
improvement in the quality of care.[35, 37] This will allow it
to reconnect with its essential values in order to ensure its
performance, its efficiency and its productivity. In addition,
this makes it possible to credibility the health system by dis-
playing the importance of creating a bond of trust with the
population[22] and its actors. However, establishing such a
perspective requires adequate clinical governance advocating
fundamental bioethical values, holistic management and a
strong partnership with the patient as a person and his family
interconnecting safety and quality through the promotion of
continuous improvement in the quality of care. It involves the
implementation of systemic and organizational approaches
that put the well-being of the person (as a whole) as a focus
at the end of the process of health cares and services. In
this respect, the Caring-Disability Creation Process (DCP)
Model proposed by St-Germain, Boivin and Fougeyrollas[38]

provides also a conceptual perspective to optimize the social
integration and participation of the person in the community
in a fully citizenship goal. The main focus of the person’s
integration and participation could then exceed the expecta-
tions, fullfilling physical, psychological, psychosocial and
spiritual well-being dimensions of the individual.[39] In other
words, Woolf and St-Germain and coll.,[21, 35, 38] suggest ap-
proaches that work upstream, globally and rather fostering
commitment about a continuous quality of cares improve-
ment than targeting patient safety as a main goal. And, in this
way, that is taking advantage of possibly more sustainable
benefits.

7. CONCLUSION

From all of the foregoing, it is clear that a unidirectional
approach to patient safety can have significant limitations
that comprise the overall care of patients in the health sys-
tem and prevent system from investing tangible resources to
broaden its perspective towards continuous improvement in
the quality of care; This one is more often oriented towards
the detection of the middle faults. The repercussions can
be reflected, among other things, by poor quality of care
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offered and the increase in social inequalities in health. In
addition, this approach seems to reduce security to a physical
and limited dimension in terms of sustainable health devel-
opment. However, due to the bioethical values that health
professionals must convey, the health care system should fo-
cus its initiatives more towards a cycle of continuous quality
improvement. This concept would thus broaden the scope
of action by soliciting the participation of all components of
the health system, including the risk-prevention sector.

Moreover, in the face of the demands and challenges of
globalization such as social inequalities in health, ageing
of the population, accessibility to care and the performance
of systems, the humanization of care is a necessity. Like
Foucher,[40] we believe that if the health system wants to
optimize its performance and reconnect with its fundamental
values, it must put the human in the foreground. It is not
only “a matter of moral responsibility, but it is an indispens-
able factor for success”.[40] As a result, it is essential that
the health care system is no longer limited to discourses on

patient safety or even quality. Decision-makers and health
professionals must engage in a continuous improvement of
the quality of care that promotes safe actions upstream. The
study of the performance of health systems will well tell us,
in the future, the economic and social impact of taking into
account such a process of continuous improvement of the
quality of care at the national population level and Interna-
tional. Can this unidirectional look at patient safety be a
springboard to a full awareness of the limits dictated by a
dehumanized system?
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