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Synergy:  GS1 and ISQua

• ISQua 

The International Society for Quality in Health Care
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• Standards-Based Accreditation

• Current Environment

• Patient Safety and Quality

• Synergies



The International Society for Quality in Health Care

�ISQua is an independent, non-aligned, 
not-for-profit, global organisation with 
Individual and Institutional members 
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Individual and Institutional members 
located in over 70 countries



The International Society for Quality in Health Care

�ISQua’s Mission

Driving continual improvement in the quality 
and safety of healthcare worldwide through 
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and safety of healthcare worldwide through 
education, research, collaboration and the 
dissemination of evidence-based 
knowledge.



ISQua Programs:

- Accreditation

- Indicators
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- Indicators

- Publications

- Conferences

- Education



“Designing for Quality” 

•Designing Quality into Healthcare Organisations

•Designing Health Information Management and Systems 
for Quality 

•Designing the Estates for Quality 
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•Designing the Estates for Quality 

•Designing External Evaluation Systems

•Designing Education & Research Programmes

WWW. ISQUA.ORG 



Accreditation Federation Council

�ISQua’s International Accreditation 
Program (ALPHA) reports to the Executive 
Board and is directed by a Council of 
representatives of national accreditation 
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representatives of national accreditation 
organisations from across the world, 
together with input from representatives 
from the World Bank, WHO and the 
International Hospital Federation



Accreditation of HCO’s :

�Intent is to continuously improve the safety and 
quality of care provided to the public through 
accreditation

- Survey against standards developed by   
the health care professionals
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the health care professionals

- Education

- Consultation

- Research

- Performance measurement



ACCREDITATION

IS A PROCESS 
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IS A PROCESS 

NOT AN EVENT



GS-1: Supply Chain

Accreditation: Tracer 
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Accreditation: Tracer 

Methodology



Current Healthcare Environment
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Manpower:  The Perfect Storm
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From the literature:

�Harvard Medical Practice Study (early 
1990s)

•3.7% rate of adverse events

•4.3% of adverse events resulted in 
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•4.3% of adverse events resulted in 
death or total permanent disability

•Almost 20% of disabling events were 
ADEs



Medical Error Reduction is 
Fundamentally an Information 
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Fundamentally an Information 
Problem



Total of Sentinel Events
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Current Sentinel Event Statistics*:

Wrong-Site surgery 784

Suicide 715
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Operative/post-operative complication 659

Medication error 503

Delay in treatment 472

*of 6,036 patients, 68% resulted in death



Settings of the Sentinel Events
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Cause of Sentinel Event
and Corrective Action:

“The nurse gave the medication…
we fired the nurse…
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we fired the nurse…
therefore, there is no longer a
problem”



Factors Associated with Adverse
Outcomes and Sentinel Events

I.  Flawed Processes
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II. Flawed Healthcare Providers

III.  Acts of God



Root Causes of Sentinel Events

Staffing levels

Availability of info

Patient assessment

Orientation/training

Communication

(All categories; 1995-2002)
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Organization culture

Alarm systems

Procedural compliance

Competency/credentialing

Continuum of care

Physical environment

Staffing levels

Percent of events



International Patient Safety Goals:

�Goal 1   Identify Patients Correctly
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�Goal 2   Improve Effective Communication

�Goal 3   Improve the Safety of High-Alert           
Medications



�Goal 4   Ensure Correct-Site, Correct-
Procedure, Correct-Patient Surgery

�Goal 5   Reduce the Risk of Health Care-
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�Goal 5   Reduce the Risk of Health Care-
Associated Infections

�Goal 6   Reduce the Risk of Patient Harm 
Resulting from Falls            



© 2007 Harvard Medical International © 

Partne 31



Medication Management and Use

MMU.4 Prescribing, ordering and transcribing 

are guided by policies and procedures

International patient 
safety goals

Care of PatientsFacilities Management and Safety



Types of actions:

• Punitive

• Retraining / counseling

• Process redesign

Easy

Degree of 
difficulty

Low

Long term 
effectiveness

l

"Paper vs. practice"

• Technical system enhancement

• Culture change

Difficult High
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Standards-based Accreditation in 
Healthcare Drives Improvement
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Healthcare Drives Improvement



Synergy:  GS1 and ISQua
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