
Copyright © 2026 Academic Master. | 1

Strategic Planning In Patient Safety Goals
Posted on October 17, 2019

View this essay online:
https://academic-master.com/strategic-planning-in-patient-safety-goals/

Introduction
Patient safety becomes sustainable when it is managed as a strategic operating system rather than
as a collection of annual slogans or isolated compliance projects. A strong safety plan converts broad
commitments—preventing harm, communicating clearly, controlling infection, using medicines safely,
and responding reliably to deterioration—into defined responsibilities, measurable processes, and
continuous learning. In 2026, hospitals and critical-access hospitals accredited by The Joint
Commission must also account for an important framework change: the organization introduced a
National Performance Goals chapter effective January 1, 2026, consolidating measurable accreditation
requirements and replacing the older structure that many hospitals associated with National Patient
Safety Goals for those programs (The Joint Commission, 2026). Accreditation requirements remain
only one part of strategy because local risk, CMS obligations, patient needs, workforce conditions, and
internal outcome data may reveal priorities that deserve greater attention. Strategic planning
therefore requires governance that connects board oversight with frontline knowledge, identifies high-
risk processes, provides resources for improvement, and creates a reporting culture in which near
misses and failures can be examined without automatically turning learning into blame (World Health
Organization, 2021).

Governance, Risk Assessment, and Goal Selection
Safety planning should begin with a current-state assessment rather than with a preselected list of
interventions. Leaders can examine incident reports, infection data, medication events, falls, pressure
injuries, diagnostic delays, mortality reviews, claims, patient complaints, staff surveys, and near-miss
reports to identify where harm occurs and where reporting may be unreliable. Data should be
stratified when possible because an overall improvement can conceal worse outcomes for patients
affected by language barriers, disability, race, age, or unequal access. Numbers also need context.
Direct observation, chart review, interviews, process mapping, and patient stories can reveal why a
problem exists and whether low event counts reflect genuine safety or fear of reporting. Governance
then assigns ownership, review frequency, resources, and escalation rules for each priority. A safety
committee can coordinate the work, but accountability should extend across nursing, medicine,
pharmacy, infection prevention, information technology, facilities, quality, human resources, and
executive leadership. The board should receive more than dashboards; it should also hear evidence
about workarounds, staffing constraints, and recurring hazards that conventional metrics may not
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capture.

National Performance Goals and Core Clinical Risks
The Joint Commission’s 2026 National Performance Goals provide a current accreditation framework,
but hospitals should use them as a minimum structure rather than a complete strategic agenda. Core
risks still include patient identification, medication safety, infection prevention, communication,
procedural verification, suicide risk, and reliable response to clinical deterioration, while local
priorities may include maternal harm, diagnostic delay, wrong-patient imaging, or another pattern
identified through internal data. Patient identification processes should make errors difficult during
medication administration, specimen collection, imaging, registration, and procedures, using reliable
identifiers and special controls for similar names or emergency conditions. Medication strategy should
address prescribing, reconciliation, dispensing, administration, monitoring, and discharge education,
with particular attention to high-alert medicines and transitions of care. Infection prevention requires
more than policy statements: staff need supplies, staffing, training, ventilation and environmental
support, feedback, and antimicrobial stewardship. Safety improves when goals are linked to the
conditions required for staff to perform them reliably rather than assuming that repeated education
can compensate for weak systems (The Joint Commission, 2026; World Health Organization, 2021).

Communication, Diagnostics, and Digital Systems
Communication failures can create harm even when each individual professional performs a technical
task correctly. Handoffs, critical test results, medication changes, consent, and discharge plans
require structured processes that make responsibility explicit. TeamSTEPPS tools such as briefs,
check-backs, read-backs, and standardized handoffs can help teams build a shared mental model
when they are used to support clinical judgment rather than as a box-checking exercise (Agency for
Healthcare Research and Quality, n.d.). Communication with patients is equally important. Qualified
interpreters, accessible formats, teach-back, and inclusion of caregivers with permission reduce
preventable misunderstanding. Diagnostic safety also requires closed-loop result management,
referral tracking, escalation of critical findings, and opportunities to revisit an initial diagnosis when
the patient’s condition changes. Electronic records can support these processes with alerts,
surveillance, and standardized orders, but poor design can create alert fatigue, copy-forward errors,
and usability problems. Cybersecurity is therefore a patient-safety issue because unavailable systems
can delay medication, imaging, and communication, making practiced downtime procedures part of
clinical resilience.

Culture, Reporting, and Improvement Methods
A high-performing safety system depends on whether staff believe they can report hazards, mistakes,
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and near misses without automatic retaliation. A just culture distinguishes human error, risky
behavior, and reckless disregard rather than treating every adverse event as evidence of individual
negligence. Leaders shape reporting culture through their response: if disclosure produces blame or
no visible improvement, staff learn that silence is safer than transparency. Improvement methods
should match the problem. Plan-Do-Study-Act cycles can test workflow changes, failure mode and
effects analysis can anticipate risk in new processes, and root-cause analysis can investigate serious
events, but each method should lead to specific system actions with owners and deadlines rather
than vague recommendations to “reeducate staff.” Measures should include outcomes, process
reliability, and balancing indicators. A fall-reduction program, for example, should not celebrate fewer
falls if the improvement was achieved by unnecessarily restricting mobility. Strategic control
therefore requires both quantitative monitoring and qualitative review of unintended effects, because
a narrow target can be met while another form of harm increases.

Emergency Readiness, Equity, and Patient
Partnership
Safety strategy should include events that disrupt ordinary care, such as infectious outbreaks,
extreme weather, fire, utility failure, mass-casualty incidents, supply shortages, or cyberattacks.
Hazard-vulnerability analysis can prioritize scenarios, but exercises must test real decisions about
staffing, evacuation, communication, backup systems, vulnerable patients, and restoration priorities
rather than merely confirming that a plan exists. Equity belongs inside this planning rather than in a
separate initiative. Language access, accessible equipment, respectful communication, transportation
barriers, and fragmented records can change the probability of harm for particular groups. Patients
and family caregivers also contribute unique information because they often notice medication
differences, changes in condition, or conflicting instructions before the system does. Organizations
can create reliable pathways for patients to raise concerns, participate in rounds, review discharge
plans, and contribute to safety committees. Their involvement should be voluntary, accessible, and
substantive, with clear evidence that feedback changes policy. A strategic safety program becomes
stronger when it treats patients as partners in detection and design rather than only as recipients of
professional decisions (World Health Organization, 2021).

Conclusion
Strategic patient-safety planning links national expectations with the risks and operating realities of a
specific healthcare organization. The 2026 transition to Joint Commission National Performance Goals
gives hospitals and critical-access hospitals an updated accreditation structure, but lasting safety
requires much more than compliance with a chapter of standards. Governance must connect board
oversight with frontline knowledge, while goals should address patient identification, medication use,
infection prevention, communication, diagnostic reliability, behavioral health, digital resilience, and
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emergency preparedness according to local evidence. Measures should track outcomes, processes,
and unintended consequences, and improvement methods should produce concrete system changes
rather than repeated education after every event. A just culture encourages reporting without
removing accountability, while patient partnership and equity ensure that improvements are not
achieved only for the easiest groups to serve. Most importantly, a safety plan must be resourced.
Staffing, analytics, equipment, training time, interpreter access, and reliable technology determine
whether expected behaviors are actually possible. Patient safety becomes sustainable when the
organization treats every goal as a testable system of work that leaders monitor, learn from, and
improve continuously.
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