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The emergence of SARS-CoV-2 in December 2019 and 
the subsequent COVID-19 pandemic1 could not have been 
predicted in August of 2019 when we solicited manuscripts for 
this issue of the Methodist DeBakey Cardiovascular Journal. 
If 2020 had been a typical year, this editorial would have set 
the stage for a special journal issue devoted to quality and 
patient safety by noting that cardiovascular disease remains 
the number-one killer globally.2 But this is not a typical year, 
and while cardiovascular disease will almost certainly retain 
its unfortunate distinction as the top cause of death in 2020, 
COVID-19 will not only be among the top 10 causes of death 
but may also end up contributing to the significant increases in 
mortality from heart disease during the pandemic.3,4

In planning this issue, we did not anticipate that the dominant 
quality and safety message to the public about life-saving 
behavior would shift from “Know your numbers” to “Wear 
a mask, wash your hands, and socially distance.”5,6 Also 
unanticipated, and gratifying, was the way in which the 
concepts that we sought to emphasize in this issue on 
cardiovascular quality and safety would play out in the way 
that our medical community has successfully responded to the 
COVID-19 pandemic. At Houston Methodist, our approach 
to quality and patient safety is grounded in what we term the 
“Five Rights of High Quality and Safe Care,” which includes the 
domains of the “right” culture, process, setting, treatment, and 
value (Table 1). Fundamental to these domains is a commitment 
to acting as a learning health care system and embracing the 
principles of a high-reliability organization (Figure 1).7 While 
Krumholz et al. aptly point out that many health systems were 
unable to use data in a timely fashion to optimize COVID-19 
care, it is remarkable the degree to which many were able to 
quickly expand ICU capacity, modify surgical and procedural 
schedules, innovate with personal protective equipment, 
activate virtual inpatient and ambulatory care to protect staff 
and keep connections with patients, test new therapies and 
then rebound to care for the community’s non-COVID–related 
medical needs.8,9

The physicians and staff at Houston Methodist and many 
other health care systems in our country demonstrated high-
reliability principles as they deferred to expertise, incorporated 
the experience of front-line providers to accelerate innovation, 
demonstrated resilience, were sensitive to operations and 
changed workflows based on providers’ experiences, and 
continuously mitigated the risk of failure as they developed 
innovative approaches to personal protective equipment. 

Throughout the pandemic, many health care systems have 
remained nimble and embraced continuous, iterative, and data-
driven clinical knowledge to help manage the COVID-19 crisis. 
It is in the context of the Five Rights of High Quality and Safe 
Care—which were ultimately so critical to this agile response—
that we solicited the manuscripts for this issue.

We open with an article on culture, the number-one driver 
of all things related to quality and safety. In “Advancing 
the Culture of Patient Safety and Quality Improvement,” 
Dr. Thomas MacGillivray discusses the national imperative 
to create a culture of safety and develop systems of care 
to improve health care quality. Yet creating a culture of 
patient safety and quality requires rigorous assessment 
of outcomes, and while many data collection and decision 
support tools are available to assess quality and performance 
improvement, public reporting of this data can be confusing 
to patients and physicians alike and result in unintended 
negative consequences. Using the experience gained from 
the Society for Thoracic Surgeons (STS) Adult Cardiac 
Surgery Database as an example, Dr. MacGillivray explores 
the national efforts to create a culture of quality and safety, 
the principles of quality improvement, and how these data-
driven principles can be applied to improve patient care and 
medical practice.

From here we shift to a series of articles related to process, 
with the first focused on the process of ensuring competency. 
Implementing a culture of safety and quality starts with 
competent practitioners; however, competence requires 
knowledge, and according to Drs. John Brush and William 
Oetgen, most people are not good at assessing their own 
knowledge and competency level. In their article “Maintenance 
of Competence in Cardiovascular Training and Practices: 
Worth the Effort?” the authors explore how myriad professional 
societies create, regulate, and assure physician competence 
in cardiovascular training and weigh the value of these efforts 
against the undue burden it creates for physicians trying to 
maintain a clinical office practice.

Another aspect of process in the Five Rights relates to its 
dependence on data-drive care. Capturing and evaluating 
actionable data is paramount to understanding which 
treatments are successful and to which populations they apply; 
it also enables researchers to stratify risk, predict outcomes, 
benchmark, and improve care. Evidence-based processes 
are so vital to success that we have two different manuscripts 
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addressing this topic. The first, by Drs. 
Seth Meltzer and William Weintraub, 
looks at the expansion and role of 
cardiovascular registries in the United 
States. Clinical registries capture data 
that reflect real-world clinical practice 
across a large patient landscape and 
enable measurement of quality metrics 
across a large cohort of patients. Even 
so, their limitations in data collection 
and analysis must be understood to 
prevent drawing incorrect conclusions 

and to overcome the inherent treatment 
selection bias from observational studies. 
In their article, “The Role of National 
Registries in Improving Quality of Care 
and Outcomes for Cardiovascular 
Disease,” the authors discuss the 
growth, benefits, and limitations of 
national registries, their impact on public 
reporting, and their role in developing 
evidence for best clinical practice, 
measuring outcomes, and improving 
quality of care.

The second manuscript under the 
data-driven processes umbrella 
looks at the learning systems used 
by Google and Amazon and their 
ability to glean information from every 
customer interaction to improve and 
provide a better user experience. 
While health systems generate equally 
voluminous amounts of data that provide 
ample learning opportunities, these 
opportunities are largely untapped. In 
their review titled “The Promise of Big 
Data and Digital Solutions in Building 
a Cardiovascular Learning System,” 
Drs. Harlan Krumholz, Makoto Mori, and 
colleagues discuss the challenges in 
realizing the ideal learning health system 
and the possibility of a data-driven 
learning health care model that uses 
real-time data to improve outcomes and 
generate value.

We then pivot to patient-centered 
treatment, the fourth domain of the 
Five Rights and the one tied directly to 
patient experience. Improving patient 
experience is one of the key strategies 
for improving health care quality, delivery, 
and outcomes. In fact, studies have 
described the association between 
improved patient experience and better 
health outcomes among individuals 
with cardiovascular disease. The fact 
that heart disease is the country’s 
leading cause of mortality makes it more 
pressing for practitioners to develop 
patient-centered best practices to 
enhance the patient experience and 
improve outcomes for this high-risk 
population. In “Optimizing Patient-
Reported Experiences for Patients with 
Cardiovascular Disease,” Drs. Khurram 
Nasir and Victor Okunrintemi summarize 
the findings on patient-reported health 
care experiences and review measures to 
optimize patient experience in the context 
of four domains associated with improved 
outcomes.

Our last two manuscripts focus on value, 
the final and perhaps most complex of 
the Five Rights

RIGHT 
CULTURE

• Learning health care system that 
persistently promotes a culture of safety 
and embraces the principles of an HRO

• All HM employees are valued members of 
the care team and empowered to escalate 
and voice concerns regarding process of 
care or a patient’s condition

• We are committed to the well-being of all 
members of our health care team

• Exercises ICARE values at all times 
(Integrity, Compassion, Accountability, 
Respect and Excellence)

High Reliability Organization 
(HRO)

• Defect and failure-
free health care

• Quality is delivering 
safe, best care the 
first time, every time

RIGHT 
PROCESS

• Patient-centered
• Tools-driven: RCA, LEAN, Six Sigma, PDCA
• Data-driven, evidence-based
• Standardized care as the default; 

individualized care and processes when 
appropriate

• Equitable
• Ensure that all HM physicians and 

employees have what they need to safely 
and optimally perform their duties

RIGHT 
SETTING

Deliver coordinated care across care 
continuum

RIGHT 
TREATMENT

Choose treatments consistent with evidence 
and with patients’ and their family’s wishes

RIGHT VALUE Deliver efficient care with no waste to 
provide the highest quality of care at the 
appropriate cost

Table 1. 
The Houston Methodist Five Rights of High Quality and Safe Care. HM: Houston Methodist; HRO: High 
Reliability Organization; RCA: Root cause analysis; PDCA: Plan-Do-Check-Act
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First, authors Karen Joynt Maddox and Mustafa Husaini discuss 
the significant changes in how quality and performance in 
cardiovascular care have been measured and incentivized 
over the past two decades. Gaining momentum after passage 
of the Affordable Care Act, Medicare and other payers have 
developed value-based payment programs that award or 
penalize hospitals and clinicians based on the quality and 
outcomes of care. However, many of the programs have had 
little benefit in terms of clinical outcomes yet have led to marked 
administrative burden for participants and discrepancies 
in public reporting. In their article “Paying for Performance 
Improvement in Quality and Outcomes of Cardiovascular 
Care,” the authors describe current efforts and challenges 
around value-based purchasing programs, point towards 
new emerging data science methodologies such as machine 
learning that could risk adjustment models, and offer prospects 
for the successful implementation of value-based, high-quality 
cardiovascular care.

We close this issue with a look at value through the lens of the 
Centers for Medicare and Medicaid Services programs that 
are designed to emphasize coordination of care (our third right 
– “Right Setting”) improve quality, and realize cost reduction 
through programs such as Accountable Care Organizations 
and Bundled Payments. Value-based payment reform defines 
“value” as the delivery of high-quality care (measured by patient 
outcomes) at the lowest achievable cost. But while the concept 
of incentivizing high-quality coordinated care is simple, the 
design and implementation of such policies has had mixed 
effects on quality and spending. In their manuscript “Value 
Based Payment Reforms in Cardiovascular Care,” Drs. Devraj 
Sukul and Kim Eagle discuss some of the major nationwide 
value-based payment reforms related to cardiovascular care and 
what we may expect in the future.

Devoting an entire issue to the topic of quality and patient 
safety may seem unusual. After all, the public generally expects 

Figure 1.
Framework for safe, reliable, and effective care. Adapted with permission from Frankel et al. The Institute for Healthcare Improvement and Safe & Reliable 
Healthcare. SBAR: Situation, Background, Assessment, Recommendation
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quality and safety to be inherent in their health care encounters. 
However, situations in which that care is compromised are 
often what spur people to action, especially when they touch us 
directly or capture our collective attention. Many of us remember 
the news headlines when the newborn twins of actor Dennis 
Quaid were twice given 1000-times the intended dose of 
heparin due to safety lapses and the resulting legislation after 
he implored congress to hold drug manufacturers responsible 
for safety violations at the state level. Whether it’s a catastrophic 
medical error or news images of nurses wearing trash bags 
as PPE, lapses in quality and safety bring systemic flaws into 
sharp focus, reminding us of our ongoing obligation to ensure 
the highest quality and safety standards in our profession. For 
further discussion and CME opportunities, I invite you to visit 
the journal’s website at http://journal.houstonmethodist.org, 
where you can log in and use the “Dialogue with Authors” link to 
have an open Q&A with the authors of this issue.
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