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A SAFER HEALTH SYSTEM

An Organization

. Building a Safer Health with a Memory
System, 2000 UK Department of Health 2000
(www.nap.edu) . (www.dh.gov.uk)
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The term “safety culture” was first
introduced by the International Nuclear
oo = Wusi Safety Advisory Group after the Chernobyl

anaeade Taiwusii diaster in 1986.

W.A. 2517, 2525, 2542

Webster's New World Dictionary
Safety = The condition or quality of freedom from danger, ORGANIZATIONAL

injury or damage. CULTURE

“The way we do things around here
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UK: Health and Safety Executive -HSE, 2002 ANNAAYVDIINUTI TN

The safety culture of an organization is the 5

product of individual and group values, Wudsiegiiomdinmsdaduly msdfiauasngaingsy
attitudes, perceptions, competencies, and G“mﬂuhlumﬂﬂf

patterns of behavior that determine the dudrivuaiianinanemsnsziuesau 5ITIMIVIMNT
commitment to, and the style and VAMIVDIDIANS

proficiency of an organization’s health

and safety management.
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{ Hudson 2001 -Safety culture levels
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Seven Steps to Patient Safety guide
National Patient Safety Agency-NPSA 2004

1. Build a safety culture

2. Lead and support your staff

3. Integrate your risk management activity
4. Promote reporting

5. Involve and communicate with patients
and the public

6. Learn and share safety lessons
7. Implement solutions to prevent harm
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The HSE Culture Ladder ™

GENERATIVE (HRO)
HSE is how we do business
round here

PROACTIVE

Safety leadership and values
drive continuous improvement

REACTIVE
Safety is important, we do a lot
every time we have an accident

PATHOLOGICAL
Who cares as long as
we're not caught

Safety System Management

Leadership commitment, actively participate, provide resource
Make safety organization core value

Safety Committee (regular meeting, policy, deploy, status-power of
members, safety performance review)

Set Safety Goal, safety standard of procedure (Standard operating
procedures- SOP, checklist)

Responsibility of key member, supervisors, employee
Communication

Worker participation and involvement, safety first attitude
Risk (Hazard) identification & control

Safety Training, education, refreshing

Accident and Incident Report system, investigation, analysis,
recommendation and correct problem, feedback, knowledge sharing
of lesson learned

Safety incentive (reward and recognize)
Safety Workplace, reduce stress, prevent work overload
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How systems fail

James Reason’s Error concept

protection against hazards
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Active Error anuiianaiaiiiadiuuda

Latent Error anuiawmafisoust/sozinaiu
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Why do we need reporting culture?
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Accidents

Error Reporting:
Patient Safety’s Weakest Link

No Name

Unreported Occurences

No Blame

No Shame
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RATIO of INCIDENT to INJURY

1 Serious Injury
29 Minor Injuries

300 Near Misses or Incidents
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Human Error

Mistakes, Violations

Fatigue, Stress, Inattention
Cognitive error (forgetfulness)
Poor decision making (jJudgment)
Ineffective communication
Overload work
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Preventing Error
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» Safety ludnanunuIeniiene risk management
- Identified risk
- Unidentified risk
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Goal of safety Management System ADMIAUNI Unidentified risk
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Accident analysis tools

Root Cause Analysis — RCA
Cause and Effect Diagram - CED

Failure Mode and Effects Analysis -FMEA

Current Reality Tree - CRT
Incident Decision Tree
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Error are rare Error are common
Fear to report Trust to report .
Reactive response Preventive .« “Thou shalt do no harm”

Threshold for error, No error threshold,
accept human error minimize human error

Training, Learning e ,
Safety Management Hippocrates
system [ 460-370 BC

First, do no harm.
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Organization
Occupational Health and Safety —OHS
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Personnel Safety

Healthcare
Patient Safety anuiasasavesrile
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Safety culture surveys

Safety Attitude Questionnaire (SAQ)
AHRQ Hospital Survey on Patient Safety Culture (HSOPS)

Patient Safety Climate in Healthcare Organizations (PSCHO) survey
(Standford)

VA Palo Alto/Stanford PSCI (Patient Safety Center of Inquiry)

VA Patient Safety Questionnaire

Flin/modified ORMAQ

Itoh/Hospital Safety Culture Questionnaire

Patient Safety Climate in Anesthesia

Safety Climate Survey

Culture of Safety Survey

Children’s Hospital of Boston Trainee Supplement
Allina Hospitals and Clinics

Teamwork and Patient Safety Attitudes Questionnaire
Safety Climate Scale

L —
Agency for Healthcare Research and Quality

U.S. Department of Health and Human Services
www.ahrg.gov

Safety Culture Dimensions Measured in the Survey
1. Supervisor/ Manager Expectations & Actions Promoting Safety (4 items) ,
2. Organizational Learning—Continuous Improvement (3 items) ’
3. Teamwork Within Units (4 items),
4. Communication Openness (3 items),
5. Feedback and Communication About Error (3 items) ’
6. Nonpunitive Response to Error (3 items)

7. Staffing (4 items).

Measures three hospital-level aspects of safety culture.
8. Hospital Management Support for Patient Safety (3 items),
9. Teamwork Across Hospital Units (4 items), and

10. Hospital Handoffs and Transitions (4 items).

Four outcome variables

Overall Perceptions of Safety (4 items),

Frequency of Event Reporting (3 items),

Patient Safety Grade (of the Hospital Unit) (1 item), and

Number of Events Reported (1 item) .
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Knowledge Strategy

Knowledge Vision

Knowledge Identification

Best Practice Sharing

Knowledge Capture- Sharing, Diffusion
Knowledge Utilization

Knowledge Asset

Knowledge Audit, Knowledge Assessment

Knowledge inventing (Innovation)
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Knowledge Management and
Safety culture
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Knowledge process
management (Tools)

Identify, Capture, Select

Store, Organize, Categorize %’mﬁmﬂuwmmm&'
Community of Practice (CoP), Peer Assist

River diagram/ Stair diagram

Knowledge Mapping

Knowledge Access

Story Telling, After Action Review

Sharing, Distribution, Transfer uﬂeﬁu NITY !NEIL!‘INﬁ'
Application, Use / Reuse U5uly 1y

Create, Innovation @319A21331%3 1IANIIN
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Patient Safety Goal
Ti\iWEl']‘U"Iﬁﬁ\‘iGUaTuﬂiuﬂﬁ 2006-2008
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2009

9. Safe Anesthesia

10. Patient Care Process (Proper Diagnosis, Prevent common complications,
Avoiding catheter and tubing mis-connection)

11. Emergency Response Team (Response to the deteriorating patient, Sepsis,
Acute coronary syndrome, Maternal & Neonatal Morbidity)
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Knowledge Sharing Day
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“ Patient Safety Part I ”

Hand Washing
msilessiu Nosocomial infection

mstlostuanunanainlunsninsedinene
mstlessu Medication Error

msilessiu Medication Administration Error
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“ Patient Safety in Hospital Supporting Units ”

Patient Safety Part Il
Overview of Patient Safety In Hospital Supporting Unit
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Knowledge Sharing Day
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“ Health personnel safety”

Patient Safety Part IV

"Overview of Health Personnel Safety“
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Loss of knowledge

Don Moyer Harvard Business
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Recognized
reward

Talent
management
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“ Healthcare Related Infection”
Patient Safety Part V
- Overview

- Central catheter related infection
- Ventilator associated pneumonia
- Surgical site infection
Practice & Result in Songklanagarind hospital
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