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Patient Safety Culture

Objectives

I Understand the importance of system wide
Implementation of the patient safety survey.

I Understand the operational functions of the
Quantros/HPTI Safer Healthcare web platform to
access the survey.

I Understand the data driven capabillities; report
generation and report dissemination.

| Recognize what the survey results say about
the organizations safety culture.



Safety Culture Definition

O The safety culture of an organization is the
oroduct of individual and group attitudes,
perceptions, competencies, and patterns of
nehavior that determine the commitment to, and
the style and proficiency of, an organizationOs
health and safety management. Organizations
with a positive safety culture are characterized
by communications founded on mutual trust, by
shared perceptions of the importance of safety,

and by confidence in the efficacy of preventive
measuresO.

Organizing for Safety: Third report of the ACSNI
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Why use a measurement tool?

OE the biggest challenge to moving toward
a safer healthcare system is changing the
culture from one of blaming individuals for
errors to one in which errors are treated
not as personal failures but as
opportunities to improve the system and
prevent harmO

Institute of Medicine



How Hazardous Is Health Care?
(Lucian Leape)
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Healthcare Industry

I High hazard industry
I Philosophy of requiring perfection
1 OBlameand ShameO

I Access to Information
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Patient Safety Culture
Assessments

I Diagnosis of safety culture and raising
awareness

| Evaluation of patient safety interventions
and tracking change over time

I Internal and external benchmarking
| Fulfillment of regulatory requirements

V F Nieva & J Sorra
Qual. Saf. Health Care 2003; 12; 17-23



Usefulness of Patient Safety
Culture Assessments

I Involving key stakeholders
| Selecting a suitable safety culture tool
| Using effective data collection procedures

| Implementing action planning and
Initiating change

ibid



Agency for Healthcare Research and Quality

Hospital Survey on Patient Safety Culture



Survey Background

Sponsored by the Medical Errors Workgroup of
QuIC, funded by AHRQ, developed by Westat.

Survey development process involved:

I A review of the literature and existing safety
culture tools.

1 Interviews with hospital staff.

1 Cognitive testing.

1 Input/comments from researchers and

nealthcare stakeholders.

1 Pilot testing with 1437 respondents from 21

nospitals.
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Quantros/HPTI Web Based Survey
Turn Key Solution

Olesgime on administering surveys and
more time on improving careO

I simple logistics

I no need for data entry
| faster data collection
| report generation

| data presentation
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Key Elements

I Anonymous
| Standardized survey module

I Customization capabilities with facility
specific guestions

I Multiple data capture methods
I Real time feedback on results
I Complete survey report
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Safety Culture Dimensions
Measured Iin the Survey

| Supervisor/manager expectations & actions
promoting safety.

1 Organizational Learning-Continuous
Improvement

I Teamwork within units.

1 Communication Openness

I Feedback and communication about errors.
1 Nonpunitive response to error.

| Staffing
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Safety Culture Dimensions
Measured Iin the Survey

I Hospital Management support for patient
safety.

I Teamwork across units.
I Hospital handoffs and transitions.
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Outcome Variables

I Overall Perceptions of Safety
I Frequency of Event Reporting
I Patient Safety Grade

I Number of events Reported
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Overall Perceptions of Safety

Survey ltems % Strongly Disagree/ % Neither % Strongly Agree/
Disagree Agree

1. Patient safety is never sacrificed to get more
work done. (A15)

5 5

2.Our procedures and systems are good at

preventing errors from happening. (A18)

R3. It is just by chance that more serious

mistakes donOt happen around here. (A10)

o1
o1

R4, We have patient safety problems in this
unit. (A17)

R Indicates reversed-worded items.
NOTE: The item letter and number in parentheses indicate the itemOssurvey location.
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Frequency of Events Reported

] [ 1] 1]
% Never/ % Sometimes % Most of the
Survey ltems Rarely time/Always
1. When a mistake is made, butis caught - 5 5
and corrected before affecting the

patient , how often is this reported?

2. When a mistake is made, but has no

potential to harm the patient how
often is this reported? (D2) - S 5

3. When a mistake is made that could
harm the patient , but does not, how
often is this reported? (D3)

NOTE: The item letter and number in parentheses indicate the itemOsurvey location.
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Number of Events Reported

Respondents were asked to indicate the number of events they had
reported in the past 12 months.

1. In the past 12 months, how many event reports have you filled out and
submitted? (Survey item G1)
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Overall Patient Safety Grade

Respondents were asked to give their work unit an overall grade on
patient safety.

2. Please give your work area/unit in this hospital an overall grade on

patient safety. (Survey item E1)
100%
80%
60%
40% T
% of Respondents
20%
5 5 5 5 5
A B C D E

Excellent Very Good Acceptable Poor Failing
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Supervisor/Manager Expectations &
Actions Promoting Patient Safety

] [ ] ]
Survey ltems % Strongly Disagree/ % Neither % Strongly Agree/
Disagree Agree
1. My supervisor/manager says a good word
when he/she sees a job done according
to established patient safety procedures. (B1) 5 5 5

2. My supervisor/manager seriously

considers staff suggestions for improving 5 5 5
patient safety. (B2)

R3. Whenever pressure builds up, my

supervisor/manager wants us to work 5 3 5
faster, even if it means taking shortcuts. (B3)

R4, My supervisor/manager overlooks patient 5 5 5
safety problems that happen over and over.
(B4)

R Indicates reversed-worded items.
NOTE: The item letter and number in parentheses indicate the itemOsurvey location.
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Organizational LearningN Continuous

1 [ ] ]
% Strongly Disagree/ % Neither % Strongly Agree/
Survey ltems Disagree Agree

1. We are actively doing things to
improve patient safety. (A6)

2. Mistakes have led to positive
changes here. (A9)

3. After we make changes to improve
patient safety, we evaluate their
effectiveness. (A13)

(6]
(6]

NOTE: The item letter and number in parentheses indicate the itemOsurvey location.
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Teamwork Within Units

% Strongly Disagree/ % Neither % Strongly Agree/
Survey ltems Disagree Agree

1. People support one another in this unit.
(A1)

2. When a lot of work needs to be done
quickly, we work together as a team to

get the work done. (A3)

3. Inthis unit, people treat each other with
respect. (A4)

4. When one area in this unit gets really
busy, others help out. (A11)

o1
o1

NOTE: The item letter and number in parentheses indicate the itemOsurvey location.
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Communication Openness

Survey Items % Never/ % Sometimes % Most of the
Rarely time/Always

1. Staff will freely speak up if they see
something that may negatively affect

patient care. (C2)

2. Staff feel free to question the decisions

or actions of those with more authority. (C4)

R3. Staff are afraid to ask questions when

(S ]
(S ]

something does not seem right. (C6)

R Indicates reversed-worded items. N
NOTE: The item letter and number in parentheses indicate the itemOssurvey location.



Feedback and Communication About
Error

1 ] ]
Survey Items % Never/ % Sometimes % Most of the
Rarely time/Always
1. We are given feedback about changes put 5 5
into place based on event reports. (C1)
2. We are informed about errors that happen 5 5
in this unit. (C3)
3. Inthis unit, we discuss ways to prevent c c
errors from happening again. (C5)

NOTE: The item letter and number in parentheses indicate the itemOsurvey location.
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Nonpunitive Response to Error

Survey ltems % Strongly Disagree/ % Neither % Strongly Agree/
Disagree Agree

R1. Staff feel like their mistakes are held
against them. (A8)

R2. When an event is reported, it feels like

the person is being written up, not the

problem. (Al12)

R3. Staff worry that mistakes they make are
kept in their personnel file. (A16)

R Indicates reversed-worded items.
NOTE: The item letter and number in parentheses indicate the itemOssurvey location.
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Staffing

Survey ltems % Strongly Disagree/ % Neither % Strongly Agree/
Disagree Agree

1. We have enough staff to handle the

workload. (A2)

R3. We use more agency/temporary staff
than is best for patient care. (A7)

R4.  We work in Ocrisis modeO trying to do

too much, too quickly. (Al4)

R2.  Staff in this unit work longer hours than 5 5
Is best for patient care. (A5)

R Indicates reversed-worded items.
NOTE: The item letter and number in parentheses indicate the itemOssurvey location.
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Hospital Management Support for
Patient Safety

1 ] ]
Survey ltems % Strongly Disagree/ % Neither % Strongly Agree/
Disagree Agree
1. Hospital management provides a work
climate that promotes patient safety. (F1) S S 3
2. The actions of hospital management
show that patient safety is a top priority. S S 3
(F8)
R3. Hospital management seems interested 5 5 5

in patient safety only after an adverse
event happens. (F9)

R Indicates reversed-worded items.
NOTE: The item letter and number in parentheses indicate the itemOsurvey location.
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Teamwork Across Hospital Units

% Strongly Disagree/ % Neither % Strongly Agree/
Survey ltems Disagree Agree

1. There is good cooperation among hospital
units that need to work together. (F4)

2. Hospital units work well together to provide
the best care for patients. (F10)

R3. Hospital unites do not coordinate well with
each other. (F2)

R4. It is often unpleasant to work with staff from
other hospital units. (F6)

ol
o1

R Indicates reversed-worded items.
NOTE: The item letter and number in parentheses indicate the itemOssurvey
location.



Hospital Handoffs & Transitions

Survey Items

R1. Things Ofall between the cracksO when

transferring patients from one unit to another.
(F3)

R2. Important patient care information is often
lost during shift changes. (F5)

R3. Problems often occur in the exchange of
information across hospital units. (F7)

R4. Shift changes are problematic for
patients in this hospital. (F11)

R Indicates reversed-worded items.

1 1] ]
% Strongly Disagree/ % Neither % Strongly Agree/
Disagree Agree
5 )
5 5
5 )
3 )

NOTE: The item letter and number in parentheses indicate the itemOsurvey location.
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Conclusions

I Patient Safety Culture Assessments are a
recognized tool in patient safety improvement.

I Assessments should be viewed as a starting
point in the development of interventions.

I AHRQ survey has sound psychometric
properties.

I Quantros/HPTI web based Patient Safety
Survey Is fast, easy and reliable.



