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Iceberg Model of AE

Hindsight Bias
Systems Approach vs People Approach to AE
The Swiss Cheese Model of Defenses
Active Failure & Latent Failure
Organizational Factors
Human Factor Engineering
Safety Culture
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Iceberg Model of Accidents and Errors

/ Misadventure'
__ Death\severe harm

i B e o

No Harm Event

No harm done but potential for
harm may be present
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Post-accident reviews identify human error HINDSIGHT BIAS

as the ‘cause’ of failure because of hindsight bias.
Outcome knowledge makes

the path to failure seem to have been
foreseeable - although it was not foreseen.

Before the After the

Accident 3 I _____&t_:t_:i_dﬂl_

Cognitive technologies Laboratory, Department of Anesthesia and Critical Care, University of Chicago
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The “Swiss Cheese” Model of Defences

Some “holes” due to
active failures

Other “holes” due to
latent conditions

- Layers of
" defences

James Reason
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Swiss Cheese Model

Goal Conflicts
and Double Binds

Incomplete Mixed Inadequate Deferred

Procedures Messages Training Maintenance

Attention

Production Clumsy

Pressures EIRERIE 3 Technology LATENT

Regulatory Responsibility FAILURES

Narrowness Shiftin
Triggers ‘
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Accident

DEFENSES

Modified from Peason, 1991 @ 1921, James Reason

James Reason
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The Swiss Cheese Model of Defences

James Reason
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Defences

Latent ' Causes

condition
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Organisational factors
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Organizational Factors
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Conflicting
goals

Poor
defence
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Training
deficiencies
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Culture
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. Knowledge, Experience
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Totality LUUE aswwaamdmuz Meanings, Beliefs
Sum of t_Ota| | Values, Attitudes
Cumulative deposit Perceptions Iﬂ E]l&i [;]yaa ﬁ 7]
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-Accept without thinking
Behavior
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-Socially transmitted and thought
Fuusssn AoAdtiansnafidaulfifadrefulassaluia fauseniuuazuftRunsdu
Junasiuvasnyaues linsdunen
Huisesves A1ud Uszaunisal Anamane anude Atflew WAAR WARANTIN AINEINTTA

AaUs 8a1UU NANAAYBIULATAINANYDINYEE

o A (% % 1 [ a aa A
%W.leu')(‘mﬁ ﬂlﬂ"g@]f‘]ﬂ ”ﬁ%’]d’aﬁu%ﬁiiuﬂiﬁuﬂaaﬂﬂﬂ 5']ﬂ2']%§ﬂ']']3dlﬂ%l,aﬁ” N%ﬂiSNQMﬂWW IN.AINT (4 Nq‘mﬂu 2552)



ANABMLALIINUI RIUE TSI

o aﬂﬂmvwaaa@u%ﬁsw Nlagonlinie wmﬂmna
IIATABILIIND AT N%iﬂ'ﬂtﬂ%wﬂ’\‘lﬁ%ﬂ 29T nN LD
Sflel?li&l%‘]sl'El maaﬂsmﬂaﬂ%

. wuuﬁﬁummnnmsaaaumsﬁﬂ%fmaaam%n Nev
T a1 lwnIsaIaNnNagNAIS

v
Q/

(W) 6 s\ ng 1
e Smns3sNDIRNs: tnalngaslanseliaslenle S
1 d. 9/43/ (W) U a
nazlia l,fiJaﬂuuﬂaﬂmm%nugmmsgaqﬂ

uw.am‘”@uﬁ AnTAna~Safety Culture” 13387 o/l Quality Conference A399 1 IW.A331% (10 ANAY 2551)



Culture in HA Standards 5™ Edition

Open communication &

empowerment
I-5.2 21 (1)

High performance
I-5.2 21 (1)

Safety Culture
I-1.1 a (3)

People-center /

Customer-focused Culture
I-1.1 a (3), I-3.1 n (1)

Learning Culture
I-1.1 a (3), I-4.2 21 (3)

Improvement Culture
I-1.1 a (3)

v

Living Organization

High Performance Organization (HPO)

High Reliability Organization (HRO)

| Learning Organization (LO)
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Onion Model of Culture
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Safety Culture

Safety Culture
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Behavioral Aspects
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Situational Aspects
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“The safety culture of an organization
is the product of individual and group
values, attitudes, perceptions,
competencies, and patterns of
behavior that determine the
commitment to, and the style and
proficiency of, an organization’s 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 measures.”

ui.ay i@l gnTaAna "Safety Culture” U381 Quality Conference A3IN 1 TW.AINT (10 Ga1AY 2551)
UWWEITaNa: HSE’s Advisory Committee on the Safety of Nuclear Installations 1993
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Commitment to Ql Leadership
Mgmt. support Leadership i '
Priority given to PS Compelling vision

System errors & ind. Human factors &

: Reluctance to simplify
system improve.

Just culture

Recording/Reporting Reporting Reporting
Analysis Org. learnin Open to learnin
y. Org. learning & Q| Learning 2 2 > 2
Learning & change
Communication Comm., Handoff Informed Communication Diversity Deference to expertise

Personnel mgmt. Staffing, Response to Just culture Psychological
error, Mgmt. support safety

Staff education Informed
Team working Teamwork Teamwork & comm. Teamwork

Preoccupation with
failure, Resilience,
Sensitivity to
operation

Flexible

Pt. & Fam. engage.
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_ 1. anusinsiusianswisuunasngsiotilos (Commitment to Cont. Improvement)

Worldview (what is real)
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Manchester Patient Safety Assessment Framework

Dimension of patient safety culture

1.

2.

Commitment to overall continuous improvement
Priority given to safety

System errors and individual responsibility
Recording incidents and best practice

Evaluating incidents and best practice

Learning and effecting change

Communication about safety issues

Personnel management and safety issues

Staft education and training

10. Team working

C D

Level

A —Pathological

B — Reactive

C —Bureaucratic

D —Proactive

E — Generative

Description

Why do we need to waste our time on patient safety issues?

We take patient safety seriously and do something
when we have an incident.

We have systems in place to
manage patient safety.

We are always on the alert/thinking
about patient safety issues that might emerge.

Managing patient safety is an integral
part of everything we do.

https://www.ajustnhs.com/wp-content/uploads/2012/10/Manchester-Patient-Safety-Framework.pdf




AHRQ Hospital Survey on Patient Safety Culture (SOPS) 2.00

Composite Measures: A composite measure is a grouping of two or more survey items that assess the

same area of culture. The 10 composite measures and 32 survey items assessed in the SOPS Hospital
Survey 2.0 are;

v =] | * Teamwork (3 items)

v=1 |+ Staffingand Work Pace (4 items)

* QOrganizational Learning = ContinuousImprovement (3 items)

* Response to Error (4 items)

* Supervisor, Manager, or Clinical Leader Support for Patient Safety (3 items)
* Communication About Error (3 items)

* Communication Openness (4 items)

* Reporting Patient Safety Events (2 items)

* Hospital Management Support for Patient Safety (3 items)

* Handoffsand Information Exchange (3 items)

Additional Measures: In addition to the composite measures, single item measures included assess:

¢ Number of events reported (1 item)
* Patient safety rating (1 item)

* Background questions (4 items)

https://www.ahrg.gov/sops/surveys/hospital/index.html
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Multidimensional Concept of Patient Safety Culture

Blue: WHO Global Action on Patient Safety

Green: NHS England Teamwork & Psychological Safety

communication Diversity

Leadership m * @“
vision -3 Patient/ 1-6

I-1
Compelling \QEEZEESNE
Operation Human factors
System improvement

Customer

Patient & family

snesgemen

Organizational Learning

WHO Global Action on Patient Safety, NHS England, & MBNQA Framework



The Just Culture : Accountability of Our Behavior

At-Risk
Behavior

Choice of risk believed to
be insignificant or
Justified

Reckless
Behavior

Human
Error

Inadvertent product of
our current
system design

Conscious disregard of
substandard &
unjustifiable risk

Manage through:

Manage through changes in: Manage through:

» Removing incentives for
at-risk behaviors

» Creating incentives for
healthy behaviors

» Increasing situational
awareness

Coach

Processes
Procedures
Training
Design
Environment

+ Remedial action
« Disciplinary action

N g3

0 f

Acceptable | Unacceptable

David Marx, Outcome Engineering President



Types of Failure, Just Culture, & Serious Events f

Just Culture

At-risk behavior
-> Coach

Human error
-> Console

Reckless behavior
-> Punish

Serious Reportable Events (SREs)

Sentinel Events All GHI
anusumanitlosduld | enudummaniaduadon ANHINAVIVIURAA
(Preventable Failure) (Complex Failure) (Intelligent Failure)
=Mistakes =Accidents =Discoveries

-ANSHNDUSH -MUATEAANMNAUMAY | -AIFIALIRADIANUANLNAD
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Cr: David Marx (just culture)

Cr: Amy Edmondson (types of failure)

ww.awiait ANTANA (21 5wAN 2565) Surveyors Catch the Light




Leading a Culture of Safety: A Blueprint for Success

Behavior Trust,

Expectations \ = /' Respect, and
o0 Inclusion

Zero Harm
to Patients,

Families, and the
Workforce Board

Engagement

Leadership '.&\..
Development \—

RO
VAL QIR
40%’ 375 an ‘{EARN ING — CONT\ NUQ\) \g'{“e’i\@
d"”ferpretatmn Chang®!

American College of Healthcare Executives & IHI/NPSF Lucian Leape Institute



Attitude & Value

Clear expectation
Contribution
Long-term success
Openness

Share information
Communication
Self-critical
Corporate identity
Clear goals

10 Diversity

11. Safety is investment
12. Relationship

L

Safety Culture Characteristic

Organizational Policy

Creative tension

. Training

Learning

Root cause

Safety is top priority
Investment for safety
Commitment
Top-level commitment
. Intention for change
10.Systematic approach
11.Timely & efficient
12.Competent staff
13.Clear role & responsibility
14.Work environment

©CEONOU PWNE

Employee Behavior

. Accept responsibility
Participation, collaboration

. Engage

. Proactive

. Challenge assumption

. Mindfulness for failure

. Feedback for change
Performance (better than
require)

9. Reporting
10.Knowledge-based
11.Adherence to procedure
12.Attitude of questioning
13.Raise issues with comfort
14.Stop work if unable
15.Support each other

O NOOUEA, WNR

Management Behavior

8.

9.

. Listening to frontline’s need
. Support idea for

improvements

. Communication
. Confront with poor

performance

. Positive response
. Lead by example
. Give credit to staff

perceptions
Motivation, reward &
recognition

Empower

10.Discipline
11.Real work




Safety Culture Characteristic

Attitude & value Org. Policy Employee Beh. Management Beh.
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Attitude & value

Wausdnosils

Org. Polic

IANSVINDe s

Employee Beh.
uAannsvinorls

Management Beh.
Wusnuisvinor s

Commitment

Priority given

System errors & ind

Recording/Reporting
Analysis
Learning & change

Communication

Personnel manag.

Staff education

Tasrm waorlina

Asdduvindse Lol

Safety Wunsaamu
SRRFGRIEELHIH Tl

Just culture

Reporting culture

Learning culture
ANTININTHLLDY
ANNBAAYANY

ANsdoans
Asudsdudayatnnans
ANUNAIARNNDRLAU
wWhiscasdgnian
dnanualairng

Just culture

a9 11959 &
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Asaidnuay top level
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Culture &
High Reliability Organization
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After Chernobyl Disaster

TUFITUANNUAANEAD “ARIANYALLAZIANARLABTIN
(that assembly of characteristics and attitudes) Tu
(3 = o 1 9 < LY
DIANIUATUAAR FINDI1 “Useiaundnudaanny (safety
issues) valselniUsunalulsziaunginanudfsy
Wwitlani1d99ule (overriding priority) fiazfaslasu
auldlanuaud1Agyil (receive the attention

warranted by their significance)”

INSAG’s (1988) ‘Summary Report on the Post-Accident Review Meeting on the Chernobyl Accident’
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. . 4 eqps e Mindset
High Re,hab,lhty e Mindfulness
Organization

e Culture
Risk e Risk identification &
prevention
management , _
e Reporting & learning
SyStem from incident

e Process design
e Process control
e Process improvement

Work process
management

uw.agn"’wﬁ ANTANN UI3ENe “Safe Hospital & Safety Culture” s W.A331 ilmlms’mm;mﬁ (22 WoBN1AY 2561)



auAnsugiadaliala
(High Reliability Organization-HRO)

NEUNETU mindset & culture NUNISNRIUITZUUIY
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Mindset —— Mindfulness —— Culture —

N13ANITNILUIBNIS
} Production — Product — Customer

Procurement —

Design —> Reliability

— Database of Failure «
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High Reliability Organization: Trust for the Public
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\ Specific Considerations General Orientation Impact on Proces Ultimate Outcome
\TEeTyLL

......
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lRsAs28y (Reluctance to Simplify)
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ANANTSa) (Preoccupation with Failure)
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LASYHNS DN (Commitment to Resilience)
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f16 (Sensitivity to Operation)
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Top management commitment to safety
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U Good housekeeping

. » Strategic business importance of safety
(Art'faCts Level) Absence of safety versus production conflict

Relationship to regulator and other ext. groups
l T Proactive and long-term perspective

Management of change
Quality of documentation and procedures
Compliance with regulations and procedures

High priority to safety sgﬁu ﬂ"]ﬁgj N2a39ag pfns Sufficient and competent staff
Openness and communications Man, technology and organization knowledge

Dresnizatonsl leamine | (Espoused valuie lavel) Votvation and job Satisfaction

Involvement of all employee
Good working conditions with regard to time
pressure workload and stress
Measurement of safety performance
_ Proper resource allocation
Ime Tocus o s man Collaboration and teamwork

View of mistakes WAV INEYF1UN Decision — making breadth of perspective

Handing of conflict

Relationship between managers and employees

Awareness of work process

Performance accountability and reward

Role of managers

View of Pecple | (B@SiC assumption level)
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Safety Culture Maturity Model

Continually
improving
Level 5
Develop
Cooperating consistency

Level 4 and fight
complacency

Engage all staff to
I]]Vﬂh’il]g develop cooperation
Level 3 and commitment to
improving safety

F 3

. Realise the importance y 3
Mﬂ]lﬂgll]g of frontline staff and _.\.;,"J"Qh
Level 2 develop personal *Gi\h"
responsibility . i\ﬂ;‘
i JDETEIG[} >
EII]E'l‘gl]lg management *
Level 1 commifment

Prepared by the Keil Centre for the Health and Safety Executive 1999



Health, Safety, & Environment Culture |

GENERATIVE

safety i1s how we do
business round here

: PROACTIVE
Increasingly we work on the problems that

informed we still find

CALCULATIVE
we have systems in place to
manage all hazards
REACTIVE
Safety s important, we do a lot
every time we have an accident

PATHOLOGICAL

who cares as long as we're
not caught

Increasing Trust

3rd report of ACSNI study group on human factors HSC (1993)




Culture Development
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12f Results 2lutaaau Culture

positive RESULTS

i create new EXPERIENCES
Experiences ]
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g T et et > Ressults
CULTURE PROCESSES
(People Power) (Process Power)

SUSTAINABLE CHANGE E:::::::>

http://asiusa.com/quality-mindset/



Nudge Theory (Meaznanginss)

Dual Process Theory (DPT): our brain works in two

different ways, at the same time

- automatic system: fast, unconscious, parallel,
associative, cheap energy consumption

- reflective system: slow, conscious, serial, analytic,
consumes a lot of energy

Why we fail:

« The reflective system remains unaware of a problem

« The automatic processes provide us with the wrong
answer

« The reflective system provide us with the wrong
answer

ﬂ\ludges (sizfim) )

- make our automatic system choose differently

without us even knowing about it
- activate our reflective system at the right time,
\ making sure that it creates a better response y

- -

A fly image at the bottom of a urinal =
has been proven to improve men's
aim, leading to lowered cleaning
costs.[16]

Easy
Attracti
Social
Timely

https://inudgeyou.com/en/nudge-theory-1-the-mechanics-of-the-brain/
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Culture Hacking
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Culture Hacking
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Alexis Croswell. Culture Amp. https://www.cultureamp.com/blog/what-is-culture-hacking/



WHY Culture Hacking
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Culture Hacking

Culture Hacking

1. Change the work environment frequently

2. Get creative with recognition awards
Courageous Penguin award. (Google)

3. Make it harder to say "no" to new ideas

Bosses who reject a project idea from an employee
must write a two-page argument about why they’ve
said no and publish it on the intranet. (Amazon)

4. Consider reverse mentoring

5. Let people design the culture they want

THE

ENTERPRISERS
PROJECT

v
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Employee Pulse Survey

WHAT
[~ o { & 1 1
* Pulse survey Lilwn15d1597L5 LAz LD (fast & frequent) L2 nmﬁa%ﬁ%annlmma
o 'V} o 6 ] A & 1 [~
* M IRAINITNIUBNIS (pulse) VBIDIANT uaxvlmg‘mdmmﬂ% snapshot maoqﬂmﬂs‘lmmazﬂszmu
LN
WHY
o L7 | o U dl. d. o U U o o o U A
* Pulse survey Minlatiaguaziilaliag g (amefin13711 annual survey A282aA1AATIWIBAINTINTALNA
survey fatigue)
HOW
o (~3 o U VR YV ) ~6) 1 . .
. m‘sm‘namwmuwmqﬂmn‘sﬂ'a‘smm‘l%ﬂszfﬂ%ﬂm IADININAIDNINN LY (right question)

o { < o { & 1A o {
ANN AT AN W LANIZEIZDI AL standalone (Lazanlasnudadn)

1‘1? fixed measurement scale 15 Likert scale

M19819@a1013 10 289U UN121n Gallup Q12

https://blog.bananatag.com/internal-comms/10-employee-pulse-survey-questions-you-should-be-asking



Employee Pulse Survey
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CEO Swap

WHAT
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https://marketingsecrets.libsyn.com/the-ceo-swap, https://www.wired.com/insights/2014/05/ceo-swap-part-ii-empathy-affects-business/
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Telephone Greeting

WHAT
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Stars and Spoons
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WHAT
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*  Star AANTYNLBITHLLE (+10 AZLLTHI)

*  Spoon HAUARNTIRANAA (-5 ATLW)

WHY
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HOW
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Hi Team,

I have a huge STAR to give to Paul on behalf of Marketing & Ops - we had
an urgent request today for some data we needed to provide a Business
Owner ASAP and Paul dropped everything to deliver a same day turn
around! THANK YOU PAUL!!! We always throw last minute requests your
way and need your help to deliver on activities (eg. March Direct Mail out)
and you are always able to give us a hand and get the job done which

makes a big difference to the network!
Kind Regards,
Sophie Howlie

Marketing Coordinator

\
ACKNOWLENGE AIESOMONESSS

ETO I = |

http://culturehacker.com.au/culture-hack-your-companys-telephone-greeting/#more-333



WHAT

WHY

HOW

Pranking, Practical Jokes
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@nE1AI881991N https://blog.hubspot.com/marketing/funny-office-pranks

Caramel Onion Foxhorn Entrance Desk Trolls

Toilet Seat

i

Pant in the Stall

http://culturehacker.com.au/do-practical-jokes-improve-team-culture/
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Meeting Hacks

WHAT
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®* Design an Effective Agenda

https://www.forbes.com/sites/kevinkruse/2016/08/29/meeting-hacks-from-google-virgin-and-facebook/#70f7724883b7



Meeting Hacks

HOW
®* Design an Effective Agenda
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https://www.forbes.com/sites/kevinkruse/2016/08/29/meeting-hacks-from-google-virgin-and-facebook/#70f7724883b7



One on One Meeting
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Culture Hacking: for Innovators
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https://enterprisersproject.com/article/2019/7/culture-hacking-5-examples-you-can-borrow



Safety Brief

WHAT
A A Y A aa ~ 'y 1 @ A 1 ~ o o
*  fanssafiddfitenuanifaudayadnias Tywiwazdssauivlaifganuanalasans
WHY
d‘ ¥ o > vai a e ai ¥
* INad319 safety awareness aﬂw‘sugﬂﬂgumm%ﬂﬁ%ﬂm%
HOW
{0 o 1 o o o @ { o [~ V) {
* asdlsznavfidrary: 2ayaligniinnlavinlng, Snaraii 5 wifl, iisanisdsiawanadasaned
agludnaneziranaay, laiaalsawaslunniag
® Tips
o q' (Y [V} 1 1 1) ¥ 1 [~/ a
*  mMunaaNad msnzannuuaazuiIzen lalignaasinduwaiszanninnli
C\I 45 a\ = U U P= | | q?
* BannnieIzdnualzialiasaueguiinguadilignivae
'YXy A YR o
o Ixvayansusalaivaszylanianmm

]
~ Q

CYIPN { Y ER 1A a ®
Eﬂiﬂ"l‘iaaa'}{lﬁL‘Vi%')']a\lﬂq‘imﬂmquﬂsglﬂ%ﬂﬁﬂﬂ‘ﬂﬂ
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WHAT
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=9 y < Childhood Memory
WIN LWNNIVEANT Pleasing the Spirits
WHY Monuments
Timetable
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o o Y o D - Picture Blocks
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Magic Potions

HOW News Anchor
*  FAn¥1A0819NANIININ hitps://zurb.com/friday15 gg)lxre\ilya_ltzr%sbjects
* @28 Fun in the Sun

* (Un) Tying the Knot Once Upon a Story

« Off the top of your head The Watchmaker

«  What if? Drop the Mic

« Copy Cat Back in the Day
 Flash News Wacky Chemistry

« Marching Ants Disco Fever

« Zombie Virus What Dreams May Come
« First Look Thinking Hat

https://zurb.com/friday15
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Actionable Culture hacks

Wall of fame (Arunwanyigtassdion): arniissunidudiinanuionassanuadisasusonidom
Yo4uAaNNT waraseusatumalaleidu

Office pets (Fniaoaludgiinen): auﬂgmsfﬁﬁﬁmﬁﬁmﬁﬁﬂﬁiuﬁmmu INDARANNIASLALAZAS
usstnAANIDuinsfudnTia

Random acts of kindness (t309mslsitdanniin): duasunmsuaninnuidoonssninnuaaing
atnulusssnens nyutadnculture of positivity

Themed brainstorming (s:auaN2I0NEN): IRATATTaNANDINNENTIAMUATW 12 "Sci-Fi
Solutions" WeanUsznuANNAnASNATSH

Reverse mentoring (TidUsnundoundu): Thuaansiionyiosdue IiFusnuunurainsola
Aendusnliinmaluladiidadulnad uaniniaue insight fiaalnad

Comedy club (#usuuanInan): Jaliinsuassmanuuuioondnnsalauinuasnsioondwiidniinan
Woas A ALY uainee

Silent meetings (UszsuRou): naassdnlszanii idnsdeansritumsidowdluarsdnuaisnusiviniu
nszsuliinsmovaussatdlasaTIny

Art wall (Frunsdauk): Walomaliurannsrinanananudals lufivinnu eindudauiannuén
A3 9AT56 W AUAINAR N

https://www.culturemonkey.io/employee-engagement/culture-hacks/



Actionable Culture hacks

Outdoor meetings (Uszsunatandy): dauszouluanu iioinmnuaadulifuiussam

Learning lunches (15susaonrinsnansiu): uaniwasumnusiazinweswineomsnansiu duasdu
MsiEuuSsiolilos

Hobby clubs (usu): asevusumuanuanlasiudu duasuanuduiusswinaunanng

Feedback Fridays (fsinsazvion): rinuali iuansiduiudmsunsiidonatlounduasneasnaassd f
ManaALatNlAINg duasunsUsuIaDU

Flexible seating (Viitsdiantin): ounnaliuaainsidoniuiivinanusssnuods asdunadoniidu
dusnuarasnInauny

Job rotation (mMsunuPsuan): WalonmaliuaansuuuSsuunuy nwuvinezuazaug [a

Innovation time (anursniIinnssu): a‘fmnmTﬁ’uﬂaWﬂs‘i/‘iN'\uTuTﬂ'i\iﬂﬁa%’Na'ssﬂ“u,azm‘fmns'm

Gratitude journals (Vuvindrwounnt): uasuliuaainsdavindufinussariuludeiiionsdnvouna.

Themed potlucks (D293 140U5EH): InAAINFINDOIT WUz A UMINEN NANHANAANIRAY
DRI VOINN

Praise postcards (nsaaaunat): dsnsavauaallifuilous i uassanuoauasluaIu
WENUINDDININLD

https://www.culturemonkey.io/employee-engagement/culture-hacks/



Actionable Culture hacks

Mentorship program (1usunsuliidusnm): iloanufniuasnswaumaisngn

Escape room challenges: {aliil team-building sessions in escape rooms (sauAuvnOUULATR
Wonauniloananiosfinnds) fidsuaansvinnusnAduiiausdaymuazasheiinsnin (camaraderie)

Inspirational quotes (nwwmmaswuseuuma‘[a) wrsFomnumanil luRuiunanaio nszeuiia

Wellness challenges (A2nsvinmnagiuguniz): sianuvhyofiodaadunginssuaunnis

Dress-down days (uusiannssnasg): Saluisuiiussmuauaunsluudona weliiAaussunaenis
vinauiideuaany

Virtual team-building (nnsaseisadonass): [ghanssuaseiinaionassdwsuiiniagvindlnanso
nszanudaAU vin [KiAnANSEn connection and collaboration

Cross-functional lunches (a¥NsnasTudua89N): IalUTAs5UUsIILOIVNSAA TSI AL
seiiuaRaINAINEaLKNUA [RTUGdAuiusiazuanasuyunosriu.

Internal skill showcases (nMsuansvingzn1aln): ﬁmﬁaﬂﬁuﬁuﬂmﬂﬁmmﬁﬂuamﬁﬂmﬁ%a
ANuaNNsalaNs Wunidmsunissusuazdusunslussdng

https://www.culturemonkey.io/employee-engagement/culture-hacks/



Actionable Culture hacks

Q/

Recognition badges (fhsansiog): Tds:uuihunsoduryudanualiivsuadsuldiiosntosuaz Iiseata
yAaNNsAIsUANANAIEINTDNNTTIARL

Book club (#u5u11i4d): BuausuniivdaluiivinanuiiadaasunissnunarasaAUsny duasu
Ansnwuae intellectual engagement

Personal development stipends (e I831sd1sunsvisiuaue): voulkunannsidu
e [ganalumsignsnousundaAanssumuImNNS AN,

Flexibility hours (@ lusvineudnnan): Wasassu lifestyles Aunnsinardu vin [WTaunaszrninedin
IGEARITE

Passion projects (lassnsiuglu): uasuluaanslavinnudulassmsiaulildunslussdng duasu
ANHARATNATTAkAazANN3AN fulfillment

Team-building retreats (Axnssuasein): Organize off-site retreats for team-building
activities, creating opportuntities for bonding and collaboration in a different
environment.

Charity initiatives: Involve the team in charitable activities or volunteer work, promoting a
sense of purpose and social responsibility among employees.

https://www.culturemonkey.io/employee-engagement/culture-hacks/
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Manchester Patient Safety Assessment Framework

Dimension of patient safety culture

1.

2.

Commitment to overall continuous improvement
Priority given to safety

System errors and individual responsibility
Recording incidents and best practice

Evaluating incidents and best practice

Learning and effecting change

Communication about safety issues

Personnel management and safety issues

Staft education and training

10. Team working

C D

Level

A —Pathological

B — Reactive

C —Bureaucratic

D —Proactive

E — Generative

Description

Why do we need to waste our time on patient safety issues?

We take patient safety seriously and do something
when we have an incident.

We have systems in place to
manage patient safety.

We are always on the alert/thinking
about patient safety issues that might emerge.

Managing patient safety is an integral
part of everything we do.

https://www.ajustnhs.com/wp-content/uploads/2012/10/Manchester-Patient-Safety-Framework.pdf




Level

A —Pathological

B —Reactive

C—Bureaucratic

D - Proactive

E — Generative

The Level of Patient Safety Culture (MaPSaF)

Description
Why do we need to waste our time on patient safety issues?

We take patient safety seriously and do something
when we have an incident.

We have systems in place to
manage patient safety.

We are always on the alert/thinking
about patient safety issues that might emerge.

Managing patient safety is an integral
part of everything we do.

A/1 Pathological
B/2 Reactive

C/3 Bureaucratic
D/4 Proactive

E/5 Generative
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HSE’s Advisory Committee on the Safety of Nuclear Installations 1993




. - NHS
MANCHESTER National Patient Safety Agency

1824

The University of Manchester

Manchester Patient Safety Framework (MaPSaF)

Level

A —Pathological
B —Reactive
C—Bureaucratic
D — Proactive

E — Generative

A/1 Pathological
B/2 Reactive

C/3 Bureaucratic
D/4 Proactive

E/5 Generative

Description
Why do we need to waste our time on patient safety issues?

We take patient safety seriously and do something
when we have an incident.

We have systems in place to
manage patient safety.

We are always on the alert/thinking
about patient safety issues that might emerge.

Managing patient safety is an integral
part of everything we do.

vin lssaadsnanduisasmnulasnsdunod
Al
IsAlsAasosmnudasndouasiuaing
Asedauazvines lsunsesnad mﬁmqﬁﬁmsaﬁ’h
IsfsruusestuiednnsitosmnulaonAs
BN AN
IdnasianusiusuazFilefalszifinigos
ANNUaanAYDDY @’ﬂmﬁmmﬁmﬁu
MadnnMsisasmnulasndosoihudude
ysaunnsos lunniiesiiisnvin




Manchester Patient Safety Framework (MaPSaF) — Acute

Commitment to overall
continuous improvement

01.

02 Priority given to safety

System errors and
individual responsibility

Recording incidents
and best practice

Evaluating incidents
and best practice

Learning and
effecting change

No resources are invested in the identification of

problems or areas of good practice.
If any auditing occurs it lacks structure and there is no
response to what is discovered. Whatever protocols or

policies exist are there to meet the organisation’s
statutory requirements and are not used, reviewed

or updated.

Fborqlﬁtymsblerahdor@md This attitude is
“evident at Board

mhlnaltb:amhmls.

Alow pricrity is given to safety.

There i in place,
such as strategi d committees, but nothing is
actually delivered.
Ibukmorgansamnmamofﬂnwnsks.beﬁevmg
sdmasanbemed’hbalﬂamout

lnddentsmsemas'badhd(mdomsxhthe

a result of staff
errors or patient behaviour.
There isa strong blame culture with individuals
subjected to victimisation and discipfinary action.

Ad hoc incident reporti are in place but
the isati in "blissful i =
mlessmnudemsomuorsuﬁnwsletm
are received.

Thenisahghhhnewhme with indviduals
subjected to victimisation and disciplinary action. No

€an occur

mﬂmhsnwmﬁlecame&
_prusbh.lncdaﬂsmnperﬁm investigated by a
maqurwﬂhtheai'n of domgtlnbook and

kﬂuﬂﬂdmgﬂhedﬁmﬂ!hustigtnnks&omd
but little action is taken apart from disciplinary action

Lo i oA
goodsa’!p o(gaaisaﬁon s recogn| of

‘ 'bwmndebhmﬁnm incidents unless

enquiries.
Theanaﬂaranh::hnnsh papercwerﬂ:ecracks’
and protect itself- thatis
lﬂsbeenmlwhmﬁanzdiadomtbemm
idents. No ct i afteran
incident F o thics dicactud st thie ndiidkish

Acouti ks pedin
response mspecrﬁc dnectrves or an imminent
inspection visit. Auditing only occurs in response to
specific incidents and national directives and does not
reflect local needs. Little attempt is made to respond
o any audit findings.

The bare minimum of protocols and policies exist and
these tend to be out-of-date and unused unless an
incident occurs that triggers their review.
Development of new protocols and policies occurs in
response to incdents and complaints.

Safety becomes a priority once an incident occurs, but
the rest of the time only lip service is paid to the issue
apart from meeting legal requilements.

easing maturity

Frontiine staff are not engaged in the improvement

process and they see it as a management activity that is
externally driven.

Lots of auditing occurs but lacks an overall strategy linking
with organisational or local needs. Staff are overloaded with
protacols and polices (whlch are regularly reviewed and
updated) that are rarely implemented.

Patients and the public may be involved in quality ssues but
this is lip service rather than real engagement.

Safety has a fairly high priority and there are numerous
systems (induding those integrating the patient perspective)
in place to protect it. However, these systems are not widely
d to staff or d. They also tend to lack the

There is little evidence of any impl jon of a risk
management strategy. Saiety sonly discussed by the

ﬂex:bﬂltyw respond to unforeseen events and fail to capture
the ity of the issues involved.

Board in refation to spedific incidents. Any
that are taken are aimed at self-pn:mecuon and not
patient protection.

Responsibihty for risk management is invested in a single
mdmdual who does not mlegrate it within the wider
o ion. It is an imposed culture.

In order to meet financial ints or
set targets, risks are taken.

9

The organisation sees itself as a victim of
circumnstances. Individuals are seen as the cause and
the solution is retraining and punitive action.

When incidents occur there is no attempt to
support those involved, including the patients and
their relatives.

There is an embryonic incident reparting system,
although staff are not encouraged to report incidents.
Minimal data on the inddents is collected but not
analysed.

There is a blame culture, so staff are reluctant to report
incidents. When incidents occur, there is no attempt
to support any of those involved.

Investigations are instigated with the aim of damage
Iirnhanon for the olgamsabon and apportioning

are cursory and focus
ona speuhcevent and the actions of an individual.
Quick-fix solutions are proposed that deal with the
specific incident, but may not be instigated once !he
*heatis off'. Some i are notc

Little, if any, organisational leaming occurs and what

;’;d.:tsmhe placfe’leh::smthe amouxltltgdisnmﬁon
senijor sta experienced. arming s

specific to the particular incident.

Any changes instigated in the aftermath of an incident

are not sustainable as they are knee-jerk reactions to

perceived lndmdual ermors andare desnsed and

d by seni ly, similar
incidents tend m recur

There is a recognition that systems contribute to incidents and
not just individuals. The organisation says that it has an open
and fair culture but it is not perceived in that way by staff.
Being open/open disclosure protocols have been written to
ensure that staff and patients/carers receive support following
an incident do exist, but they are not widely known about or
used.

A centralised anonymous reporting system is in place with a
lot of emphasis on form completion. Attempts are made to
encourage staff and patients to report incidents (induding
those that were prevented or led to no harm) though staff
do not feel safe and patients do not feel comfortable
reporting them.

The organisation considers other sources of safety
information alongside incident reports {e.g. complaints

and audits).

Senior fved in the , which is
narrow and 5ocuses on the individuals and systems
surrounding the incident. There is a detailed procedure for the
investigation process, which involves the completion of
multiple forms — the investigation is conducted for its own
sake and to placate patients/carers rather than examine root
causes and support those involved.

Staff are motivated to review procedures or how the
procedures are implemented, but learning is variable.

Some systems are in place to facilitate organisational learning
and this may include consideration of the patient perspective.
The lessons learned are not disseminated throughout the
organisation. Some enforced local changes relating directly to
the specific incident are made.

Committees and managers decide on any changes to be
introduced, but lack of staff involvement leads to them not
being integrated into working patterns.

Patients are only involved so the organisation can prove to
reaulators that thev have some commitment to patient and

There is a genuine desire and enthusiasm throughout the organisation ftx

A culture of continuous improvement is embedded within the

continuous improvement. It & recognised that continuous
everyone’s responsibility and that the whole organisation, including patlems
and the public, need to be involved.

Such organisations aim to be centres of excellence and compare their
performance against that of others. Clinicians are involved in, and have
ownership of, the auditing process which leads to continuous
improvement. Protocols and policies are developed and reviewed by staff
and are used as the basis for care and service provision. Patients and the
public are formally involved in internal dedisions — making it a patient-
centred service.

Safety & promoted throughout the organisation and staff are actively
involved in all safety issues and processes. Patients, the public and other
organisations are also involved in risk management systems and their
review. Measures taken are aimed at patient protection and not
self-protection.

Risks are proactively identified, using prospective risk assessments, and
action & taken to manage them. There are dear accountability lines and
while one individual takes the lead for patient safety in the organisation,
itis a key part of all managers' roles.

It is accepted that incidents are a combination of individual and system
faults. The organisation has an open, fair and collaborative culture.
Following a patient safet{’ioncidem, a systems analysis is carried out and
used to make decisions about the relative contribution of systems factors
and the individual, e.g. the Incident Decision Tree. This process informs
decisions about staff suspensions and so there is a consistent and fair
approach to dealing with staff issues following incidents. The
organisation is also open and honest with patients and/or their carers
when a patient safety incident occurs that led to severe harm or death,
but does not discuss all types of incidents.

Reporting of patient safety incidents at both a local and national level
{e.g. the National Reporting and Learning System) is encouraged and they
are seen as learning opportunities. Accessible, *staff and patient friendly’
reporting methods are used, allowing trends to be readily examined.

Staff feel safe reporting all of patient safety incidents, includin
those that were prevenr?&ed.lgg:fsf, paptaients andlg their carers are 9
supported from the moment of reporting.

The organisation is open to inquiry and welcomes external involvement in
investigations in order to gain an independent perspective. The staff
involved in incidents are involved in their investigation to identify root
causes and interface issues. The aim of investigations is to learn from
incidents and disseminate the findings widely.

Data from incident reports are used to analyse trends, identify "hot spots’
and examine training implications. It is a forward-looking, open
organisation.

Patients are involved in the investigation process and their perceptions,
experience and recommendations sought.

The organisation has a learning culture and processes exist to share
learning, such as reflection and sharing patient perceptions. There is
Board/senior management support for in-depth incident investigations,
and changes instigated address underlying causes {e.g. systems factors).
Staff are actively involved in the process and there s a real ¢ i to

org 1and isintegral to decision making at all levels. The
organisation is a centre of excellence, continually assessing and
comparing its performance against others both within and outside the
health service. Teams design and conduct their own outcome focused
audit programme, in collaboration with patients and the public.

Staff are alert to potential safety risks. This means that over time the need
for protocols and policies is reduced as evidence-based practice is second
nature and patient safety is constantly on everyone’s mind. Patients and
the public are involved in a routine, meaningful way with ongoing
contribution and feedback.

Safetyis the top priority in the organisation, and responsibility for safety
is seen as being part of everyone’s role induding patients and the public,
Staff constantly assess risks and look for potential improvements.
Patient safety is a high profile issue throughout the organisation and is
embedded in the activities of all staff, from the Board/senior managers
through to healthcare teams who have day-to-day contact with
patients, including support staff.

Patient involvement in, and review of, patient safety issuesis well
established.

Organisational and system failures are noted and staff are also fully
aware of their own personal accountability in relation to errors and of
their empowerment to report them. Integrated systems enable
patient safety incidents, complaints and litigation cases to be
analysed together.

Staff, patients and relatives are actively involved and supported from
the time of the incident. Theorganisation has a high level of openness
and trust. The organisation is also open and honest with patients and/or
their carers about all types of patient safety incidents, irrespective of the
level of harm caused.

It is second nature for staff to report patient safety incidents (including
those that led to no harm or were p d) as they have confidence
in the investigation process and understand the value of reporting to
both local systems and nationally (e.g. the National Reporting and
Learning System).
Patients are actively encouraged to report incidents. It 53 learning

ion and robust exist in order to record best practice
and compliments.

The organisation conducts both internal and external independent
incident investigations that include the staff and patients involved.
Incident investigations are seen as learning opportunities and focus
upon improvement and include patient recommendations. The incident
analysis process is systematically and regularly reviewed following
consultation with all staff.

Learning from best practice is shared across the organisation and
nationally. It is a learning organisation as evidenced by a commitment
to learn from incidents 3|mug hout all levels — from the Board/senior
managers through to healthcare teams and support staff.

Itis a learning org learns from i | and
external information and experience e and is committed to sharting this
learning both within and outside the organisation.

Patient safety incidents (including those that led to no harm or were

sustainable change throughout the organisation.

The organisation "scans the horizon® for learning opportunities and is
keen to learn from others’ exEnences Organisational learning following
incidents is used in forward planning. It is an open, seff-confident
organisation.

d) are discussed inopen forums where all staff are empowered
to contribute. Both individual and c g | learning is evak
Improvements in practice occur without the trigger of an incident as the
culture is one of continuous improvement. Patients play a key role in
learning and contribute to subsequent change processes.




Learning and
effecting change

Communication
about safety issues

Personnel management
and safety issues

Staff education
and training

09.

1 0, Team working

No attempts are made to kearn from incidents unless
imposed by external bodies such as public enquiries.
The aim after an incident is to *paper over the cracks”
and protect itself — the crganisation considers that is
has been successful when the media do not become
aware of incidents. No changes are instigated afteran
incident apart from those directed at the individuals
concerned.

Communication in general is poor; it comes from the
top down and staff are not able to speak to their
mianagers about risk. Events are kept in-house and not
talked about.

The organisation is essentially closed. What
communication there is, is negative, with a focus on
blame. Patients are only given information which must
bbe legally provided and only after exerting a lot of
jpressure on the organisation to give them access.

Staff are seen just as bodies to fill posts. Recruitment
and selection processes are rudimentary. The language
used is negative and poor health and attendance
records are seen as disciplinary matters.
Sizﬂfeelurmmnmad andseeﬂusmmlas'ﬂmm' and
not ‘us’. There is a rudimentary staff policy,
structured HRdE\fdupmenlpngamma‘ld no links.
with occupational health.

Training has a low priority. The only training offered is
that required by government.
Staff education is seen by management as irritating,
time consuming and costhy. There are consequently no
checks made on the quality or relevance of any
education or training given with regards to career

of staff. Staff are seen as already trained
to da their job, so why would they need more training?

Individuals mainly work in isolation but where there are
teams they are uni-disciplinary and dysfunctional.
There are tensions between the team members and a
rigid hierarchical structure. They are mare like a

collection of people brought together under the
direction of a nominal leader.

Information is not shared between team members. The
team operates secretively.

Little, if any, organisational learning occurs and what
does take place relates to the amount of disruption
that senior staff have experienced. All leaming s
specific to the particular incident.
Any changes instigated in the aftermath of an incident
are not sustainable as they are knee-jerk reactions to
pIEH:EI'HEd individual errars and are devised and

by senior managers. Consegquently, similar
|nudEn‘I5tend|D recur.

Communication in general is directive with managers
issuing instructions. Staff are only able to speak to
their managers after something has gone wrong.
Communication is ad hocand restricted to those
imvalved in a spedific incident. The patient is given the
information the organisation feels is appropriate in a
one-way communication.

Job descriptions and staffing levels change only in
response to problems, so there are good selection and
retention policies in areas where the organisation has
been vulnerable in the past.

The atmasphere is of blame and punishment. Staff
support is availsble, but is minimal and tokenistic.
There is a very basic HR policy, but it is inflexible and
developed in response to problems that have already
been experienced

Training occurs where there have been specific
problems and relates almast entirely to high risk areas
where obwious gaps are filled. Itis the responsibility of
the individual to read, act upon and fund their own
educational needs.

Education and training focus on maximising income
and covering the organisation’s back rather than the
career development of the staff. There is no dedicated
training budget and staff appraisals oocuron an

ad hoc basis.

People only work as a team following a negative event
and to respond to external demands. Individuals are
not actually committed to the team.

There is a clear hierarchy in every team, corresponding
to the hierarchy of the organisation as a whole. There
are multidisciplinary teams, but they have been told to
work together, and only pay lip service to the ideals of
team working.

Information & cascaded to team members following
an incident. The team operates defensively and
newcoomers are not weloomed.

Increasing maturity

Some systems are in place to facilitate organisational learning
and this may include consideration of the patient perspective.
The lessons learmed are not disseminated throughout the
organisation. Some enforced local changes relating directly to
the specific incident are made.

Committees and managers decide on any changes to be
introduced, but lack of staff involvement leads to them not
being integrated into working patterns.

Fatients are only involved so the organisation can prove to
regulators that they have some commitment to patient and
public invalvement.

There is a communication strateqy. Policies and procedures are
in place, and lots of records are kept. There is a lot of
information collected from staff, patients and other
organisations but it is not E‘HECII':‘E':" utilised. This leads toan
information overload meaning that little is actually done with
the information received by sta

A risk communication system is in place. but no-one checks
whether it is working.

Recruitment and retention procedures are in place and
credentials are abways checked. The language used to
manage staff is generally formal and neutral and quided by
policies and procedures.

Mechanisms for staff support are governed by a lot of
paperwork and policies. The procedures on appraisal, staff
development and occupational health are there butare
inflexibly applied, and so do not abways achieve what they
were designed for. These procedures are seen as a tool for
management to control staff.

The training programme reflects organisational needs so
training is supported only if it benefits the crganisation.

Mo thought is given to actively involving patientsin training.
Basic Personal Development Plans are in place so everyone has
their own file. However these are not very effective as they are
not properly resourced or given pricrity.

There are a large number of courses on offer, however not all
of these are relevant to the career development of the staff
expected to make use of them. Training is seen as the way to
prevent mistakes and appraisals are focused around this.

Multidisciplinary teams are put together to respond to
government policies, but there is no way of measuring how
effective they are.

Teamwork is seen by lower grades of staff as paying lip service
to the idea of empowerment. Teams are given lots of written
information about how they should function. There are
official mechanisms for the sharing of ideas orinformation
within and across teams but these are not used effectively.
Teams operate behind the scenes and generally within a single
organisation.

The organisation has a learning culture and processes exist to share
learning, such as reflection and sharing patient perceptions. There is
Boardfsenior management support for in-depth incident investigations,
and changes instigated address underlying causes (e.g. systems tactors).
Staff are actively involved in the process and there is a real commitment to
sustainable change throughaout the crganisation.

The arganisation "scans the horizon' for learning opportunities and is
keen to learn from others' experiences. Organisational learning following
incidents is used in forward planning. Itis an open, self-confident
organisation.

The communications system and record keeping are fully audited. There is
communication across organisations facilitating meaningful
benchmarking. All levels of staff are involved, and there are robust
mechanisms for them to feedback to the organisation.

Information is shared, there are regular briefing sessions where staff are
encouraged to set the agenda. Effective communication regarding safety
issues is made with patient and public involvement groups.

There is some commitment to matching individuals to posts. There are
attempts to understand why poor performance occurs, and visible,
flexible support systems exist tailored to the needs of the individual.
Persannel management processes are reviewed and changes are made
when necessary. There is genuine concern about staff health, and good
systemns of appraisal, monitoring and review. Patient/carer input on safety
and staffing issues is actively sought.

There is demonstrable evidence of proactive measures taken in some
areas (for example by using the NPSA' Incident Decision Tree following
an incident).

There is an attempt to identify the training needs of the organisation,

and of individuals, and to match them up. Educational opportunities
arewell planned and resournced and are available from and for all

relevant agencies.

Training and education are seen as integral to the career development of
individuals and are linked directly to other organiational systems, such as
incident reporting. Appraisals are staff centred and are built around the
needs of the individual. Preliminary attempts to involve patients and the
public in staff training are underway and the organisation is starting to
learn lessons from their experiences.

Teamns are multidisciplinary and time and resowrces are devoted to team
development processes.

Teamn structure is fluid, with people taking up the role most appropriate
for them at the time. There is evaluation of how effective the team is and
changes are made when necessary. Teams are collaborative and
adaptable.

Teams are open and may involve members external to the organisation.

Manchester Patient Safety Framework (MaPSaF) — Acute
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It is a learning organisation. The crganisation learns from internal and
externalinformation and experience and is committed to sharing this
learning both within and outside the organisation.
Patient safety inddents (ncluding those that led to no harm or were
prevented) are discussed in open forums where all staff are empowered
to contribute. Both individual and organisational leamning is evaluated.
|r'I'T|rUUE'I'hErITS in practice occur without the trigger of an incident as the
ulture is one of continuows improvement. Patients play a key role in
learning and contribute to subsequent change processes.

Everybody communicates safety issues and learns from the experiences
of others (good and bad). It is a transparent organisation and includes
patient participation in risk management policy development.
Innovative ideas are encouraged and staff are empowered to
implement them

This is an organisation that communicates good practice both externally
and internally.

lob specifications are designed to identify competencies usinga
Knowledge and Skills Framework. Reflection and review (both positive
and negative) occur continuously and automatically.

The organisation is committed to its staff, and everyone has confidence
in the persennel management procedures that include mentorship and
SUPENision.

Patients and the public have meaningful involvement in the
development and implementation of any polides related to safety and
staffing isues. Personnel management is not a separate entity butan
integral part of the organisation.

Following a patient safety incident, a systems analysis is used {for
Example?:n- using the NP3A's Incident Decision Tree) to make decisions
about the relative contribution of systems factors and the individual
healthcare professional. This process informs decisions about staff
suspensions and as such there is a consistent and fair approach to
dealing with staff issues following incidents.

Individuals are empowered and motivated to undertake their own
training needs analysis and negotiate their own training programme.
Learning is a daily occurrence and does not happen solely in a
classroom environment.

Education is seen as being integral to the organisational culture.

The approach to training and education is flexible and seen as a way of
supporting staff in fulfilling their potential. Appraisals are initiated and
managed by the staff themselves.

Patients are involved in staff training to aid understanding of patient
perceptions of risk and safety.

Regular and evaluated team resource management training is offered to
fully integrated multidisciplinary teams. Team membership is flexible
with a horizontal structure. Different people make equally valued
contributions when appropriate.

Teams are about shared understanding and vision rather than
geographical proximity. Team working is the accepted way in the
organisation. Teams are totally open, imvolving members from diverse
organisations, locally, nationally and even internationalky:



AHRQ Hospital Survey on Patient Safety Culture (SOPS) 2.00

Composite Measures: A composite measure is a grouping of two or more survey items that assess the

same area of culture. The 10 composite measures and 32 survey items assessed in the SOPS Hospital
Survey 2.0 are;

v =] | * Teamwork (3 items)

v=1 |+ Staffingand Work Pace (4 items)

* QOrganizational Learning = ContinuousImprovement (3 items)

* Response to Error (4 items)

* Supervisor, Manager, or Clinical Leader Support for Patient Safety (3 items)
* Communication About Error (3 items)

* Communication Openness (4 items)

* Reporting Patient Safety Events (2 items)

* Hospital Management Support for Patient Safety (3 items)

* Handoffsand Information Exchange (3 items)

Additional Measures: In addition to the composite measures, single item measures included assess:

¢ Number of events reported (1 item)
* Patient safety rating (1 item)

* Background questions (4 items)

https://www.ahrg.gov/sops/surveys/hospital/index.html



The AHRQ Surveys on Patient Safety Culture v 2.0

1. msvinnuiduiin (teamwork)
A1 Tunbhoaud svinausnsuduiinfifivszansdna (effective team)
A8 Turhananinugs i lumihsauiasshumdeduuazsu
A9 fTaywiAsndunndngsui liiensnliAssadiu (disrespectful behavior) Tagsfiivinaulu
wihoauil
2. msAnnuvinnunardnsun (staffing and work pace)
A2 Tumbhsouil i dsauiisawoiiazsassuUsinanu
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A5 wmihsnuilodoiimihiithasn idwmiihiiass niordmihiannmeuaninaAuly
A11 E‘J”m'swmul,fﬂ”ws[ummmwuﬁmmﬁuvlﬂauﬁwa‘vmawiammﬂaamﬁwawjﬂm
3. MsIspusvUotsAns-nNsitNUNatNasioLilos (organizational learning-continuous
improvement)
A4 mihsnuilnumunsuumsinnwReRasana e dulunmsusuwasuliiianuuasasdy
Badu
A12 sl finsUsafiunswasuulanieUsuuaenudasadsvesdthoin duasiieds
A14 wihoauil Uaesldaymanuuaonsdiding Aadududrdnsn
4. ANSMOUAUDIGDAINNEAAWAT (response to error)
A6 ﬁﬁmmmﬁ FwhiisdnnanuianainvssnuazgntinundanmsAuny
A7 LJJEJJJﬂ’\‘i‘S’\EN’\HMMﬂ']‘Sm sz Lﬂmmm%’ﬁmﬁammswmmﬂammma i TsIeymn
A10 Luatammmmwmwm wihsanuiasfiuinmsoug snaihnssiuiidiuana
A13 dtmirpeuil lifinsenomdod iAo dostuanuien aﬂum‘sr@ua AUl
5. msaliuauuwad nsans usnis Wiin
B1 fmsnanns udms gihvnemailn asiansandaiausuuzwaadmiihiiioUsussmnudaonsdy
GRIGIA PO NEEAEN
B2 #msans fudmis suinvnemailn dosmaltisvinanuliisdulusninednluaiseson ulasdos
Andunou
B3 wm1ans fusmns sihvneeadin asdovineslsuvetnadislssunmnudevininaiisduana
UasaAuwoaie

6. NsdoansAnuinwas (communication about error)

C1 L‘i’]vlﬂ‘i‘Uﬂ']‘i‘UEJﬂLaﬁ‘ﬂauatﬂﬂ’)ﬂUﬂ'ﬂNwaad (errors) Sﬁqmmmus[uﬁmmwuu
Cc2 LuaLﬂmmwwmwawﬁ[uﬁmmwuu L‘i’]Wﬂﬂﬂﬂuﬂd?Sﬂﬁimawﬂadﬂules[ﬁLﬂG\‘fJ‘LLEJﬂ
Cc3 Mﬁu’lﬂﬂjuu L511Q5U11034uaLﬂEl'JﬂUﬂ']‘iLUaEluLLUa\i‘VILUuNaJJ']QWﬂ‘S']UQWILLMG]ﬂ']‘im

7. nmsdaansnianing (communication openness)

C4 bt Tumihsawilanansa speak up Wewuinudsuwedwiionaazinasuay

siamsguanile
C5 Wit Tumihsauilas speak up Waingiifishunaunnninvinunsesnei bivasass
dwsugihe

Yol

C6 matmwmms[uwmmmu speak up N‘VIJJE)']u’]mﬂﬂﬂ’J’]QwLUmTQ‘fUWQﬁ'EM’Nﬁ'Q'Ja
AenAuamnulasnduvasithufininiunuanioan
c7 Lammﬂummmmuﬂamavmmm.mmammwmqmmqamﬂummaq

8. msmm’mmmn’rsmn’nuﬂaamnﬂ‘ua\mﬂau (reporting pattent safety events)

D1 umimmmmmmsm‘uaumeﬂm WafimsnsvinfananaiAndu us ldsunisnsiany
LLaWLLﬂ‘ylsuﬂaumwmm@my

D2 fimsnunumansalvosisde TunsaiimsnsvinfawanaiAndu deshgihe i
TomaiAasunosiorfihous Lida

9. nMsaltuauuYIussissnsuadmsuaulaoasuwagihy (hospital
management support for patient safety)

F1 msnssinwssdudms uaadiifiuinanudasasdsvesdthoifuldosddnyasan

F2 fusmslssnsnunasammvsnennsiiiisanaioUsuusiiiAnanudasadssasdihe

F3 guilouinguimslsinenunaaulaluanudasasdovsithe soiiaidamansal i
Usrasddn

10. nsassionunazuanilasudoyadnnans (handoffs and information
exchange)

F4 maum'imaaumEJmhUmﬂumwuﬂﬂaﬂﬁmwm muamnmsmﬁw ANz Neen
Bau

F5 s:minensiddsuns doyanmsquagthofiddasinazanviau
F6 sqninnswasuns dnawwmsanadmsunisuanilasudoyamsguarihuiddey
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SOPS Hospital Survey 2.0 (released 2019)
Manchester Patient Safety Framework (MaPSaF)

Topics Covered by the SOPS Hospital Survey 2.0

Composite Measures: A composite measure is a grouping of two or more survey items that assess the

same area of culture. The 10 composite measures and 32 survey items assessed in the SOPS Hospital
Survey 2.0 are:

=] |* Teamwork (3 items)
%=| |+ Staffingand Work Pace (4 items)

2=l |+ Organizational Learning~ ContinuousImprovement (3 items)

+ Response to Error (4 items)

+ Supervisor, Manager, or Clinical Leader Support for Patient Safety (3 items)
+ Communication About Error (3 items)

+ Communication Openness (4 items)

* Reporting Patient Safety Events (2 items)

+ Hospital Management Support for Patient Safety (3 items)

+ Handoffs and Information Exchange (3 items)

Additional Measures: In addition to the composite measures, single item measures included assess:

+ Number of events reported (1 item)
+ Patient safety rating (1 item)

+ Background questions (4 items)




1. Commitment to overall continuous improvement arsjsiusaniswaiunacineaatilas
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1. Commitment to overall continuous improvement arsjsiusaniswaiunacineaatilas

a. Attitude & values
¢ Jausssunmswaiunatssiailoslsey Tussdnsuandududdydmsunisdadulalunnssiv
.« asFnsflondnualiisiusa
o PuamsuarHUHUuRNBINANNAIERSTETN
.« ynaussninidasmulasnsiua lula
.« ynaudusisiolomalinanuidss
b. Organizational policy
e fdnmsAumn lomarisiuiuazsfiinasaouianAndaym
o« Tusunsumanumu/asnadoulassaiiunadne’
¢« Usufuuanlipuiisunanissfliunnssiuamnuidssnasninan
c. Management behavior
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.« FudsUsafiuanudasasuuas [gianisusafiuiiovinumu
d. Staff behavior

U

o FUATGOwdn Tathnanswazauaanis

v
U a o/a

o pujusnuddrusionisussailviang
. FufTRulfURuDdonattnnsesaTusTsuend laslidesondudiio
e. Patient participation

o prhouastszrnouwnlfidusivedwfianununslumsiidedniuuazdonaasiounau

e <
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1 o i Q i i A .
ANV WADNIINRAIWIDELNIAD LAY (Commitment to Cont. Improvement)

_ 1. anusinsiusianswisuunasngsiotilos (Commitment to Cont. Improvement)

Worldview (what is real)

Beliefs (What is true) naWaunatssiolouluntihisuiavousawmnal AAAWITUASIEUNNT MiAuaR

Values (What is good) isNuA STz Jaudunadnsiiluas unaussminisosmnulasnssuazfiudisionnu
\devagnaanian

Feelings (What is enjoyable) auaauanuazaNnuUasaduduizos 9o du 6 dgw
fimuavuaznssiiososulunismn lomariaun smaue sHuasdie uasfuanuadisa

Behaviors (what is done) NANFATNAIMNIARDN AN UAUUAITWEN N shuuluuny NSWENAS ANSNUYNIL/ASIREDU/HaeNa/
Uszfiusuiad sruuussadla niitniaus nMsosnswna Msidagontos

U

usvns Walasudsdamuazdolauouus duadunsusafuimoUsulss ssuanuaanis 4

MRV AdUaYY BIDLAAD a'%”mLmaﬂmv’”\laﬂﬁﬂmmammaLﬁaq

wﬂg‘umm ‘SU‘I/I‘IJ’]‘I/IMIL"I‘VI i aithrsnsuazauAIants 9onLULLAAAUANSYNIUTDIALLDY
IWOWARNSTIA UQUMM’]N‘UGH']WLLG]LLawLLu’JUQUGI‘VI'&]G]‘I/I']‘IL’J Tnangruisnmsesaidusssusns

Uszifiunulosatsiolilos ‘mTamaLLazawawmmﬂauazmmﬂmm liazaudoiunsguanso
AsvinUfida AL

HihouazUsznau Jausuilidoyaasioundu doAnfiuuasdolauauus
Artifacts (What is collected)
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2. Priority given to safety liimaudidauduaulaaanda

A. TaauddyAuisosanutasasuos fssuvusmsanuidssetiadunagunsiazinnienssunis usl liduanis
sfiuaulag asdnsll s Twanuld lasuanadssuasdondivayrvsoatdinnsalidadu nalnvnadssriuasshsls
B. Usufiumnudasndvazgnudusndunidefiavfinsaldu usimndeAaz |l ldvihezlsuntiumsussuuanudorivua 4
nanguMsnnagnsFuUsnsANNdssasgnsUfURtes dnmawerpiulusduusrsdiefioviinsalifindu nsinna
sinae 1 I msutiasriunuiosvasasdnsust L 8T [iiretloarugthe Basanuidssasgniisnidulsafiufiionovanadsio

% o

FYINAANNATRUREOTNURINVDIRUIBNUTNA AU U UNIAFZVNTY

C. fmsanuddnluisasmnulasasuvassihofoudean fssuumsianisiietlosruiivarnratosinviainisla
yuNowwelithe aenalsAmustuusinangaddnszaoeh lufauaansnuvisnsnuymu funlinaznaanuiantulie
povanadsiomnMsalfl imafauas llaunsadamsdaymiidusoulsd anusuRsveuluszuuusrsandssed Tu
sesruummadali lsysaunnsluvivisesdng fdnwaunduimusssuuuurinuadu

D. L%'aqmmﬂaamﬁm"lﬁﬂ'a:mﬂmﬁqam‘“ﬂﬁua:uﬂmﬂfiﬁﬁmuﬁ'wﬁﬂuﬂfaxlﬁuua:ﬂﬁzmuﬂﬁmaqmmﬂaamﬁy el
YuBULATIFNTEN HauAsdadussuuusmsanudsedl msianafithnunomietlossuithodundnll leiietloarsu
AU ANNLEBRTn AU Usafiuuasimsugusnisiiednnisiudasn SnssuiumsiissulsuRavoufigaan §
AnnsANEseraRy waslimsusmsanudsadiuunuvaddaveuinisunau

E. anuvasasufoiduitmansdddsiusiug saseedng aAnusuRaveusuanulasadofoliuunuvessnaulu
asFnTVissothularNTU UAaNsHnsUsaduAaNudsaianin lomanmuiogwaiaue amnulasadovaaiithode

DuisosdFeyvesasdnsua WidiTuAanssusiguasymannssausiszsivusmsivaudeg AU usiaufugihouazyunaing
avatvauuiiy dmsiamsielithefdusiluUsadiuainuiges
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2. Priority given to safety liimaudidauduaulaaanda

a. Attitude & values

anuUasnfuluamnusuiavoutamnau sINsEThouazszonouinly

b. Organizational policy

anuUasnfululsesdfryaeanvasasdng (safety is the top priority) lifiduws
AuamNUaaasuilulsududAayidanagns

finsawmu (MSRuazsnennsdug) Bosanulasadoiitaiau WonsuAdaym
IRISTEN

fanmwsinanuis Tuud nat uisnacU AU ANNLASLA

c. Management behavior

Husvsduasuiimnudasadululsaduiisled TuAanssuvesunannsnnau vn
F2HU NNAIWIY

Jusmisunsssuuansanusisiuluiasanulasndy shonisnssvinuaznsIasunas
HUsrafiaeuauAnniainEue

anulasasuiduiiisosusalunnnsuszau

d. Staff behavior

HUAURNuAnnsaldeaudssiid lonaidndulunnAanssuiiasin
HUAvRNuasminluasunsainsimininAidundafuanuidsses|s
Hugudnuldunlonaniaznsfuizosmnulaonsds

HUAURNUN9 lamausuUsliiAnanulasnsuatnasnina

e. Patient participation

Hihefidusiulumsnumuidosanudasasuveassie

uw.aiiail gnudna 3 Aguian 2553 138UL38931N Manchester Patient Safety Culture Assessment Tool (MaPSCAT)

9. nsaluAUUVUFTNS
Tsswenuadnsuanulaonsis
w48 (hospital
management support for
patient safety)

F1 Amsnssvinvssudns uandlw
WindnanudasasuwaarUe
\DuisosdAnyasan

F2 gusmslsansnunadnm
NSWENATAABINLND
UsudsdliiAnmnudasnsis
VIBNAfNpH

F3 qudouinefusvislsansnuna
aulalumnulasnfuves
Jihe sowlaiinmanisntld
RaUszasddu
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. MslANuaIAUAUANNUAINNY

Worldview (what s real)
Beliefs (What is true)
Values (What is good)

Feelings (What is enjoyable)
Behaviors (what is done)

Artifacts (What is collected)

mmﬂaamﬁuL“TJumm%uﬁmﬂtiaU%NMﬂﬂu 'smﬁqﬁﬂwuazﬂsxm%uﬁﬂﬂ

anuUasnfufuisasdAnaianuedasdng (safety is the top priority) laigigesdudrdynin
nnAunsrinizosmulasndouazfudisioanuidsatnasainal myiawadithwunaauniles
@U’mﬂmwaﬂﬂﬂaqamns

24Ans AnuamNtasasuidulsafudAidinagns n1sasmusunsRuLamnsnennsdug
WomnuUasnds fsruunmsinnisiiollosduiinarnnaty AANsInanwasvinauiis (Wansaun
AN WSINARAT AW ANNLAZLR) m'mi“uﬁmszfaﬁ[umsu%mﬁmmL?{mysmwrn's"lﬂ‘i/hﬁmﬂ“ﬂi
finss:uunuvninfiuazisuRavauivaian

HusvsuaasanusisinluisosmutasadufisnsnssvinuazmMsiaBunas Imnsnennsimeane
wWalsuusliiAnmulasads duasulimnudasaduflulsaiuidses luAanssuvasumainamn
AU/MATERU/MNEIUNY famuanudniiisasmutasasuosnsainiane ussaauaoass
Duvhdausalunnnsuseas o

HUAURNU mamsalfennudsdunnianssuiiazin assminluanunisalnsminnaidandey
Auaudssesls Tounlemaniazaufuisosmnulasady Usafiunaznn lonmausuuslviAaaanu
UaonAuad WaHLEuns

Jihofidusulusosaudasnsdiy

wn.aIal gnTAna ANTINNAIINUTUILTAINUAWIDIUNEILIA (NUAWUT 2567)



3. System errors and individual responsibility 2iadanarauasscuunazanusudazdauuaiunaa

A. Wiuhavimasalifumnulands wazatuaninilonnANsAUANYIRIANST IATUINTIANNRANAATIUAAINS
wazaUiduveithy fimusssuvasnsnanivesounna vin andumbouazsfiiunnsuneiie

B. asfnsuasneuadumbovasan unisal Ummﬂsmumm muumsuﬂﬂﬂmmamsNﬂa‘U'ﬁJu,a *ATadlvie Lol
mmmﬁmmmuaﬂmmmwmmﬁ[umﬁmLLawLﬂmmﬁmmwmmmvmwm

C. fsuulumsiamsrivarinisal ssdnsuanneauiimusssuiidaniauandusssuus aunsasus s laonsduea
WAAHRUUAAINS LwasiﬁqﬂﬁﬁaammﬁuumﬂsuaumwmmmﬂwavwmﬁlmwmfimLLamwaqLﬂmaummﬁm gt bl EIud
suvsuilueaerssnaldldusy loelannnalni

D. Wufiwansuiavfinsalidinannnalnsiudusssuanauazsuy asfnsdimusssulunmsidaniie Wusssu uas
humdaderiunaziu WefoUfinsalfudithoasfimsimssiiazasunainidaanniassideszuunieannsiuana 1w 19
incident decision tree nszuNuANSHazuanNanssindu vih Tinasfunsuiumsidusuuuandusssulunsdnnns
Jeymnasunannsidioinatfinnsaldu

E. Uﬂmﬂfiﬁ‘umm‘mLLavm'iu%“Uﬁmmwiammﬁmwmmmﬁﬂﬁ%ﬂmfim%‘mwﬁﬂumfimmm FNFYSOUINIFFUUAIN
Uaamﬂwaqwms FosouEun uvnsETuaGaA NN KIeiED L UAaNNg [ie eyI6 JJEi’JIL'i’JﬁJLLa”VI,G]‘iUﬂ’]’i@LLa
wmmmuwaqmmmmmﬁm aqmmmvmumaqmmﬂmﬂmqLWW’i@ﬁ[Mwmﬂlﬂﬁ[a aqmﬁeﬁaﬁmymawms WURUIA
el Tunﬂﬂﬁmmaqqummﬁm "lmw:a:a;w,m'i:mﬁ[mﬂmu
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3. System errors and individual responsibility 2iadanaraaavszuunazarusudadautasynna

a. Attitude & values

« human errors anansailesrfulddrsnseanuuuszuuiis

o flusssnmavasanuidanivuazanuliifiordola (openness and trust) Tuszsiuas
b. Organizational policy

.« ysanmssruuetinatfinieal Asaasuu nsaniles mMsuumunosaiou sniesedsiusu

o sjaiudsuusatadasdAnsstsuuIneaiifuszuy

« duadu just culture UAvRsioAuinMatawNzaN IasusnLgzANNRANAIAANNTEUY AU

waiinssuioonsuls |6

o Walauazsiladudihudssueifinsaliiidadud
c. Management behavior

¢« RusmsduasulETinnsnadeuitasmulasnfuataNnEND

. puamsanasulETinsUsuUsns:uunsvinnultiesensvinnuiivasnsds

.« Ruamnssuisdayaannifondosruatifinisallaslisiuiiniananlve

.« FudrmalanuthomdouasifenuuiiAnndasfionainanuaianannatfinnsal
d. Staff behavior

. JugvRNuianunsinlunszuIuAsineuiieanuuuly

o NUHURNUUHURMNNNIu T URAAND

a o/a

.« FufvinussminlunmszsuAsveuAsIAuAmNARNaIRse wazlFSUMSIEsINAITiRsT B
.« FUfvRNUsgavinnusassmineulianinsavin lfesnslasnsdy

e. Patient participation
o HihouazAsauAIRAIUIND L WNUTITY

. dihouazaseuasildsuanushoimndasusisuusnidaiinmannsal

Q/

U eanAUSHAYN NASEAUAMINNTILIS

e

¢

e €

e <€

(s

uw.agﬁwﬁ qn‘gaqa 3 ﬁqmﬁu 2553 138UL38991N Manchester Patient Safety Culture Assessment Tool (MaPSCAT)

5. nsaitvaunda
K5M53015 U315 K
B1 g®533n15 )JUdnns
WNUIMAATA 2
WNFTUTDLAUDHLE
IONERUN Rl E!
Usudmmnudaanny
RV pHEHRNOESBE
B2 p®m5713n13 )UaHIS
WUV NAATA B1D9N1S
Tsvinaulmisaulu
s nataluaisasiiu el
Asfosdndunon
B3 ®533n15 )JUdnIS
N NAATA asiavin
oz lsuvasviialdsu
NIULHNANA
AAUANNUADAAY
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3. yuNouIsaIsruUuaunna (Perspective on Systems and Individuals)

Worldview (what s real)
Beliefs (What is true)

Values (What is good)

Feelings (What is enjoyable)

Behaviors (what is done)

Artifacts (What is collected)

ANNUaaaAuLARINAATFALUUS UUNR waz mindfulness wasmuvinau
gUifinnsalifinannnalnsudusesunmauasuy

ANuRanAIDasnuTanusailesriuldfsnmseanuuusuuiis Amnudednduazadilasiagiuuas
AsaUAsY IAsAAUNsTanig Wusssu Thumdariuuazdu

flusssnmegasaNulaniauazanuliiiodola (openness and trust) Tusssiuzs

avAnsiuinUsuUTURIBasAnsiNalosrumnudos daadu just culture (MsUfuRisiomauring,
28T USTIN IANNZANANOHNTTNVDIUAAA) USaUINANSANSAWMNA (QURNSaL A150350U AG
AN ANSNUMBNDITOU) INDNANFIAT WA NAARALNANTENUDDIAINHLZ LY

Juss Welauazddadugthoiddugifinmsalfiidadu i@sunddwuaainsnoanuatfinmsal $u
Wedayaannifondodaslisuiinionanlve dhumdsyiAundasiionamisnanatifinisal
Anasulfinnsnaadeuisasnnulasnsuatvainane duasunmsusuUsenszuiumasvinanuliing
sionsvinnuivasndy AansandalausuusioUsuUsmnulaonsdaineaseds asdovines s
ysatnulasunmudoriedna

DT‘IJﬁﬁﬁdﬁ%ﬁi”ﬁﬁﬂi%ﬂi”ﬂ?%ﬂ'\‘iﬁE)aﬂLI,‘IJ‘IJVI,'SJ Uvdenungsudsuuazafie § mindfulness
(Tasasey mensal inspundon mg wile) Tussinemsvinenu neavinnudasziininaul

mmsamvlmammaamm 54\1ﬁmﬂnmmawmwmaqavmﬂmwﬂluﬂaasmU asziAlLASY
SURATOULALIAUANMNAANAIAFINY LAzAITTIHNY

Jihouazasouasiidusmeteudedn Idsuamnushmdossusisuusadoinwnnisal



4. Recording incidents and best practice
AN531eUALl R nsalariunatuINUlHiiGna

A. fszuussanuadinsal usdulna Tuasdnsdeinuuy “madhissou” snriuaviinmsaliisuusamionsdl lfsunssoadou
N30 NN095D

B. fszuunmsssanuatiinsalivuiasuiiadu uazurannsid anald lalunssoanu ddoyatiosuaszaalalsinun
e SamaiTausssunisnanlnwih Tkurannsliesnnazsonu dilifissuufiasshoaivanunsoasanusiulalung
T

C. fszvvmpanuavimsalithdunarsuuuldsudonuisinissosasnsanduavasuuunasy Sanuwenenunssul
yrannsuaithe s uatfinsalsmvisUsaaniiifouiAaduusigninnsnon visilvin lisumansuazithesdndasaiias
FeU 29FNSENTLUINedU lunssusToyamnutasasuduuulufunmsssnusina nigudasasuu NsaTIadou
Wusin

D. dmsnszsuwaz aﬁ‘uauu‘f[ﬁ’swmmﬁ'aqmmﬂaamﬁmaqﬁﬂwﬁﬁvﬁuam’nsuavswﬁwmﬁ(miunational reporting and
learning system)shovih biifuindilonalunsisend fansinnaln “enusudorfudumion” inTgiBuuuvnenssduns

‘swsmw,wam"lﬂ54msﬂswmuuavammwmumw Uﬂﬁ’]ﬂ‘i‘iﬁﬂﬂﬂﬂl’mulﬂal’maamﬂEJ‘VIQJS’]EJG’]‘LLTu‘i/IﬂU‘SwLm/I‘UOGOUmﬂ’]‘im
‘numqﬂﬂuﬂmmﬂamu"lm MyPang Wuswaz wwm"lm‘umsmLLamLmemﬁmm

E. ﬂmﬂL‘Uuﬁaqﬂﬂms'ﬁumTumSWﬂmmaummsmeﬁﬁmmﬂaumLﬂauLﬂ@mmLLaWUﬁvmmmﬂamuvlm L‘LLENQ']ﬂN‘i’]EN’]‘LL
hTa wamiulRluszuunmsnumu Msiee e LasuisRaeYaIM s sNuiNsos i UDIRNInI oS UG wmaﬂm‘u
ﬂ’]’iﬂ’iWG]‘uTWﬂEJQWILQUG\ﬂ’]‘iﬂLGﬂEJ WUDIANTAINTIRD UG L‘LJ‘LL%‘U‘U‘VIL‘USJLL‘UGL‘V\IE)MWTM%@@QM@MﬁﬂLLﬂﬁO‘iUﬂ'\‘i‘ﬁﬁJL‘UEJ
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4. Recording incidents and best practice

=

AN531eUALl R nsalariunatuINUlHiiGna

a. Attitude & values
o sfulalunszuunisduaiu (investigate) uazdh lapauavosnns
ununslnasdnsuassiontiisussiuTNf
b. Organizational policy
¢ fsruumsnuatinnsalii e Whisine Wuenudu
«  JsuuiatiuiinisuAURAG s o uasdnsuansisaug
c¢. Management behavior
.« Pusmsduasuuazineianisnsanuatfinisaiiannsifiounans
o PHudmisdvinfiidaulnsion1ssuns U B lEinsallaziie LDy
Wane
o FudmsdeansiiuvRnunsunssanuiugaiin luTsuss loand
Tunsususeeslstg
d. Staff behavior
- JUFvRNUSIBUarRnsaluannsfounainasaluiasund
(second nature)
.« UjvRNuianuauslaiiazssanuaiiinisaiuannsifounaia
Taaldgasrinainazgnsni
e. Patient participation
o Ftholssumsduasiiissanuatimsal

uw.m\rj"wﬁ qmﬁqa 3 ﬁqu’mu 2553 138UL138991n Manchester Patient Safety Culture Assessment Tool (MaPSCAT)

4. NMSNDUAUDIHDANNAAWAT (response
to error)
A6 Fimhsanuil iwihiisdnienuiianaie
VNHUAHAUINIAINATAUBL
A7 dadinmsnunuwnmasal auAnanugdn
mﬁammmmmmamumﬂa "lﬂﬁﬂmm
A10 L;Jalmﬁmmmwmwaq ﬁmmmummmu
finMsiBuug innainAsshuildiuana
A13 dmhoaudl Liinsthomdadwinii
\AuntesdumnuRanadunsauagiie

8. s nuInNIsalaNUIDNASVD
tit8 (reporting patient safety events)

D1 finmsnsnuwamsalvosiasdla Weins
nsVNRANANAARDU UH IHsUNNSATIANY
wazuA lonouiazdesiiihe

D2 finsnonuwamsaivosisdla Tunseld
nsnsvinRawanalAadu dwsheithe &
TomaiAnsunsusiontous LA
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4. mﬁ']ﬂmuaummsmuaﬁ'suswLmamaﬂgn
(Recording incidents and best practice)

_ 4. AN5BINUIVAANTALUAZIIVIHUUINWUHURNG

Worldview (what is real)
Beliefs (What is true)

Values (What is good) anANTaIM I udslonalunsifausiietlesduatfinmsalvinuaasisndiu

dafinsmsnu Asignssnudedidam Lildduana

Feelings (What is enjoyable)  siulalumnutasadufiazsnuatinsalnnus=nn nAszRUANNTULSS
sulalunszuunsunumuatiinmsal Ndesiudinnsisousinnninmssinnisiuana

Behaviors (what is done) 24Ans InlTszuuT B uarAnMsali (96 Whase Wuanudy Suuivedu Tunnssug
atfinsalfouuluAuMssIBnu (1gu Fo3458U NsATIREaY MsUUNUNYsAduw) dszuy
TuiinIsUuRnaNailuasdnsuienIsisuus

a v/a

usys duaduuar [vneianismoau fvindiBsnnnsonissunsussau deansWiufiusivsuin
sanutugnin lu T Tumsusudgeeslsis

HUAURNU shenuatiinsaluazmsifeunaniailuibosnd kisassnainazgnsnil
dihaldsunsaaasulnsanuatinnsal
Artifacts (What is collected)
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5. Evaluating incidents and best practice
n1sdszivalian1saitazrisn1sUHfUa NG

A. avfinsaluastosoassugnanlilinsy avdinmsalsne ldsumsnumueinefiRulasisuAsveusssivadlas it wunoieta
UsufiunanAudouly doyaansauwmad ldannmsnumuiimsiziazgnifuliinnninasihunvsulssniunguiisosdansmnedtouas
Fasdnnsdoansinasu asdnsUsaavililsddesinsufvavsgRemnudasssosadthalisus ldunnitn

B. mavuwnudiihwinsieasmnudsvnuvssasdnsuaznszangmnusuiaseusamansal luudnsgnnaiilye nMsuumuasvinetng
AsuaznalUAma nsalnssintazmsnsvihvesyamavitu (Tuanununsin bigdaduwnedonsingis) AszuIUASKUUEILAEIU
asUddithminowednnmsmansalianizvintdu veesansuuud llanysal

C. Wsufevausssivasdlunmsnuyiu lasguisshymmana:tadunedaniiAsndes fsuanduaveinssuiunsnuyiudadsidoiu
mMsasssandualuuuunasusing mMsuuvnuvinieyUs: luelosdnsuanioUasulowfthosnnninfiasnawasinuasaiuduiiisdos

D. aam“m@miamas[ﬁ’ummamUuaﬂz’nm‘iﬂ's'aﬁ[uﬂﬁmumw,l,a:ﬁaﬁhmuLﬁasfﬁ“lﬁnmmmmmmﬁu yAannTAstefuaUiinieal
ﬁuﬁmuéaﬁ[um‘imumummmsﬁml,l,axﬂsxlﬁuﬁwﬁfyag huanswasmanumwiaiinnsiiousannaviinnsaliaznsdusud
naawalis Foyaannnmsnsnuatinsalpnin lWamnsiuasuenuunlin daafilusessiuazdrnanszuiunsiinousy u
asFnsinaathrinsludhanih Wanaresudaiazlglumasronun fuhsddiusnlunssuiumsnumuLasINLaRINTS U oIaULDY
Ussaunmsalsnvisiauaunasvasdoiauauus e

v
=

E. aam“ﬂsﬁmsiﬁﬁﬁqmfimumumﬂmaf[uuazmwumumﬂmyuaﬂamqﬁaﬁzeﬁa‘nuLm@’ﬁﬁmwﬁmﬁama:@’ﬂwﬁw ANSNUMIULAATT
ssdnsfiolfulonmavesnszuiumsisuusiasilufinmsusuUsainsisdoiauauuzanngithoss mMsinssitoyavinetnalussuy
LazasinLaNe mmﬁﬂﬁﬁmuﬁ'aumﬂummﬂ‘ﬂmmm ﬁm'sl:‘%ﬂuﬁ’mﬂLLmU;‘jﬁﬁﬁL“flul,?mﬁuﬁaa\m‘”ﬂsuaﬂuﬁzﬁumﬁ WUaIANIUAINITIREUT
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5. Evaluating incidents and best practice
n1sdszivalian1saitazrisn1sUHfUa NG

a. Attitude & values
«  Asdualugudinisal (incident investigation- RCA) Dulomaisousuassaniniinsusulss
. ummmuummwummﬂaumm'sﬂﬂmWﬂ?m‘u SN UEIALLNTINANT WUSAIFTFLH U "lﬂmmumuawﬂwuw
Ufs\mﬂ'{[umyauuauu
b. Organizational policy
* uplaeis AE response team iwalfinnsnovanadsio AE atinamianzau
e fiszuunmsduanuatifiniand (incident investigation-RCA) Mifludas: lnoumainsuaziihofiaiusu
¢« AszUMSIRTEWaURnsalidmnulussuuuas Idsunmsnumuetsatinaneandayaii Isannnns
UanenizanuumaIng
e finsudsuannsisnsUfURYRS viansluasdnsuasivasdnsansuan
c. Management behavior
o pusmsativauulidnisvih RCA snudarinuas
o pudmsiUuuuvasdlunsithsin RCA sus ashsussenniaiis Untlesdi IWinsshniisu
. gusmsatvauultiinaves RCA snUsuusszuulasldundn human factor uasndnnsiiued [9i0uaugnans
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5. n13sziinau@an1Ine (Evaluating incidents)

_ 5. amsusudualinisal Evaluating incidents

Worldview (what s real)
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6. Learning and effecting change
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6. Learning and effecting change
A1siaausiasvinlitAan1sidaauunilas

a. Attitude & values
o IDUDIANTUAIASIZUG
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b. Organizational policy
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continuous improvement)
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6. NIFLFAUWIUATNLWENANITILURSWLLAI

6. mMsispusuanin Tiinansiwasuudas (Learning and effecting change)

Worldview (what is real)
Beliefs (What is true)

Values (What is good)
Feelings (What is enjoyable)
Behaviors (what is done)

Artifacts (What is collected)
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7. Communication about safety issues
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7. Communication about safety issues n1sdasnsilsziduaruilaaasia

A. Attitude & values

B. Organizational policy
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D. Staff behavior
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C1 mIssunmsuaniandoyaifsnAuanuianas (errors) Suaadulu
wibauil
C2 dlaiAamuAanasdulurionuil iweanuAudisisnsiadtieariu
liTwAsdusn
C3 Amihsnuil i ldsudayafsndunsidasunlasiilumannann
TIBNUNBNISOL
7. msdoansiiianine (communication openness)
C4 Fhwhii Tlumisanuiianansn speak up Wonwuifinuedsunsen
pnazfinasuausionIsguaniae
C5 Wil lumheauiias speak up Wolfueiifishurasnnninyia
Ut Mivasasudwsusithe
C6 laidmiiii Tuvhoanuil speak up giifighuasnnninazdlalasus
doviinafsnfuamiulasasuvesgthufininuanioan
C7 Fhwhilumibsanuiindfiazssr anandofiuinuiedsunsesnaly
NEIDY
10. msassiaauuazuanilisudoyaainnans (handoffs and
information exchange)
F4 fefimamdauthoihoannmiisnilslusnminenils doyaznnansi
dAfunITHAITONARAL
F5 szwinemsidasuns doyganmsquarihonddsinazannan
F6 szinensiasuns dnanisawadnsumsuanildsudoyanmsgua
Hhavideey

The AHRQ Surveys on Patient Safety Culture v 2.0



7. nMsdaaslsziawalnianans (Communication about Safety Issues)

_ 7. mmsdoansdsudumnulasnss (Communication about Safety Issues)

Worldview (what is real)
Beliefs (What is true)
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8. Personnel management and safety issues
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8. Personnel management and safety issues isz:iduaruilaandudunisusninsunains

A. Attitude & values
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OVERVIEW OF THE NHS KNOWLEDGE AND SKILLS FRAMEWORK

CORE

3

1 Communication

Communicate with a
limited range of people
on day-to-day matters

Communicate with a
range of people on a
range of matters

Develop and maintain
communication with
people about difficult
matters and/or in
difficult situations

Develop and maintain
communication with
people on complex
matters, issues and
ideas and/or in complex
situations

Personal and people
development

Contribute to own
personal development

Develop own skills and
knowledge and provide
information to others to
help their development

Develop oneself and
contribute to the
development of others

Develop oneself and
others in areas of
practice

Health, safety and
security

Assist in maintaining
own and others’ health,
safety and security

Monitor and maintain
health, safety and
security of self and
others

Promote, monitor and
maintain best practice in
health, safety and
security

Maintain and develop
an environment and
culture that improves
health, safety and
security

Service
improvement

Make changes in own
practice and offer

suggestions for

improving services

Contribute to the
improvement of services

Appraise, interpret and
apply suggestions,
recommendations and
directives to improve
services

Work in partnership
with others to develop,
take forward and
evaluate direction,
policies and strategies

Maintain the quality of
own work

Maintain quality in own
work and encourage
others to do so

Contribute to improving
quality

Develop a culture that
improves quality

Act in ways that support
equality and value
diversity

Support equality and
value diversity

Promote equality and
value diversity

Develop a culture that
promotes equality and
values diversity

—"

https://www.nhsemployers.org/system/files/2021-07/The-NHS-Knowledge-and-Skills-Framework.pdf



8. M1IUINITUARININUANURDANY (Personnel Management & Safety)

_ 8. nnsusunsumannsAumNUaoanA (Personnel Management & Safety)

Worldview (what is real)
Beliefs (What is true)
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0. Staff education and training
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0. Staff education and training
AsAnEuarinausuaasynaIng

A. Attitude & values
o« madnsfudunilivosimusssuosdns Sanudandu Wunsadvauuliueainsldvinnuidindnunan
o feudaruluimusssuiidosnisussa anue s $8neatnls
B. Organizational policy
o« mssusidaduluanudszdn blanzTudeasuu
. ynauldsunsineusnisosmnutasnduuansWmUIALA
o ATNANAATHTANANNANTALRES
. aoulpaldanunisaldnass
C. Management behavior
. Jusvaasundwanadalfuaannsiieseianusiasnsiunisiineusuwessu (training needs)
. usmsiBunuustndunnslinauslunnsaounassmumumnuaain
. N‘U‘i‘ViTiL‘IJuLL‘U‘UEJ?J'W\isiuﬂﬁ‘im\iﬂﬁﬂﬁnL‘INE)ﬂ‘iwﬁluﬂﬁ‘iL‘iﬂu‘gLLaw')WWﬂ‘lsf‘idJ‘U‘I/IL‘IJILE)EJ
o usmslgudnilainushanf (8 3 U 8) weasensigous Tumiisau
D. Staff behavior
.« PujvRnunnauiiausiAsnduaNnulasndy ununwing

v a o

o NUHURNUITDUEZENLAZIRNNFUSHAUNANUDDINULDY
o HUHUANUALZDE NASIREUAAUNISYINGIL
E. Patient participation

o rhufidunulunmsiineusnurannsliidgh lanssusvesithoidsnsuamnaudssuazanulaonss
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9. nIdnBILALHNaUINVBIUARINT (Staff Education & Training)

_ 9. msAnvuarilnausuvasunains (Staff Education & Training)

Worldview (what is real)

Beliefs (What is true) msiEpusiAnduluanudsan TdiaweTukeasou
Values (What is good) mafnuniEousidudiunilsvosimusssnosdng

mMsfnuisausimudavdu ihaddine unsatvauuliuaainsldifufindsisonns
fianudaauluiniusssuiidosnisussa anfiuerls s8nasnls

Feelings (What is enjoyable) lsisunsatvaunliidnilnousunssanuansanu

Behaviors (what is done) 29mns (1) ‘mmmaamﬂé’awaqmm(ﬁ’aqm'i‘uaqaqﬂ‘”ﬂ‘iﬁ“umms’faqmfimaquﬂmﬂ'ﬂumsﬁm
ANsANIUSH (2) ﬁmsa'mu,wum'sﬁﬂmausu@iatﬁaqﬁm%umﬂﬂu (3) nﬂﬂu"lﬁ‘%“um‘sﬂﬂausm‘?m
ANNUaanABLasN TN UIALAN (4) ms’i’]ﬂausuysmnmsvlﬂﬁumsﬁmmmummm (career
development) wandoulNAUSULINLYDIIANT 191 srUusINUalEinnsal (5) dsemnu
psztinannmensalass aaulasldaniumsaldiass

Wuania (1) La%uwﬁqLLawms[aTﬁ’uamﬂ‘ﬁLﬂsmﬁ“ﬂmuﬁaqnﬁ[uﬂﬁﬂﬂa‘u‘sumaqmu (tratning
needs) (2) Nusm'imuwuuam\f[um'svluﬂmﬂmw‘[umsaauuavﬂfmmmumuﬂmmw (3) T
quamﬂumsmmmuLWaﬂsvmumsﬁuumanwwﬂws;uwluJuan (4) Tewanlainusaal GE
J &) weasenssousTumiosau

WUAUuBw (1) MﬂﬂuummfimmﬂummﬂaamﬂU 'iummvmmvl (2) LUuN'iL‘iJJLLanﬂﬂ’ﬁ
UfivmuwamummmumLwamﬁummmmaqm{[um'mﬂausuLLanSﬁﬂus (3) AnAvasNNITRuUY
AAUANSYINNL
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10. Team working
AU v

A. yRaATYNOULULAWA Ianunsavinausnduls fanufamsyalufinausassuuteduteniudadn
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ANNAUDINULAZAL
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10. Team working
AU U

A. Attitude & values
. MasfiduuvswmnauldsuamAtanaVinBu AL
B. Organizational policy
o Tdnnsdhassanumsalileflnvinsznnsdeansluanunisal
TRRPRHIEARER
C. Management behavior
« uAMIsyoNsULAratuanANSYiIn T uiiN
. usmsatvauumsilnousuliunvinaranoriondw Tuises
team resource management
¢ JAnuduiusTineussuAsUURNUAG
D. Staff behavior
.« Juidnwaunle faundnfiarnraiy
e fdnmsuustuanugh lavassdoviail The AHRQ Surveys on Patient Safety Culture v 2.0
¢« anBnnnwasrindanuiandu lasondolaseasiuulsu
¢ Fasmsfiausnvoiuiusinuey Tusssuas uanads
wsaadlafis uandundwmundnsuadsiazvinsaly
E. Patient participation
o prhosududunilsvasindivinnusosanulaonsis

1. asvinanutiduiia (teamwork)

Al Tunihoenuil svinenusinsuduiuid
Uszdnsua (effective team)

A8 Tuzhanandinugs imini lumihsauilas
FAUINADAUUATAU

A9 fidaymiAsndunafingsui kitmsnliiAsss
fiu (disrespectful behavior) Tagsivinau
Tunthoanudl
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10. N3N UL AN (Team working)

Worldview (what is real)
Beliefs (What is true)

Values (What is good)
Feelings (What is enjoyable)
Behaviors (what is done)

Artifacts (What is collected)

10. ansvinauduvin (Team working)
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