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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)

uW. a3 Ial gNIAN HNTININAINLUTUTDIRNNEDIUNINLIN (FUNAN 2564)



A A AaA QZ/ S Y a e
mmmmmaﬂgﬂ%ﬂgu AananNulaaanlnain

AUGSSURaasls

IMWDIIN W FINIANNIYIBNIN IRRNRN AT

HAkgaNTUuAzUAMLAL T

INTUWNAIFOU



ANABMLALIINUI RIUE TSI

o anwmvwaa'swuﬁiw Nlagonlinie mﬁziﬂ%m\a
LIATARIBILIIND AT u%umﬂuwm%%ﬂ 29T RN
iﬂi%&d%‘]ﬂ'ﬂ maaﬂsmﬂaﬂ%

. qmuﬁﬁummnﬂmsaaaumiﬁﬂuimamm%ﬂ Nev
T a1 lwn1saIa NN ENAIS

v
Qw/

(W) 6 =\ Q? 1
e Sns3sNDIANs: tnalangeslanseliaslenle s
1 d' 9443/ (W) U A
nazlia l,fiJaﬂmtﬂaalmm%nugmmsgaqﬂ

uw.am‘“@uﬁ ANT@na "Safety Culture” U388l Quality Conference a5491 1 SW.A3371% (10 AN1AY 2551)



Culture

(VA

[ [ 1 I
mmwwzwu‘wﬂﬁl&]ﬂﬂamaﬁaann‘lmﬂu

. Knowledge, Experience
Collective S50 s

o 1 . .
Totality LU asmwaamdmuz Meanings, Beliefs
Sum of t9t8.| | Values, Attitudes
Cumulative deposit Perceptions Tm g]lai myaﬁ AB

Predominating
Competencies

-Accept without thinking
Behavior

-Are passed along / -Programming of mind

transmitted from one al 3 -
-Socially transmitted and thought
Fausssn AoAdtiansnafidaulfiandrefulasaluia fauseniuuazuftRunsdu
Junasiuvasnyaues linsdunen
Huisesves A1ud Uszaunisal Anamane anude Atflew WAAR WARANTIN AINEINTTA

AaUs 8a1UU NANAAYBIULATAINANYDINYEE

o A Y % 1 [ a aa A
%W.leu')(‘mﬁ ﬂlﬂ"g@]f‘]ﬂ ”a%ﬁoamuﬁiiuﬂiﬁuﬂaaﬂﬂﬂ 5’]ﬂ§"l%§ﬂ'l']3~ll>ﬂ%l>ﬂﬁ” M%ﬂ‘ﬁwqﬂm’lw IN.AINT (4 Nq‘mﬂu 2552)



ANSLLAANANAIICNUETSU

Practices

Heroes

Rituals

Symbols : dwa ving gUAw dag Al
mmvxmmaww:ﬁm%“uﬂ’ﬁﬁf@uumm
AN RONLRYWAY LI

A Ao A& v
Heroes: UAARTINAN AL AL
a A & 6
YDINHNITNNNIUILFIA

Rituals: NaNIIUTIUNIITIANNI LT
(V0% ABNIINNNY)

Values: LTWILABAANYAIIMUBTITY LT
v o a a -~ . a ]
LU LN RN RIR I NINN I D DRI T

uwaa%’aLflu"lﬂI@alvlsjjﬁﬂ@°a dadaui

nmanszimelaaanwnsaidn g

Gerard (Geert) Hendrik Hofstede



Onion Model of Culture
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CAN's Cultural Competency, Diversity, and Inclusion (CCDI) Work Group and The University of Texas Division of Diversity and Community Engagement
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Safety Culture

Safety Culture
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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.”
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UWEITaNR: HSE’s Advisory Committee on the Safety of Nuclear Installations 1993
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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
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Operation Human factors
System improvement

Leadership
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vision -3 Patient/

Customer

Patient & family
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Organizational Learning

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



NHS Patient Safety Strategy

Continuously improving patient safety

&, i [/

Improve our understanding People have the skills and Improvement programmes
of safety by drawing insight opportunities to improve enable effective and
from multiple sources of patient safety, throughout sustainable change in the most
patient safety information. the whole system. important areas.
Insight Involvement Improvement
Measureme_.nt. incide_nt Patient safety part_ners. Deterioration, spre_ad, maternity,
Patient safety culture: R et gaton ®epecialists, Safey I mental healt older people.
-psychological safety for staff o oo
-diversity Patient safety system:
-compelling vision ¢—— Apatientsafety culture _ -workforce
-leadership & teamwork A patient safety system -regulation
-open to learning -digital & technology

NHS England and NHS Improvement, July 2019



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 \—
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American College of Healthcare Executives & IHI/NPSF Lucian Leape Institute
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. T 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
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High Reliability Organization: Trust for the Public
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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:

¢ Teamwork (3 items)

« Staffingand Work Pace (4 items)

* 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)

* 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



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

N 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
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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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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

el e ) em s b

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
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_ Organizational Policy Management Beh. Staff Behavior Pat.& Family Behavior

Commitment to QI
Priority given to PS
System errors & ind.

Recording/Reporting

Analysis
Learning & change

Communication
Personnel mgmt.
Staff education

Team working

Flexible/Mindfulness
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Top management commitment to safety

5393’”31_]553“ Visible Ieadershlp
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
Quiality of documentation and procedures
Compliance with regulations and procedures

High priority to safety ﬁgﬁu ﬂ"]ﬁg] N2a3dag ﬁns Sufficient and competent staff
Openness and communications Man, technology and organization knowledge

Deaniatonsl eamie | {Espoused value level) Motvaton and job Satisiaction

Involvement of all employee
Good working conditions with regard to time
pressure workload and stress
Measurement of safety performance
Proper resource allocation
S%ﬁﬂ & 8~T§U é’]‘ﬁﬂ Collgporation ar_1d teamwork _
o Decision — making breadth of perspective
Handing of conflict
Relationship between managers and employees
Awareness of work process
Performance accountability and reward

Time focus
View of mistakes
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

. Realise the importance y 3
Managlng J of frontline staff and _-\u,"*k'ﬁ
Level 2 develop personal *B‘i‘h’
responsibility . i\ﬂ;‘
i JDETEIG[} >
Emﬂ'gﬂlg management c,{'c
Level 1 commifment

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



Health, Safety, & Environment Culture

GENERATIVE

safety is how we do
business round here

: PROACTIVE
Increasingly we work on the problems that

informed we stil 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)
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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
Just Culture
Psychological Safety
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Iceberg Model of Accidents and Errors

/ Misadventure'
__~ Death\severe harm

o N

No Harm Event

No harm done but potential for
harm may be present

i — -
m

Qs a L L= 1 [ a\ aa a
uw.aklrmﬁ ANYAN "H319IABEIINANNLAaANY IMNFIMFANNLLULAA” WANTINAUNINW TW.AINT (4 A8 2552)



LaeAGsiagLAgiag luLKaN1Sal

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

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

—f Layers of
defences

James Reason
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Swiss Chese Model

Goal Conflicts
and Double Binds

Incomplete Mixed Inadequate Deferred

Procedures Messages Training Maintenance

Attention

Production Clumsy

Pressures LI e Technology LATENT

Regulatory Responsibility FAILURES

Narrowixs Shiftin

Triggers

99 = /s R
=

a‘g E‘t
AT : P
The World
-~ _\Mc i
. 1&;}%

Accident

DEFENSES

Modified from Feason, 1991 @ 1991, 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
defences

Training
deficiencies

[nadequate =S

ergonomics
1 A
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The Just Culture : Accountability of Our Behavior

Reckless
Behavior

At-Risk
Behavior

Choice of risk believed to
be insignificant or
Justified

Human
Error

Conscious disregard of
substandard &
unjustifiable risk

Inadvertent product of
our current
system design

Manage through:

Manage through changes in: Manage through:

» Removing incentives for
at-risk behaviors

» Creating incentives for
healthy behaviors
 Increasing situational
awareness

Coach

+ Remedial action
« Disciplinary action

Processes
Procedures
Training
Design
Environment

5

Acceptahle | Unacceptable

David Marx, Outcome Engineering President



Types of Failure, Just Culture, & Serious Events ?

Just Culture

At-risk behavior
-> Coach

Human error
-> Console

Reckless behavior
-> Punish

Serious Reportable Events (SREs)

Sentinel Events All GHI
anuumadiitlosduld | enudumanndusdon ANHINIAVIVIURAA
(Preventable Failure) (Complex Failure) (Intelligent Failure)
=Mistakes =Accidents =Discoveries

-ANSHADUSH -MUATERANNAUMAY | -AITIALIRADIANUANIAAT
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Cr: David Marx (just culture)

Cr: Amy Edmondson (types of failure)
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%2103 2565) Surveyors Catch the Light




Culture and Patient Safety Healthy Culture

- Psychological safety |
- Organizational fairness
- Transparency

Psychological safety
- Definition: people’s perception of the consequences associated with taking
personal risks

. Encourage staff to raise Concern are
- Mutual respect is key . —> —
_ Professionaltone of  concerns and welcome it acted on
communication
- Flattened hierarchy Encourage feedback and Feedback
between disciplines treat with t — ted ——
- Management of reat with respec are acted on
disruptive behavior |
Cerebrate and praise new ~ Psychological
ideas Safety

Mayo Clinic



Psychological Safety

Psychological safety @a "auidonusuniiaudasafudivsy interpersonal risk-taking —
ASUAMANNAR AIAINN UanTorieAta waassnumuRanala andufisousuuazifidunaie”

'l :'\_is ' ['I I ',| A belief that the context is safe
‘ for interpersonal risk taking -

. che : S
,,‘) H [| Il i' lCLU'l- 8. that speaklng up with ideas,
- | ()1‘<r;1|11/;lf"" questions, concerns, or
1 dl | O omonen " mistakes will be welcomed and
valued.
r e
Amy Gl st THINK OF IT AS PERMISSION FOR CANDOR

Tdsvauanalinaldatrsitaiue
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Mindset #itiluailassasiaviunainin

I~ A
Qmmmﬂ%m‘smumi:a']%
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mqmmwua'ﬂulﬂaﬂi

[t Y
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0
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281N N0 IsNUaNHA
1 1 a ® U
agamamuﬂmtm
“Unpreventable death”

%W.EIHL’S’GJ\I& ?qlﬂ?;ﬁf}ﬂ 25 Ll B18h 2562 Presidential Lecture ﬂﬂﬁﬂiz?&lﬂizﬁi’]ﬂi?’ﬂ%ﬂEl’]ﬂyilﬂ’]i‘!‘iLLWV]ﬂgLLﬁ(il]iZLY]ﬁvLVlil AN 35



D oY

The CEO and other senior
executives rarely discuss
quality—let alone performance
against quality objectives.

Managers throughout the
organization either fail

to consistently
emphasize
quality or

are resistant to
quality initiatives.

4\

5 The company lacks formal

mechanisms for collecting
and analyzing customer

feedback.
| ol QI

Employees are not
7 familiar with the

company's quality

vision and values—or

perhaps worse, view
them as mere slogans.

New hires are not
formally introduced to
the organization’s quality
vision and values.

2 30

The company’s quality vision is
either nonexistent or has minimal
linkage to business sfmtegy

4(}

The organization

has few if any

feedback loops For

continuous improvement of processes.

T

Metrics used for performance
evaluation feature little to no
mention of qudlity goals.

do not emphasize
quality.

8 Training and development

® &0
].O The organization
experiences frequent—
though often minor—
setbacks owing to
inconsistent quality.

Signs of a Weak Culture of Quality

1. wo.uazusvansduadiideslsnanuisasnann vasslnanissniiiunns
luaunamnsduinnuszasdaann

Jduviminaunmnossasdnsiiusing niolus kitdaulueriunagnsunessia
Husmsvivasdnsldiinisosnaimweswasinane niosofuLNuausIEY
GUAOLATN

4. 23fnsil feedback loops WansUsuUsenszuIuNTosNgsialaslauNnn
asAnsTNanalnfiidunemsdmsusiunuLasiieTedidssasiouann
anmA

frind [DUssiiunamassifiiunsithwinoaanntosinn

7. urannsbiduirsduiduvisinaumnuazenflonsosasdng naonasindu
Wenalaunu

nstlnausuuazisiun biniuisasnainn

yaannsna B ldsunsuusih issnidevisiaaunnuazenflonwosadng
atnuTunensg

10.29fnsUsEALA N Esinfulosasufiosannaain i inuduaa

W N

w1

o

O ©

https://asq.org/culture-of-quality/



Symptoms of Safety Culture Problems

Relationship danusuwusifel finunugiiununaluasdns

Blame Nﬂgmmunﬂm%umam@ﬂmm

Subculture ANMIAAIWUTITNGDY 9 NAUNINIAIUTITNAAN

Failures #Taunwsasluaddaisznausainisinanunianmnge

Raise concern Nﬂgﬂ@]d’]umidﬂa’m’i}”%ﬂﬂElﬂ‘]_li"’l,@]%“/m?\‘]ﬂ\‘l’)aL%a\‘i’fﬂ’mﬂﬂ’mﬂa\‘iiﬂﬂ
Report accident Nﬂgummmﬁaﬂmmwwmmamm@mamim@mu

Overtime §8471197%%aNLIRININ

Injury fimsunalduvadeflfudnu

Sick J7ua11283N

Grievance UN13389138%a1N

Deviation ﬁﬂ'mJﬁﬁ'ﬁﬁu@m@hovl,ﬂﬁrmm”aﬁmumaﬁuﬁwﬂﬁﬁﬁ%%aﬂg%msJ
Turnover wmsmaaﬂaa

Process safety m@mmmmummmﬂaam 1B lunIzuINMIRG

Task m@mmmLaum’;ﬂumsﬂgumm

Attitude mmmmmLﬁuﬂoaﬂumﬂamaaqjﬂﬁﬁamwﬁmﬁum’]mﬁm”tymaaﬂsuﬁmm 9
Ownership lduaasnnuiduarvesdeym

uw.am”wﬁ qmﬁqa 22 RI¥1aN 2550 %é’ﬂqm HAB02 QmmwLLa:mmﬁaa@ﬁ'ﬂmaﬂﬁﬁﬂ



Symptoms of Safety Culture Problems

Preventive maintenance 219131 39an s Bsanu

Teamwork 21aN137191wduNa

Goals and objectives liTuuazlalanuithninouaziaglszaidvasasdns
Morale anauigyailalunydy fudam

Communications fnsfesainsnielufias

Forward-thinking bidn138a lUteniinlunsvinaudsesnis
Maintenance miﬂﬁgﬁﬂmﬁoluﬂvﬁwmr]Lﬁuvl,ﬂ

Management §u3vnstanagidainasansnstsnuly s

Behavioral safety \iuautasanaidanganssunnniinly
Housekeeping 31uuAnzuIN1Inaan I laid

Procedures vL&l&lﬂ’]iﬂgiJ@](ﬂ’]&ﬁ”LUSUUQU@IVIL"IJEJ%VL’J

Promotion aammww"[ummﬂumama

Priority mimimﬂmm almmammmmammnmwmswmsmmLam
Recurring problems wﬂmmmummum

Top-management N‘LJTW]??”@‘]Jﬁﬂ&l@]?’%%ﬂl%ﬁﬂ’w\mLm’é]i\‘l"lla\‘]a\‘iﬂﬂil,m“"i_lﬂa’]ﬂi
Difficult problems luidalafia: LN"ITE]J%S?JLLT]WLT‘JEUWW {111 9)

Openness mmm"lmwmmmawmaﬂmmmummuﬂ

uw.amwu @;lmqjaqa 22 RIW10Y 2550 'ﬂaﬂgm HAB02 @mmwLLa:mmﬂaa@ﬁ'ﬂmoﬂﬁﬁn



Culture Development



12f Results 2luaaau Culture

positive RESULTS

. create new EXPERIENCES
Experiences 4
cangeseLiers > Beliefs 7|
_‘ '

::::féﬁ s - OnS r
g [ pusiacrons > Resilts
CULTURE PROCESSES
(People Power) (Process Power)

| SUSTAINABLE CHANGE >

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



Nudge Theory (Meuaznanginss)

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,

B
consumes a lot of energy g\ Easy

Why we fail: A .
« The reflective system remains unaware of a problem ttractive

- The automatic processes provide us with the wrong pe— Social
answer AT— .
« The reflective system provide us with the wrong TlmEIV
answer
ﬂ\ludges (fzam) )
make our automatic system choose differently L -
without us even knowing about it A fly image at the bottom of a urinal &7
- activate our reflective system at the right time, has been proven to improve men’s

making sure that it creates a better response p a‘mt’ S llonsIss csiing
COSIS.

https://inudgeyou.com/en/nudge-theory-1-the-mechanics-of-the-brain/



Culture Hacking

Culture hacking faaxls
Culture hacking H191nLKIAAABY computer hacking
1 Qv L L c’ 1 g

* Computer hacker #B9MITATDHUDITNFVBITLUL LLme%ﬂ'szTﬂ%umﬂfcgm@uuu
WREULURITHARHINNEATTAND AN IHRANFAI9D N (1

® Culture hacking HB4M19ABBRABIVMHETTNBIANS W AnAnNS19RSSAANDWT solution
aa 2 & ' ' 2 a v o 2 A " w e
fifinan uianinesnigaausall a39nsifeunlasuias T iNasAaImUETINDIANS
@, q { { A ' v
Hunsilfenulasiassnansenuiige g laelEnswainstiaguin

http://culturehacker.com.au/about/



WHY Culture Hacking

na(n#a9 culture hacking
AU RS BRUAITNETTH
o Juisasein
* fing influence AMNAR AIEE AR NDBINNT AR

Culture change is hard

* GasdiueRauintauszngfinssnzasdan vinateas
changs takes tme - ot of . & \AuAsIn Fediaeltitann

a2 P A A [ o 2 @ o 10 @
HABLAKBITHEIBDIFTIABDIVITHINNOE LL@')ﬂ‘lﬂﬁTﬂJﬁ%‘i@

Mo A o i e o
THIAEHFAUINSIZ VTR NS

2

Aadiaag culture hacking

@ a : l 1 l

. Lﬂuq’%nﬁsﬁTﬁN@ﬁqﬂ AT
L d' =Y
°  NFTUVINAINFAN —> Lﬂ@ﬁuuﬂqumﬂssu ->
i o

MRYRLLURITIMURESSH

2 o 12
. gmfummmusamn
e TiAaafiAnidens

http://culturehacker.com.au/about/




Culture Hacking

. I~ ) ~ I~ d o 'Y v { a
Culture hacking \HunsvinluReane dagq fismusavinlinnduiesdrsnisifswsdasgsuan

¥ o ¥ a = 2 a A a a & | 9
UILRNIUIBN. ﬂ’l@@@g@muﬁuﬂ’lﬂmﬂiywnmwiuﬂ'Ju WEANYIINANNNTINNTITHU. L‘iJuL‘S’ﬂ\‘I"ll’ﬂ\‘Iﬂ’ﬁaj\‘iLuu
? o 4 o ?L 1 e ‘f (v a ? a T ' <, o 9 3? o
uﬂﬁlﬂﬂal i1 ‘Vi‘U’m—J‘] NNz ldaanisidagudasiuisay Viiye] M HATNSNTIAAYAITNGN L9 Ag

4 1 (- %4 <, g o e . I I H
ANHEBIIMUESIHTRISDI284 living & breathing. Az (A tuasAnsTdaly co-creating culture

oW @ 2 a o e o I o % [ v A a % 1 A a wn
TN?%ﬂ’]iﬂﬁﬂ’]i@”lﬂf:ljUi‘W’ﬁ. Wﬂﬁﬂi’]\‘lﬂﬁLL’J@]@QNVI”I?WVJﬂﬂ%L"ll’]?@ﬁiﬁﬂu FIGCILKHNBUHUNW ﬁ’JNNQﬂuﬂQUW

Taeft constant feedback loop fidaetHitAian1siUANLLAIBENABLHBILATASI9TMUEITN.

AIBEIINISISNAN

{ ) d Qs d 1 [V (~4 { (~f 1 -V}

Lﬂﬁﬂumﬁsf%w”ﬂﬁmmuﬁssu Lmuﬁ%mmﬁ “HE1NIUWESSH” MURYWLLN “SIHFZTIVHUETTN”

I A o o o 2 = A < A &
1% focused pulse survey Lwasummazw@umnqﬂ@’]ﬂﬁ?ﬁﬂ@ﬂwu wRNazitullasass
CEO Swap az%98LlNN empathy l,mzsfﬁaguumsfmh
Nap time 9zHNRAABYUNTIZURTHNRAATNVBILARING

b 74

Friday 15 18184 AUANAANSINNTIA
NHRTLUNUITNKEIT multi-tasking 1244 front desk

Alexis Croswell. Culture Amp. https://www.cultureamp.com/blog/what-is-culture-hacking/



Culture Hacking: for Innovators

lﬂﬂﬂuttﬂﬂﬁﬁml?ﬂﬂﬂuuaﬂ‘]

* U ﬂ"litﬂﬂf:luﬂ’li’ﬂﬂﬂLL‘IJ‘]Jﬂ’If:IT‘HQwﬂiuﬂ%ﬂ?ﬁuﬂiumﬁiﬁiu AIMNBEINZBLINLHA ALY

NTLNLUDIANTE

* 2% Google H Courageous Penguin Award Nﬁ%ﬁﬂﬂﬂﬂ@ﬁﬂ’lt‘i@ﬂ?ﬁu’[ TﬂﬂTusQﬂNQQWﬁ@uLﬂuﬂﬂqafﬁ
Lﬂ‘sﬂumu@uunqumumLt‘mwmn‘sﬂﬂm’mmuaLmu'm,m TﬂﬂfmmmL@@mm@mum?mm

Vlﬂ?ﬁlﬂuﬂ'ﬁﬂ'lﬂﬂ‘?“Mﬁﬂﬂﬂlﬂﬁﬂ']ﬂi‘uﬂﬂ'mﬂﬂ?ﬂw‘]

* 11 Amazon manfmummqwmw@vﬂgLﬂﬁmwﬂmmwuﬂmu LHEDIALNIILITM 2 N mmm"f@
@aﬂgmﬁmwﬂﬂummvmwwsuu intranet m"fwmwmmmwmsmw@mu@uu@ﬂ'ms@ummu,avvn
VinsinemndiananuAauna

Reverse mentoring

* 11 IBM Nordic Region Gfmwu'smfssvﬂummmu (shadow) WHNITHLAN
\Huaanazevdanieiu LwammwLﬂﬁ?@quLquﬂﬂﬂu

Talanatifaneanuuuimusssunidams

* i & culture club Wiwine s AT RIuEssNUsELan Dnwidasnns
avsadantuaanasdnsatnels fnilhinauauwifnlsenani

https://enterprisersproject.com/article/2019/7/culture-hacking-5-examples-you-can-borrow



Examples of Culture Hacking



Employee Pulse Survey

WHAT

® Pulse survey \Hun1sa1saaiiSauaziias (fast & frequent) L2 vgmﬁau%‘%ann?mmﬁ

*  yliEINIsaTUENAS (pulse) 2BIBIANS LLazTﬁaguumﬁﬁu snapshot 2891 ARINS IMLART U5 A
LRNL

WHY

* Pulse survey vinlfitiasuazyinlfizas (anefin19¥i annual survey fiaefiaAaiusnuassinyintiLia
survey fatigue)

HOW

. mifo?'lswﬂfmLﬁuﬂmqﬂmﬂimiﬁqm?%ﬂiziﬂ%ﬁfﬁ FeasnNAaINTLY (right question)

o FoniilarniuAnauiias lewizianzas uay standalone (Gitdanlaetudianm)

e % fixed measurement scale 1%% Likert scale

*  Aat1eAIaN 10 AaFIUSUNI9N Gallup Q12

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



Employee Pulse Survey

1.
2.

e ol e

10.

faateararnfiusulvide

ﬁmwzgw?umsﬁwﬁmﬁﬂffﬂ (1 ?ﬁﬁﬂqquzgﬂuﬁﬂﬁQQ ->5 :ﬁqu‘mmnﬁqm

o 2 o 2 o o Aa 2 A .y A o v A P o P
ngqqfazfswq?wauuquuwm?uuvm'mvimwmmu (Hn1sAmdaunuEing whilssaeduaringuasaad
ATN19IANRITUTE LTI

v o = a A A o e < 0 A oA o Ao & ’ =
Qummvgnmwmmﬂ’l’iLWﬁﬂNWTﬂ@ﬂNLmumwmmsﬂ (2 rsasianasnsng1nsfiandu paudaeas
nsuflailayglasen)

o Vo o ’ A & o 2 a A o o ' o & & Ao vAd

Q%?ﬂ’iﬂﬂ"liilﬂﬂ@ﬂ”ﬁuL‘ifﬁl‘l’l&lﬂ’J’INﬁN’IﬂLN@WN’mTﬂN@ﬂ (QWHWVIWN@MWW ﬂ’)ﬂNN’TLi@LU%WﬁUE%‘LA"D’N)
=
®1

1
o/ o/

Qs H [~1 1 & % £ o Y A o
auﬁﬁnamﬂsf@ﬁ%?ﬁmwmmmz feedback AN (RAMNANNUSTANIAT HINHNTIASUN)

aa 3, 1 1
ﬂzu,uuﬂuqmw—mmﬂumﬁs 513149 1-10
'\ a i Ly Y 2 Y AaY o g o P v A i o oA A P o A
ATHYNFIUAIYBIRNFEAARDINLINLTANAUENIVRIDIANT (FANTBNFADILRIIBIANTYITVEaIT MHNE289
AIANS)
VTR URE RN R AN T SAUSNISVDIDIANS AUTINER (1 (HEHI9UHREYR —> 10 LREHIDETIUHKDR)
dulssulanatunisiBeuiussimunines (esdnsuazduimafiqauinlumaimnyaains uassiulisulanma)

v & 2 2 2 A ’ o & o o o
QuL‘Vi‘uﬂ’z’]34ﬂ’l’J‘l&u’]?u‘l&u’lﬂﬂ’liﬂ’lu@f:l’N%ﬂL@u (LVﬁrﬂjﬂﬂqN AHBHETAIG ﬁqwuqﬂuUNHu)

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




CEO Swap

WHAT
'y ' s = ' v @ @, o o a & A A ' =2 &
*  FINHIYBIBIANSHIDRHILITRFRAUN K (1T KR89 NaIANS W NNHILITRAIEUTHIIaT 1
NUaR
WHY
@, o = . a a =
o flun1sun super power 2@3ARNRS (U duplicate TWAanI52BIENANKTES
o { [~$ [~4 > 1 1 [~1 v}
*  yilisuRianadiasifinaruuasaliiiaaunatain (19w enscezanian-1 waeds fUanw
o Lﬁﬂmsl,%ﬂuﬁtmzL%ﬁ?@%'muﬁ‘ssmméﬁu Fanru1saun1UsU M e wlszan e
o v‘h?ﬁumgﬂﬁﬁmguum?mi Lmzm@uaummwﬁmmﬂmgﬂﬁwhafﬂmmﬁu
HOW
° @ Ao Y ' %
*  AnualsziariifiasnisnmriageitInselan
2 A P a A I Y A a "
*  NHAITHT swap BIAITIEHAMNRINTITOTNATITEINAY super power HusiazAniias
?vao . A o ° -Gfe,o 2 A &, Y e A o 9,? P a va
* [AARUAWINNIENT wIBEnaLREe W Twslungt 1 flaviivayinasudnlanasasiau§is
TuRsTIfiaINITRmN
P\ 3 l-d 1 1 Q Qv Qv
*  MINPBINNINBIBIANT/MUIBITH HIFINTHURHUARUASNY

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



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

Telephone Greeting

WHAT
Y d 1 (1 1
*  SANNUANAN script a1ssulnsAninazfiandnsniulas 12w “Good morning, welcome to Jetts —

How can | move you?”

WHY

. LLsiazﬁ'uﬁT@ﬂmLﬁu%@ﬂﬁqﬂmﬂswmmﬁﬂsﬁm%'ufmﬁwﬁ mﬁ?%ﬁ‘h‘lgﬂmamhe‘ﬁumﬂshamﬂﬁmm
e 1Tunns bright up people’s day

HOW

*  ANWKIUAZLAYUIW culture hackers HIFINAW

< smuﬂumfnmmwmfsmiﬁ@mﬂ@ﬁw@ﬂ?u script 155U VIS AWIA. mwm?mw%mw@mmuﬁssu
wqumﬂwm? ﬂ’lWﬂuuﬂuﬂLL@uuwm (fund & high energy) WSQLLN’JLU'ILL@.»?N?@ (quiet & caring)?

*  ®519 script wumwmm 23 LREANTTADUAUDY m@%nffymu?%umiﬂimqmmwu

* LN@MUT@LL@%M'N short VDO Lﬂm'uwammiﬂuuﬂmm

e 1.|'Nﬂum@%ﬂ‘mmﬂumﬂ,ﬂ@ﬂuuﬂ@\ﬁfmm UMNAKRET FBIBAVIHLASAILANANIT

o Tindinerutuausin LLﬂuNu"lVl”lL‘lJuWJ@i’:l”l\‘l

e Tmﬂmaﬂuwwmfmnmmua NoaARaInUImusssnTiGasnTssauln

http://culturehacker.com.au/stars-and-spoons-a-fun-way-for-teams-to-give-praise-and-recognition/#more-262


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

Stars and Spoons

WHAT

Lﬂun@nssuLwamLﬁ%u?wwusu%?uﬂq'mmstmnmmvnu wazlis1eTa/andas
AN nfﬂmwqmﬂssuwﬂuuﬂummuﬁssumﬂﬂs/mwsfmua

Star ABNTSUNLDITHIAE (+10 ATLNI)

Spoon Az HAUARTVNTRANAIA (-5 AZILMN)

WHY

‘Vlﬂﬂ‘l«!@‘l"l\‘lﬁﬂ\‘iﬂ”l‘iﬂ”l‘iﬁlﬂﬁl@\iﬁﬂlﬁﬂ'ﬂ Tﬂf:lLQW”I“L&I?JN'TQ’I‘HL‘Wﬁ%ﬂ’)f:lﬂ%@“’l,ﬂuﬂuﬂﬂﬂ?@
?IQQN?U LL@"LU%ﬂ’I‘JLLﬂﬂQ’WN%ﬁi‘JNﬂLL"ZNLIﬁN L'iJ‘ZQEI‘l—:!’Q’Iﬂﬂ’J’IN@QQ"ILL@"LL‘ZN"ZI%N'TLU%
ﬂ’TiLLNﬂ\‘]S;!"VIﬂ’I@W

HOW

Anuas19TaZ Ne e I 12 ik flaanso luiwrssiinig mﬁamwmmmﬂ RPN
1981 1 LAY

ﬂﬁ‘lJ'lf:l'Jﬁﬂ’l‘i?‘Vi‘l/m‘Wﬁ?u‘lJ‘iﬁi’—.l’lﬂ'lﬁﬂuﬂ’] ANHA2Y e-mail

LiN‘VI%V]WJEIﬂﬁiT‘Vi Star Wiiafistasuteansing wiinavinmaantias e T@wmmmﬁ
\Snfiaw Star 2199 NIANNNTBUATVBUARIINAL

n1513 Spoon u,ﬂwwmmmwmﬂ%wffumumumnwwu VNANIINAUN
u'auvimﬂsfvmmqusqumuuuwmu,mmﬁm
lafuaneziinsaaasnudGasoni mﬂmssqumuuuwmwﬂﬂmmﬁqua
ﬂUNﬂfﬂﬂuLLuu‘i’JNﬂﬂﬁﬂ

e

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

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




Pranking, Practical Jokes

WHAT
@, [ v 2 [ Q? 12
*  LRATITFIINAINARNAUARAIYNTITNTENT (HIARI89197)

WHY
[ 2 a a d’l a o a @, [ %
¢ Vl'l?ﬁlﬂﬂﬂiiﬂqﬂ'lﬁwﬂﬂuﬂ@qﬂLlﬂgﬂiul’ﬂiﬁ?ﬂwﬂ"l\‘l"u IAAITNLL RN LLDY

HOW

@,

{HNTuLFN 121 April Fools WNIDLBH NN TR ARARNTLALDS (6
a

L4 1

NYIMIBE1991N https://blog.hubspot.com/marketing/funny-office-pranks

Caramel Onion Foxhorn Entrance Desk Trolls

N )

Toilet Seat  Pant in the Stall

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


https://blog.hubspot.com/marketing/funny-office-pranks

Meeting Hacks

WHAT

*  mstEaEnstnse Lﬁ@ﬂ%w%’muﬁssuﬂﬁﬁﬂszquﬁﬁﬂszﬁw%mw NRANTN WAZHIAHN

WHY

. %’muﬁs'sumsﬂszquﬁmﬁﬁﬁ?ﬁwﬁwmmﬁﬂsgmg]m farugyilan gaustnlEnas

HOW

*  The Magic Clock HunRndusaniavaniaanimaasssnisuszyy Winnaului
Uszaaiiinlé wRnisis physical 928097 App U screen INSIZUSULAL A3 LAY
Tsima ignore &

*  Walk It Qut m‘sﬁ'\msz"qu?%'zmeﬂﬂfiﬁmsﬁiuﬂ‘sz*’qu 1% 3 wmzﬁmsﬁuﬂszqu
?L v cAAa 1 oA T I > -?L a 2 «GE
WNARNENANIT NAMNIINHBANIT Y1AANEENIT [HAITNAANSI9NSITALKATS
- =} ]
wAdynianan
R . 1 @, <
* 10-Minute Meeting wiisn1suszgnaaniiun1sulseyaians 5-10 Wi s2a21981994
v
VIRNALHLTW 20 W

®* 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

¥

AN o8 (o]

< 2 2 A o ' a A P -T» & AT
* aanuinasidndssguiianmnadnss newfiasfinisussan inalilisaiilng
At unndgadnatenan
. sz‘l.qlLﬂmmwmmsﬂszqu(’fﬁﬁhwu
1 o a/ 1 { o (~f o (Y 1 a
o szufidinsandszyanan warganariawinfianiu (Google AfinlHlxLfin 10)
o @awnsznsUszyntugduuuaiany e ligsandssausjslufinisaniuta
o iszrmnnsanfiaz i iusazanse (i realistic)
L 2 1 % ?L o . . <
*  AIABINTTHILRM person-centered care [#N11AKA patient experience LUHITFTLUINVBINISG
Useygn

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



One on One Meeting

WHAT
° @, 1 e 2 v 2 A Ya =)
UNITNUUESERIMIRRINUK UG UAINTIRE Y
WHY
g 1 a wvn o/ < { 1 Y
o ardaelfufiReutidnaamaasaulifniiniwnislanlaaianin
HOW
o (% 1 o [~ o/
*  AMMNUALIRINLNNBENFNEND 819325 1edUa s1eilnd Wsas1eiman seaziaan 30-60 w1
o | 22 1a wa a & A 2 Do o 2 ' 2
*  AmuaANNAands FaansiuiReuesendssiiuiiasiinaasuazud iFianimsuaamdn
@/ Qs a VA dl 1 dl dl rd 1
*  nuusraNan1sUFiRNaadinssinfiussaiia assliunidsbivssqia
*  ATUNAININIINAITNUNIRNANTUH UGN
*  AI5ULNLART
[ [ 24
*  5-10 w1 catch up WiUFiRwEaNARIRURUATINILNT wazHsatinensta
* 30-40 1 Discussion VIUNIUKNAIIN DINATATN SUNS insight/question/concern ANNUH1IFIH
a . & a a wn 1 Y
* 5-10 W1¥i Prepare for upcoming week st rnnEuasIBaURNRUFTRNITIIHAN

https://blog.hubspot.com/sales/magic-questions-for-your-one-on-one-meetings



Safety Brief

WHAT
° ﬁ@ﬂssuﬁéﬂﬁ mmmmﬂaﬂuwfauamqms ﬂiyiﬁ’]LLﬂuﬂiuLﬂuWWN?ﬁLﬂf:l’Jﬂ‘lJﬂ’J’m‘lJﬂ’ﬂﬂﬂf:l
WHY
* \faa519 safety awareness @?ﬁﬁ%’ﬂéﬁﬂﬁ Rarufindings
HOW
o asfussnaviiddey: Fayalsgnuanldvinlne, arfiaanil 5 w1, insrenisusiiuanulasasad
ﬂglj?%‘li’]f:lﬁ@:ﬁ’]ﬂ’ﬁﬂﬂ@ﬁl, nlsidrefiaanuialunniag

® Tips

¢ FIMUAAIIHA AN NN ULARE A9 Tilgnuasindunszanmiinil

. Lﬁumﬂwumm%wLl,m*ﬂmﬂ?%ﬂﬁﬂuﬂﬂuwummwﬂwmwum

. Gf?f"zlmdﬂmquﬁfmfﬂmeuﬂﬁmﬂwmm

5 o

a & L @ = a &
¢ NU‘J‘VT"I‘J‘ZW@‘N’]‘J?‘WL‘Vi%’l’lﬂﬂ"ﬁﬁ]ﬂﬁqﬂﬂ‘igLﬂuVI‘l{‘dﬂﬁ;lil W

U

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



WHAT

?uvm%’uqn%
WHY

HOW

& a a ' 7
o dufianssunseiiunnnuAnad1emssAniBaanane] 15 Wi

= = - 2 a 2 e
* NBNNNNYZNISERNLULUAYIYAITHAANSINNSSA

% I ? v o & 1 = ? =
¢ ﬂi’Nﬂ’J’]NT’J’J"I\‘] T ATTHANNUKE LRTATITHITINND IHRVIN

*  FANuIRIaLINNanNssNaNn https://zurb.com/friday15

*  Aaaty

(Un) Tying the Knot

Off the top of your head
What if?

Copy Cat

Flash News

Marching Ants

Zombie Virus

First Look

AIBEY

Childhood Memory
Pleasing the Spirits
Monuments
Timetable

Picture Blocks
Magic Potions
News Anchor
Unlikely Heros
(InN)Animate Objects
Fun in the Sun
Once Upon a Story
The Watchmaker
Drop the Mic

Back in the Day
Wacky Chemistry
Disco Fever

What Dreams May Come
Thinking Hat

https://zurb.com/friday15
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Post-discharge Telephone Call

Table 1. Example of Script used for Follow-up Telephone Calls

1. How is the patient feeling since discharge? Any new or worsening
symptoms”?

2. What medications is the patient taking, and are there any questions
about his/her medications?

3. Does the patient have an appointment set with his primary care physi-
cian’?

4. If he/she has questions, does the patient know how to contact their pri-
mary care physician or the hospitalists who saw the patient while hos-
pitalized to answer these questions?

5. Does this phone call increase the patient’s satisfaction of care being
provided?

https://www.the-hospitalist.org/
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Symptom Diaries / Personal Record / Health Passport

GENERAL SYMPTOM DIARY
Patient’s name: Date of birth: i / Medical record #:
Intensity
Date Symptom Time Duration | (1-10) Triggers Treatment used Response

My Personal

Y/ Health Record

Fam Pract Manag. 2013;20(3):24-28



Ask Me 3 20813 3 2la 2Aatidaagiung 3 ﬂﬁ%tﬁu

vavnanvasannoazls

o hudnldanunsan laas ianunsnUsznananaiuisessnm
Tuasusienls

¢ MsdedduANNAAN Az dnnsdstiuliuavaduivam
Weaidaadien asvih TWsthodh Tladsiunnginsrinal sddu

Good Questions for Your Good Health 1
What is
my main
problem?

2.

Whatdo |
need to do?

> Y o Y
awaadrinazlsing
o« fdifulomaiammumunsiidona / anusii s krueiely

3.
Every time you talk with Why is it

a health care provider .g,r,::atgt bLe) Llaxi‘gﬂ']'e'JSU'] EN8E) Tﬁ NuU']EIL‘U']TQ‘lG\
Ask these questions do this?

4:‘91 o (W 0o

M laFINAaNFssIAEIBTURK

. uwnndasfilonananindnasainvin luditheSsdasfidusulu
ANSALABILNHDD TN

IHI / National Patient Safety Foundation



Code H (Help)

{ [ { 1 a
Code Help: Lﬁaliﬂmﬁuﬁﬁﬂaﬂﬁ%a@’]m concern 1%iaa code Help.

> Q. A v = L1
Aeln 15 w19 clinical resource nurse %mwuﬂmammgﬂm.
sruubgiazanaa silo 619 9 Nagluszuw laalilalansnansinan.

Code H is a patient and family activated safety system that allows patients

and families on medical and surgical units at SPH to contact a clinical

resource nurse (CRN) 24 hours-a-day, 7 days-a-week if they have questions or

concerns about care.

- Reach: Code H phone, pager from staff

- WHY CRN as a safety net to hear concerns from patients and families and to CHERYL MCDONALD CLINICAL
help them navigate the system. RESOURCE NURSE

- HOW: CRN work with patients, families and their care team to help resolve PROVIDENCE HEALTHCARE, BC.
issues, e.g. not knowing the plan of care, questions about discharge
planning.

https://www.providencehealthcare.org/news/20150416/cheryl-mcdonald-%E2%80%94-clinical-resource-nurse
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My care team members:

| like to be called:

?Ld AL
YBLNLIENRUIT

keep clients updated and provides an
avenue for clients and families to stay
connected and ask questions

ANTBNNTHIAUAR
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What's important to me: What's happening today:
1.

ANRIAYNINRTURW

>

1 1 v ¥
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My questions / My family's questions: My care instructions:

ATATHABINULAZ ASDLUAS
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Daily Huddle

e Congratulatory shoutouts for yesterday’s notable
achievement

* Leaders discuss how achievement exemplify
company core values

* Team members list top priorities of the day

Connection

 Am | on track with my commitments for the day?
* If not, what adjustments am | making? What help

Daily do | need?
Huddle

* Where do | see an opportunity to improve how we
are working together?

Constant
learning

o “Every morning ... each team of five to eight people
to contribute would take a few minutes to jot down three things
that made them happy in the last 24 hours. Two had
to be work-related; the third had to be personal. Each
person would then read them out loud.”

https://www.collidu.com/, https://www.conferencecalling.com/



https://www.collidu.com/
https://www.conferencecalling.com/

Sit with Your Team

<
A
» «—
- - S

Slt W|th ybur team at Ieast once g
a week |

E 5_ h L~ = . J . ‘
NusmswmfimmmuLLﬂﬂa@ﬂTﬂmﬂwu aasvinlans | L |

Nq%ﬂﬂﬂﬁq%iQNﬂU‘lﬂNﬂﬂ ﬂﬂ‘l’i@“’ﬂid ‘Vﬂ?‘l’i L‘IJ‘HN‘VIL"ZHQQ

TGde wazsu5 sense qqgﬂummuﬂu@mﬁs

https://www.linkedin.com/pulse/16-actionable-corporate-culture-hacks-christoph-schmaltz/
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Book Allowance

Book allowance

— — — —

} f ~._ &

- A B SS -
— SN ~n

[ o . . : & o { 0 @,
mmsu?ﬁé’ﬁuﬁ life-long learning &L tunnustaily
ANSUBRIAS B199AIINAL book club initiative T35

v ]
g’«:‘mLﬁﬁmsfunmﬁaﬁmﬂu?@mmme

https://www.linkedin.com/pulse/16-actionable-corporate-culture-hacks-christoph-schmaltz/



Lunch Roulette

Lunch Roulette

A
- i

NILASH culture of trust, transparency, collective
intelligence c’ﬁwm's@ju‘fﬁqﬂmn'sﬁ@gjﬁhal,muﬂ
uwazlaiAEaniuuInaRNIiNETNISNAINTRIING Y
AANETNIUUAT HE9AITHAHARE (sl

https://www.linkedin.com/pulse/16-actionable-corporate-culture-hacks-christoph-schmaltz/



Actionable Culture hacks

Q/

Wall of fame (Aruwanvigtassdion): Iarniissunidudninanuiovassanudisasusonidom
YOIUAANANT Uarasusstuanalalidu

Office pets (Fniaoaludgiinen): auﬂgmsfﬁﬁﬁmﬁﬁmﬁﬁﬂﬁiuﬁmmu INDARANNIASLALAZAS
UssENMARDuinssudnTia

Random acts of kindness (1309 mslsitdanniin): duasunmsuaninnuidoonssninnuaaing
atnuusssnend vuuiaduculture of positivity

Themed brainstorming (s:auaNDIMNNEN): ST aNANDIINNENTAMUA DY 1D "Sci-Fi
Solutions" WeanUsznuANNAnASNATSH

Reverse mentoring (TidUsnundoundu): Thuaansiionyiosdue IdFusnuunurainsola
AsnAdusnlinmeluladiidadulnad uazinaue insight fiaalnad

Comedy club (#usuuanInan): Jaliinsuassmanuuuioondnnsalauinuassioondwiidriinan
woas e Auiidinlusudoaiiee

Silent meetings (UszsuRou): naassdndsani [9nsdoansitumsidonibuansdnualdnusviniu
nszsuliinsmauaussesdlAsATIfy

Art wall (Frunsdauk): Walomaliurannsrinanananudals lufvinnu waindudauiannuan
AT 9ATIA [(HAUAnaAox

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



Actionable Culture hacks

Outdoor meetings (Uszsunatands): dauszouluanu iioinmnuaadulifuiuszam

Learning lunches (15susaonrinsnansiu): uaniwasumnusiazinweswineomsnansiu duasdu
MsiEuuSsiolilos

Hobby clubs (usu): asevusumuanuanlasiudu duasuanuduiusswinaunanng

Feedback Fridays (sinsazvion): rinualiiuansiduiudmsunsiidoyatlounduatneasneassd
ManaALatNlAINg duasunsUsuIaDU

Flexible seating (Viitsdiantin): ounaliuaansidoniuiivinanuvssnuods asudunadoniiiu
dusnuarasnInauny

Job rotation (mMsunuPpuan): WalomalfuaansuuuSsuunuy nwuvinezuazaug [

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

Gratitude journals (Vuvindrwounnt): uasuliuaainsdavindufinussariuludeiiionsdnvouna.

Themed potlucks (D293 140NEH): InAINFIUNDVDITNUFTZAR DU INEN WNANHANARANUIRAL
DRI VOINN

Praise postcards (nsaaaunat): dsnsavauaallifuiious i uassanuoauasluaIm
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 (sauAuvnOUULLATRM
Wonauniloananiosiinnds) fidsumainsvinnusnduiiausdaynuazasheiinsnin (camaraderie)

Inspirational quotes (n'\wmmas'\qus\muma‘[a) wusdomnumani uRuitdunanaionsssiuiia

Wellness challenges (A2nsvinmnagiuaguniz): sianuinynolfioduasungfinssuaunnis

Dress-down days ($uusiannssnans): Saluiiuiiussmumuaundluudonna weliiAaussinanenis
vinauiideuaany

Virtual team-building (nnsaseisiadionass): [ghanssuaseiiniaionassdmsuiiniagvindlnanso
nszanudaAu vin [WiARAINSEN connection and collaboration

Cross-functional lunches (a¥NsnaeTuduag9w): IalUTA155UUszNUINSAANTUS I AL
seiiuaRaINAINEaLKNUA [RTUGdAuiusiazuanasuyunosriu.

Internal skill showcases (nMsuansvingzn1aln): ai’mﬁaﬂ'ﬁuﬁuﬂmmmmﬁﬂuamﬁﬂwm%a
ANuaNNsalaNs Wunidmsunissusiuazdusunslussdng

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



Actionable Culture hacks

Recognition badges (fhsansiog): Tds:uuihunsodurudanualiivsuasuldiiosntosuaz lkseta
yAaNNsAIsUANANZIEINGTDNNFTIARNL

Book club (#su5u11i4da): BuausuniivdoluiivinanuiiadaasunissnunarasaAsny duasu
Ansnwuae intellectual engagement

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

Flexibility hours (@ lusvineudinnan): Wasassu lifestyles Aunnsinardu vin [kTaunaszuinedin
LAsIU

Passion projects (lassnsiuglu): uasuluaansladvinnudulassmsiaulildunslussdng duasu
ANHARATNATTAkAazANN3AN fulfillment

Team-building retreats (Aanssuasaiin): InAanssuasuiinuenanuil Walanalwash
bonding wazmnusiuileludsnadouiisnduannludivineau

Charity initiatives (Aanssunisaaa): Tiindausulufanssunisnea auasu a sense of
purpose and social responsibility Tunauumains

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



Develop a Culture of Safety
IHI 2004

WW.aRIMI ANYANS
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IFYULIB9RTN IHI (2004): Develop a Culture of Safety
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IHI (2004): Develop a Culture of Safety
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Patient Safety

Leadership WalkRounds™
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1. uaunuansuAadaussuuaIuLlaasaaavnile
Designate a Patient Safety Officer
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2. djsisavanulaandulunnnuiie
Appoint a Safety Champion for Every Unit

AWBAIANTIZTN LI 8919431 T% Safety Champion
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3. AN5A5IAAUNUUILNUTA LK UNSEAU
Conduct Patient Safety Leadership WalkRounds™
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3. AN5A5IAAUNUUILNUTA LK UNTEAU Y
Conduct Patient Safety Leadership WalkRounds™
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4. d9nuLadaundy Areuldaiaiiea AE
Create an Adverse Event Response Team
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5. &319ANUNTEUUNINLUANITOIRFY
Reenact Real AEs from Your Hospital
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6. FaUMUIAIUANSTAIINAAY
Simulate Possible Adverse Events
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Conduct Safety Briefing
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After Chernobyl Disaster
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High Reliability Organization: Trust for the Public
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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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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

nﬂd:ﬂapmﬁun‘ di

No resources are invested in the identification of

problems or areas of good practice.

lfanya\uiﬁumvsitlad:sshuctweandﬂmesno
pluml.unof

pd;dsaislmﬁmbmﬂwmganuabms

statutory requirements and are not used, reviewed

or updated.

Aluwpvientysgmnmafety.

There : in place,
such as strategi d committees, but nothing is
actually delivered.
m};mwﬂﬂmdmm believing
schun:s tobilﬂ!amout. =

Incidents are seen as "bad luck” and outside the
otgimhonsconhul. occurring as a result of staff
errors or patient behaviour.
ﬂuﬂcasﬁtnnghhmudmmwhh individuals
subjected to victimisation and disciplinary action.

Ad hoc incident are in place but
hmﬁoﬁsbryﬂym’lﬂ&s‘d ignorance”
mbsmnmdentsomuorsoimns letters

Tﬁuisahghhlamewltm with individuals
y action. No
Iumlngcanu:mr.

mwwhsﬂwmﬁn

Incidents are superficially nvesgatedbya

%ﬁeah of dosng the book

ulﬁunaﬁmgahued ﬂ\elmstighonlsswmd
but little action is taken apart from disciplinary action

('ptbﬁcel::ntbrs’)mdwmamgeﬁ\e :
media. In this organisation there & recognition
good safe practice. = 2

. lbmmtsarenndetoleamﬁommudemsudess

impe ch as public enquiries.
ﬂ\emaﬁeranﬁmdemnsm papetmerthecracks’
and protect itself- ders thatis
hasbemmmesﬁniwhenﬂ'tnndnd:notbemm
idents. s =‘M-"an
ted at divid

s i This attitude is

Ac : ¥, tk is developed in

Frontiine staff are not din the imp

response nospeﬂﬁc directives 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 mquirements

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 policies (which 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 revlewed They also tend to lack the

There is little evidence of any impl ion of a risk
managementstrategy Safety lsonlydscussedbythe
Board in relation to specific i

that are taken are aimed at self- pfotect:on and not
patient protection.

flexibili d to events and fail to capture
thec lexity of the issues involved.
for risk isinvested in a single

mdeuaI who does not integrate it within the wider

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

The organisation sees itself as a victim of
circurnstances. 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.
Mirimal data on the incidents is collected but not
analysed.

There is a blame culture, so staff are reluctant to report
_When incidents oceur, there is no attempt
to support any of those i

Investigations are instigated with the aim of damage
ﬁmha’aon for the organisation and apportioning
| blame._ § are cursory and focus

ca ion. It is an imposed cufture.

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
f:ei‘r;cidenl do exist, but they are not widely known about or

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 (indluding
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 managers are involved in the investigation, which is
narrow and focuses on the individuals and systems
surrounding the incident. There is a detailed procedure for the

onaspeaﬁcevemandﬁeadmoian divid
Quick-fix solutions are proposed that deal with the
specificincident, but may not be instigated once the
*heat is off'. Some i Hons are not ¢

Little, if any, organisational learing occurs and what
does take place relates to the amount of disruption
that senior staff have experienced. All learning s
specific to the particular incdent.
Any changes instigated in the aftermath of an incident
are not sustainable as they are knee-jerk reactions to
pen:ened individual errors andave dewsed and

i by senior ly, similar
incidents tend to recur.

',_ jon process, which involves the completion of
forms —the i igation is conducted for its own
le 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 involverment 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 fo(

A culture of continuous improvement is embedded within the

continuous improvement. It & recognised that continuous imprc

everyone’s responsibility and that the whole organisation, |nc|ud|ng pabents

and the public, need to be involved.

Such arganisations aim to be centres of excelience and compare their

performamr against that of others. Clinicians are involved in, and have
rship of, the auditing process which leads to continuous

improvement. Protocols and palicies 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.
Foﬂowmg apatient safeluscndem a systems analysis is carried out and

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 rting all of patient safety incidents, includin
those that werreeg?ewnr?ted ﬂsﬂt»‘:ﬁ paﬁ?enxs andloqr’ their carers are .
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 s 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 fa actors).
Staff are actively involved in the process and there is a real c to

org, 1and isintegral to decision making at all levels.

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 evi 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.

Safety s the top priority in the o ion, and ibility for safety
is seen as being part of everyone’s role induding pauents 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 issues is 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 maden\s complaints and litigation cases to be
analysed togethe

Staff, pati and latives are actively involved and supported from
the time of the incident. The organisation 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 panem safety incidents (lncludmg
those that led to no harm orwere p d) as they have confi
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 & a 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
national? Itis a learning cwganlsauon as evidenced by a commitment
to learn from mcldems roughout all levels — from the Board/senior
managers through to healthcare teams and support staff.

Itisa learning ion. The orga ion kearns from # | and
external information and experience and is committed to sharing 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’ experiences. Organisational learning following
incidents is used in forward planning. It is an open, seff-confident
organisation.

p d) are discussed inopen forunswhere all staff are empowered
to contribute. Both individual and org; ional learning is evaluated.
Improvements in practice occur without the trigger of an incident as the

ulture is one of continuous improvement. Patients play a key role in
learning and contribute to subsequent change processes.




chester Patient Safety Framework (MaPSaF) — Ac

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.

A S [ - S I~ Y MUY U -—

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 individusal 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 i cascaded to team members fallowing
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 o 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 involvement.

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 patients in 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 arganisation 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 throughout the organisation.

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 rescurnced 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
far them at the time. There is evaluation of how effective the team is and
changes are made when necessary. Teams are collaborative and
adaptable.

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

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 learning 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.
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SOPS Hospital Survey 2.0 (released 2019)

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:

v=] |* Teamwork (3 items)
Y=l |+ Staffingand Work Pace (4 items)

d | # Organizational Learning = Continuous Improvement (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)
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SOPS Hospital Survey 2.0 (released 2019)

Manchester Patient Safety Framework (MaP5SaF)

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:

v=] |+ Teamwork (3 items)

%=l |+ Staffingand Work Pace (4 items)

+ Organizational Learning = Continuous Improvement (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)
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1. Commitment to overall continuous improvement arusjsiusaniswaiunasineaalilas

a. Attitude & values
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c. Management behavior
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d. Staff behavior
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e. Patient participation
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ANV WA NIINRAINIDENIAD LAY (Commitment to Cont. Improvement)

_ 1. anusinsiusianswisuunasngsiotilos (Commitment to Cont. Improvement)
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2. Priority given to safety liimaudidauduaulaaanda
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2. Priority given to safety liimaudidauduaulaaanda

a. Attitude & values

anuUasnfuluamnusuiavoutamnau sINsEThouazszonouinly

b. Organizational policy

anuUasnfululsesdfryaeanvasasdng (safety is the top priority) lifiduas
AuamNUaaasuilulsududAayidanagns

finsawmu (MSRuazsnennsdug) Bosanulasadoiitaiau WonsuAdaym
IRISTEN

fanmwsinanuis Tuud nat uisnacU AU ANNLASLA

c¢. Management behavior

Husvsduasuiimnudasadululsaduiisled TuAanssuvesunannsnnau vn
F2HU NNAIWIY
Jusmisunsssuuansanusisiuluiasanulasndy shonisnssvinuaznsIasunas
wuuwasmmmjugmvufljmmsiamLauaﬂ MaPSCAT ol
Aanundasnduiuiizosusnlunnnisuseas -

* " HUININNENUN

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
w248 (hospital
management support for
patient safety)

F1 Amsnssvinvssudns uandlw
WindnanndasaduvaUe
\DuisosdAnyasan

F2 gusmslsansnunadnm
NSWENATAABINLND
UsudsdliiAnmnudasnsis
VIBNAfNpH

F3 qudouinefusvislsansnuna
aulalumnulasnfuves
Jihe sowlaiinwmanisntld
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)

wanuad MaPSCAT
22n3mAH Onion
Model of Culture

Artifacts (What is collected)

mmﬂaamﬁﬂL?Juﬂmu‘i“uﬁmftiaumamnﬂu ‘iauﬁqﬁﬂwuazﬂsxmwuﬁﬂﬂ
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3. System errors and individual responsibility 2iadanarauasscuunazanusudazauuaiunaa

A. Wiuhavimasalifumnulands wazetuaninilonnANsAUANYI0IANST IATUINTIANNRANAATIUAAINS
wazaUiduveithy fimusssuvasnsnanivesounna vin andumbouazsfiiunnsuneiie
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3. System errors and individual responsibility 2iadanaraaavscuunazrarnusudadautasynna

a. Attitude & values AHRQ Survey
« human errors anusadasrulsshon1soanLuUSsUUTG

o flusssnmavasanuidanivuazanuliifiordola (openness and trust) Tuszsiuas

b. Organizational policy
.« ysanmMssruueatinatfinieal Aseasuu nsaniles nMsuumunosadou sniesedsiudu
o sjaiudsuusatadasdAnsstsuuIneaiifuszuy

5. nMsaitvaunaal
Ki6152205 U515 N
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X Usudsamnudaanny

o WalauaraddadugthuAsduatfinsaliifadudufihonndsann nAsERUANNTULSS

c. Management behavior
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.« Ruamnssuisdayaannifondosruatifinisallaslisiuiiniananlve

.« FudrmalanuthomdouasifenuuiiAnndasfionainanuaianannatfinnsal PN
d. Staff behavior | MaPSCAT wiaiiu FERNafTIAH

. JugvRNuianunsinlunszuIuAsineuiieanuuuly B3 ni0r53am3 piuams

® en BUIVINWENUN i I T
- JUATRNUUGURNungsuTuLazaTie “uk"ljmmauﬂf;’ﬁ?m
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.« FUfvRNUsgavinnusassmineulianinsavin lfesnslasnsdy “j““?amﬁﬂﬂ )
e. Patient participation Lﬂm?pmmﬂaamﬂﬂ
o Fihouazasauasafidusinetnaudadn (LA LRt
. WrhuuazaseuAldsuamnuTismdodsusisuusndaiAnmanisal The AHRQ Surveys on Patient Safety
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3. yuuoulsassruvnazunna (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)

wanuad MaPSCAT
22n3mAH Onion
Model of Culture

Artifacts (What is collected)
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4. Recording incidents and best practice
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4. Recording incidents and best practice

AN531e9IUdl G NsalariunatuINIUH LG Na

a. Attitude & values
o sfulalunszuunisduaiu (investigate) uazdh lapauavosnns
ununslnasdnsuassiontiisussiuTNf
b. Organizational policy
. fsruunsnuatfinnsalii i Whisine Wuenudu
JsuuiatiuiinisuAURAG s o uasdnsuansisauy
c¢. Management behavior
.« Pusmsduasuuazineianisnsanuatfinisaiiannsifiounans
o PHudmisdvinfiidaulnsion1ssuns U B lEinsallaziie LDy
Wane
o FudmsdeansiuvRinunsuinssnuiugaiin lu 8uss Toant
Tunsususeeslstg
d. Staff behavior
- JUFvRNUSIBUarRnsaluannsfounainasaluiasund
(second nature)
.« UjvRNuianuauslaiiazssanuaiiinisaiuannsifounaia
Taaldgasrinainazgnsni
e. Patient participation
o dtholssumsduasiliissanuatfimsal

MaPSCAT iaidu
UGN UN
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AHRQ Survey

4. NMSNDUAUDIHDANNAAWAT (response
to error)
A6 Fimhsanuil iwihisdnienuianais
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tit8 (reporting patient safety events)
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4. ﬂ’ﬁi’]El\‘i’]%aij(ﬂﬂ’ﬁmua“‘i'nﬁ%&lLL%'J‘VI'N?IJQ?U
(Recording incidents and best practice)

_ 4. AN5BINUIVAANTALUAZIIVIHUUINWUHURNG

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

Values (What is good) anANTaIM I udslonalunsifausiietlesrduatfinmsalvinuaasisnriu

dafinsmsnu Asignssnudedidam Lildduana

Feelings (What is enjoyable)  siulalumnuvasadufiazonuatifinmsalnnus:nm nAszHUANNTULSS
sulalunszuunsunumuatiinmsal Ndasiudinsisousinnninmssinnisiuana

Behaviors (what is done) 24Ans InlRTszuuT B UarAnMsali (9 Whase Wuanudy Suuiveduy Tunnssug
aufinsalfouuluAuMssIBnu (1Bu Fo3458U NMsaTIREY Manumunssadou) dszuy
wanuas MaPSCAT UniinI5UUANANDL U UaIANTHAINISIRD LS
29ax1H Onion WURYAS Anasuuaz [seianissoanu Svinfideauinsion1ssunsIusIEaL ﬁamﬁﬁ’mﬂﬁﬁﬁwﬂmw
Model of Culture sanutugnin lu T Tumsusudgeeslsis

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

A. avfinsaluastosoasougnanlilinsy avdinmsalsne ldsumsnumueiefiRulassuAsveusssivadlas it wunoieta
UsufiunanAudouly doyaansauwmad ldannmasnumuiiesiziazgnifuliinnninasihundsuvssniunguiisiasdansnedtouas
Fasdnnsdoansinasu asdnsUsaavililsddesinsufvavsgRemnudasssosadthalisus ldunnitn

B. mavuwnudiihwinsieasmnudsvnuvssasdnsuaznszangmnusuiaseusamansal luudnsgnnaiilye nMsuumuasvinetng
AsguaznalUAmn nsalnssinuazmsnssvihwasuamavintu (Tuanurunein bigdadunedonsinsiy) AsuIuASHUUEILAZEIU
asUddithminowednnmsmansalianizvintdu veesansuuud llanysal

C. Wsufevausssivasdlunmsnuyiu lasguisshymmana:tadunedaniiAsndes fsuanduaveinssuiunsnuyiudaisidoiu
mMsasssandualuuuunasusing mMsuuvnuvinieyUs: luelasdnsuanioUasulowfthosnnninfisnawasinuasaiuduiiisdos

D. aam“m@miamas[ﬁ’ummamUuaﬂz’nm‘iﬂ's'aﬁ[uﬂﬁmumw,l,a:ﬁaﬁhmuLﬁasfﬁ“lﬁnmmmmmmﬁu ymannTAsteuaUiin1eal
ﬁuﬁmuéaﬁ[um‘imumummmsﬁml,l,axﬂsxlﬁuﬁwﬁfyag huanswasmavumwiaiinnsisousannaviinnsaliaznsdusui
naeawalis Foyaannmsnsnuatinsalpnin lWamnsiuasuenuunlin daafilusessiuazdrnanszuiunsiineusy u
asFnsinaathrinsludnanih Wanaresudaiazlglumsoun fuhsddusnlunssuiumsnumuLasINLERINTS U oIRULDY
Ussaunmsalsnvisiauaunasvasdoiauauus e

v
=

E. aam“ﬂsﬁmsiﬁﬁﬁqmfimumumﬂmaf[uuazmwumumﬂmyuaﬂamqﬁaﬁzeﬁa‘nuLm@’ﬁﬁmwﬁmﬁama:@’ﬂwﬁw ANSNUMIULAATT
ssdnsfiolfulonmavesnszuiumsisuusiazilufinmsusuUssaunsisdoiauauuzanngithoss mMsirssitoyavinetnalussuy
LazasinLaNe mmﬁﬂﬁﬁmuﬁ'aumﬂummﬂ‘ﬂmmm ﬁm'sl:‘%ﬂuﬁ’mﬂLLmU;‘jﬁﬁﬁL“flul,?mﬁuﬁaa\m‘”ﬂsuaﬂuﬁzﬁumﬁ WuasAnNTuINITEaug
FeiindngruanndonnasiiasldmavumnussnuavinisalifumauianmsisousTunnsssivvesasdnssausiguivnsaudedTiusnsdnis
yPaNNSHNsATUALLE Y

MaPSaF Uszisiuiiu 5 sz6u

Manchester Patient Safety Framework



5. Evaluating incidents and best practice
n1sdszivalian1saitazrisn1sUHfUa NG

a. Attitude & values
«  Asdualuauiinisal (incident investigation- RCA) Dulomaisousuassaniniinsusulss
. ummmuummwummaaumm'sﬂﬂmwmvm‘u AUBIALENTINANT HUTUITT2AUE "lﬂmmuml,awﬂwu,a~
umwn{[umﬂauuauu
b. Organizational policy
* uplasis AE response team iWalifinnsnovanadsio AE atinamianzau
e fiszuunmsduanuatifiniand (incident investigation-RCA) Mifludas: lnsumainsuazeihafiaiusu
¢« AszUMSIRTEHaURnsalidmnulus:uuuas Ifsunmsnumuetnsatinaneandayaii Isannnns

UanenizanuumaIng
o fimsudsumnuisnmsufusnisvieanslussdnsuasfuasdinsnsuen MaPSCAT watiu
c. Management behavior LUV U

o pusmsaivauulidnigvih RCA snudariinus

o pudmsiUuuuvasdlunsithsin RCA sus ashsussenniaiis Untlesdi IWinsshniisu

. gusmsatvauultiinaves RCA unusuusszuulasldndn human factor uasndnnsiiued [9i0uaugnans
d. Staff behavior
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. pilAsTesAuatiinsaidusithsnlunisvin RCA
e. Patient participation
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5. 13 sziinau@an1Ine (Evaluating incidents)

5. amsusudualinisal Evaluating incidents

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

Feelings (What is enjoyable)

Behaviors (what is done)

wanuad MaPSCAT
29nunNd Onion
Model of Culture

AN «°C ¢«  /ZYATY 0 01 11N

nsiessiyame (RCA) niansduanuatinisal (incident investigation) Wulonmaisousuaz
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7 ldannnsudnsmseduuiufiau (4) Safinsudaduanusisnmsufvaavienslusedng
waTAUDNANTANLUDA
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human factor wazmsuiugldifugugnan
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HUAUROU (1) Bud [doya daifiaass mnusdn anudiu iwwalith laannunnsaliiuiass
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Hihafidusinlunmslidedaiuszninenisvin RCA



6. Learning and effecting change
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6. Learning and effecting change
A1siaausiasvinlitAan1sidaauunilas

a. Attitude & values
o IDUDIANTUAIASIZUG
*  PONIUMPININTRILLDY
b. Organizational policy
. ﬁmiﬂq‘ﬁamaﬁmmu,a:mLﬁum‘sﬁmmammvmﬁuﬁmqﬁ ANNTaL
o gmsiananisaiiiunseuAnulaande
.« asFnTEsusndonauazUszaunsaiiaannnsluuazamouen yaiuias
naTuunisoudivisiuasdnsuassniniesdns
c. Management behavior
o« Pusmstudiindaynidunanissnifiunsuas Tmusssni s
*  HUAWITHAENN Usuiiin wazdadinnsidousuasUutiauuazosdng
. FJusmsuesnusafiuBeszuuannatfinisalileUsuUseuazutaduunisau
d. Staff behavior
. fimsihavAnmsnifiAadudugie (s1uvia near miss) iwansfulunie
FesfURnunnauldsumsiasunddniigusu
¢« JUATRNUTTmUSTINMSHUNat oo UsuUseisnsufusinusiinag
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e. Patient participation
o WrhuiunumdsnlunsisausiazidusonmsildsuulasiiAnduniuu

MaPSCAT wiaidu
HULIVNWENUN
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AHRQ Survey

3. ANSI3UUSVDIDIANS-ANSTNENUDENY
siatilas (organizational learning-
continuous improvement)
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6. NIFLFAUWILATNLWENANITILURWLLAI

6. Msissusuaszvin liinnsiwasuudas (Learning and effecting change)

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

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

wanuad MaPSCAT
29nunNd Onion
Model of Culture

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

A. Attitude & values

B. Organizational policy

SufiasumNAnFuivaInransaINNNTERU
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finsdeansiAvnAudasmnndasasuuazisnsufusicivava
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C. Management behavior
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D. Staff behavior
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E. Patient participation
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7. nMsdaaslsziawalnianans (Communication about Safety Issues)

_ 7. mMsdoansusudumnulasnss (Communication about Safety Issues)

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

Values (What is good) \Duesdnsii lsdla Budidasumnudafiudivainnansannnnsssiu

Feelings (What is enjoyable)  $&nUasadpiiazuansmnuiiuniodovirednalsdlasdas: (psychological safety)

Behaviors (what is done) 29rns (1) ﬁﬂaqms"’iﬂﬂmﬂ 35015 LAAUNSdadsdaeANLdsy/ANudasaAuduszdnsan
(2) fimsusudoyauazisnsufidnaiedeansAugiAndasnvivesdns (3) Analniii
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Uawe (5) ﬁamsﬂuLLWMULLavagumqumﬂs[q?ﬂimﬁﬂm

wanuad MaPSCAT

22n3mAH Onion —
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8. Personnel management and safety issues
Uszisuanudaaasanunisuivinsunaing
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8. Personnel management and safety issues is:iduaruilaandudunisusninsunains

A. Attitude & values AHRQ Survey
. anuvasndudusfluniuguinnaudosd uazenfouiiduRoulvlunsdranu 2. NMsINAUVITIIUUAY
B. Organizational policy ansM (staffing
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o Jumannaitisswanazinnuaiungn A2 Tumiipauil 1574
e finmsAnuaunuivvtinigaiRn majﬂul,wmwamax
C. Management behavior souUNAaM
.« JusmsfnuaAMdnEaan1zasu (job specification) ariviuaANNaNNSATisRINS A3 Lﬁmﬁjmuﬁmmmﬁﬁ
Taslgnsoumnusiazinee (Knowledge and Skills Framework) uuglueineu
¢« FusMsInsaAAINNzaNLAzI ARl snuwAunasling
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OVERVIEW OF THE NHS KNOWLEDGE AND SKILLS FRAMEWORK

CORE

3

4

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

B

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




8. NIUINITUARININUANUADANY (Personnel Management & Safety)

_ 8. nnsusuisuaannsAumNUaonA (Personnel Management & Safety)

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

Values (What is good) ANNUaaaAUITuANTINNUGIUDDINAAL

Feelings (What is enjoyable)  fmnuisnalauazusaadaluau

Behaviors (what is done) amm (1) a%’wmmﬁu‘[ﬁ[uﬁ%ﬂﬁﬁﬁLﬁ'mﬁum‘m%m‘suamﬂi FINIANSTAD UG ﬂ']’iflﬁ‘l.l‘?ﬂ‘lﬂ']l,l,a”
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24ANg (6) ﬁmmwU’m'\mxmmwm’i"\s[aﬁamsgwamaqmsmqmﬁvlsimsaLi”J'mmaJ ANTTUU
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WUE¥WIS (1) MuueaAanEaAanIzwawl (Job specification) iNaAuuaANNEINITONFDING
uxanuJd MaPSCAT el v : ¢ o e e 3
Oni aoldnsaumNNnazinee (Knowledge and Skills Framework) (2) dadnsAnasviiisnzasuas
A el mﬂmﬁimmmu (3) mummuavavmaummmmsamaqw\mﬂsamqmaLuamavimﬂasﬁ,uum (4)
Model of Culture naafnatfinisal fmsiessfidenasanamaininananndasvideszuunsasiiuana Wie
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0. Staff education and training
AsAnEUarinausuaasynaIng
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0. Staff education and training
AsAnEuarinausuaasynaIng

A. Attitude & values
o« madnsnifudunilivosimusssuosdns fanudandu Wunsadvauuliueainsldvinnudindnunan
o feudaruluimusssuiidosnisussa anue s $8neatnls
B. Organizational policy
o« mssusidaduluanudszdn blanzTudeasuu
. ynauldsunsineusnisosmnutasnduuansWmUIALA
o ATNANAATHTANANNANTALRES
. aoulpaldanunisaldnass
C. Management behavior
. Jusvaasundwanadalfuraninsiineinnusesmsiunisiineusuwessu (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 o MaPSCAT ol
o NUAUBNIUNAAUIAINNIALINUANNUADAAY UNUINAUNN

o JUHTRNUTUEIENLAZIRMSUSHAUNANTUDDINULLD HLIVINWEN N

o HUHUANUALZDE NASIREUAAUNISYINGIL
E. Patient participation

o rhufidunulunmsiineusnurannsliidgh lanssusvesithoidsnsuamnaudssuazanulaonss

(DAY C2p ¢

[

uw.agi’wﬁ ?qmﬁqiaqa 3 ﬁq‘mﬂu 2553 138UL38991N Manchester Patient Safety Culture Assessment Tool (MaPSCAT)



9. nmIdnBILALANAUINVBIUARINT (Staff Education & Training)

_ 9. msAnvnarilnausuvasunains (Staff Education & Training)

Worldview (what is real)

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

mMsfnuissusimuiavdu ihaddine unsatvauuliuaainsldifufindsisosnns
fianudaauluiniusssuiidosnisussa anfiuerls s8nasnls

Feelings (What is enjoyable) lsisunsatvaunliidnilnousunssanuansanu

Behaviors (what is done) 29mns (1) ‘mmmaamﬂé’awaqmm(ﬁ’aqm'ifuaqaqﬂ“ﬂ‘iﬁumms’faqmfimaquﬂmﬂ'ﬂumsﬁm
ANSANEIUSH (2) ﬁm‘n'mLmumsﬁﬂmamusial,ﬁaqmwi“umﬂﬂu (3) nﬂﬂu"lﬁ‘ﬁ“um'iﬂﬂausuﬁm
ANNUaanABLasN TN UIALAN (4) ms’i’]ﬂausuy'smnmsvlﬂﬁumsﬁmmmummwu (career
development) wandoulNAUS UL LY 90IRNT 1 sruusauaUsinigal (5) aseanu

uanuas MaPSCAT psztinannmensalass aaulasldaniumsaldiass

22n316H Onion Wuania (1) La%uwﬁqLLawms[aTﬁ’uamﬂ‘ﬁLﬂsmﬁ“ﬂawuﬁQQﬂw‘sTuﬂwsﬂﬂa‘u‘sumamu (tratning

Model of Culture needs) (2) Nusm'imuwuuam\f[um's"luﬂmﬂmw‘[umsaauuavﬂfmmmumuﬂmmw (3) T
LL‘IJ‘UEJEJNT‘LLH']'WN@'\ET]JJL‘V\Iaﬂ'ivmuﬂﬁ‘il‘iﬂu'iLLav')WWﬂ‘b“iv‘IJ‘IJ‘VIL‘LJ‘LLEJEJ (4) Tenanwlatinusaay GE
J &) weasenssousTumiosau

WUAUuBw (1) MﬂﬂuummfimmﬂummﬂaamﬂU 'iummvmmvl (2) LUuN'iL'iNLLanﬂﬂTi
UfivmuwamummmumLwamﬁummmmaqm{[um'mﬂausuLLanSﬁﬂus (3) ABApasNNITRUUY
AAUANSYINNL

1 1
o7 1s Y 1 2 6 ~On 6 o, o, 6 ad o o7 1s o~ as o~ - as



10. Team working
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10. Team working
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Safe
Reliable

SCORE: Assessment of your work setting
Safety, Communication, Operational Reliability, and
Engagement

Questionnaire containing items from the original SAQ, MBI, CBAQ, and JDRS.

Survey for Organizational Learning and Improvement



Safety Culture and Well-being Assessment Tool
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Engagement Assessment Tool
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Participation in decision making
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