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OUTCOMES
The safety program at Pennsylvania Hospital has evolved from a • AHRQ Comparison Data 400-499 Bed Hospital
one-person review of events to a program to enhance the culture • 60% Participation Rate (AHRQ National Average = 53%)
of safety across the organization. In response to the 2013 AHRQ
Safety Survey, Pennsylvania Hospital recognized an opportunity to
improve the culture of safety across all domains. A strategy was
planned to address the gaps. The approach was successful,
yielding an average of four percentage points improvement
across all safety domains, and an eight percentage point
improvement in the “Manager support for patient safety”
category.
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Culture of Safety Action Plan: created as an outcome of the 2013 survey, updated March 2016

PURPOSE / OBJECTIVES
• Develop and implement a strategy to improve the safety
program
• Engage all stakeholders in the process of improving the Culture
of Safety
• Build structures to advance the organization to high reliability

METHODS
•
•
•
•
•

CONCLUSION (or DISCUSSION)

Participated in AHRQ Culture of Safety Survey
Conducted a gap analysis of the hospital safety program
Performed literature review related to safety practices
Assessed electronic occurrence reporting system
Created strategic plan for the hospital safety program:

2016 Results

The strategic plan was effective in driving the culture of patient safety at
Pennsylvania Hospital.
• The safety team analyzed trends and outcomes and re-evaluated the
program for continuous process improvement (e.g. event
management, RCA process).
• Pennsylvania Hospital began using “high reliability” as both a term
and a goal.
• The hospital focused on low performing units to understand gaps and
potential improvements (i.e. engaged safety consultant, PULSE
survey).
• The safety team determined need for further training and for
implementation of “Just Culture” at Pennsylvania Hospital.
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