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What Is NOT Changing

Results of this project did not involve changes to standards or elements of performance
(EPs). Already familiar to organizations, the standards and EPs that relate to the high-reliability
subdomains (see Table 1) remain unchanged.

There is also no change to the survey methods; that is, The Joint Commission will con-
tinue to follow the survey agenda with which organizations are already familiar. This means
that surveyors and organizations will still engage in activities such as the Opening Confer-
ence; Daily Briefings; Individual, System, and Program-Specific Tracers; Leadership Session;
and Organization Exit Conference.

Table 1. Five Components of a Safety Culture’and Related
Leadership (LD) Requirements

Assessment Strengthening Trust/Intimidating | Identifying Unsafe Accountability/
Systems Behavior Conditions Just Culture

LD.03.01.01, EP 1. « LD.03.01.01,
Leaders regularly
evaluate the culture
of safety and quality
using valid and reli-
able tools.
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What IS Changing
This project was about improving the survey process. Process improvements include the
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Table 2. Sample Questions for Assessing Safety Culture
(continued)

For Leadership For Staff

Does the board set expectations for improving safety | Does leadership conduct root cause analyses of
culture? “close calls/near misses” that are reported?

Have you adopted specific codes of behavior for
physicians and staff? Are they the same for every-
one? Are your disciplinary procedures equitable and
transparent?

What process do you have in place for reporting a
“close call” or an error that occurred but did not reach
the patient?

In the event an error occurs and a patient is harmed,
how do you determine whether it is a blameless error
(for learning) or a blameworthy error (for discipline)?
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