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The essential role of leadership in developing a safety culture 
 
In any health care organization, leadership’s first priority is to be accounta
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http://www.ahrq.gov/downloads/pub/advances/vol4/meadows.pdf
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5. Recognize care team members who report 
adverse events and close calls, who identify 
unsafe conditions, or who have good 
suggestions for safety improvements. Leaders 
can recognize “good catches” – in which adverse 
events are avoided – and share these “free 
lessons” with all team members (i.e., feedback 
loop).29 Also useful toward recognizing safety 
initiatives and promoting safety culture are 
activities involving leaders, such as team safety 

http://www.ahrq.gov/professionals/quality-patient-safety/patientsafetyculture/index.html
http://www.ahrq.gov/professionals/quality-patient-safety/patientsafetyculture/index.html
https://med.uth.edu/chqs/surveys/safety-attitudes-and-safety-climate-questionnaire/
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Safety Culture Key to High Reliability 
 
The Joint Commission established a 



https://www.ihi.org/resources/Pages/Publications/Through-the-Eyes-of-the-Workforce-Creating-Joy-Meaning-and-Safer-Health-Care.aspx
https://www.psqh.com/news/intimidation-still-a-problem-in-hospital-workplace-ismp-survey-shows/
https://www.psqh.com/news/intimidation-still-a-problem-in-hospital-workplace-ismp-survey-shows/
https://www.ihi.org/resources/Pages/Publications/Shining-a-Light-Safer-Health-Care-Through-Transparency.aspx
https://www.ihi.org/resources/Pages/Publications/Shining-a-Light-Safer-Health-Care-Through-Transparency.aspx
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http://www.ihi.org/resources/Pages/Tools/IntrotoTriggerToolsforIdentifyingAEs.aspx
http://www.ihi.org/resources/Pages/Tools/IntrotoTriggerToolsforIdentifyingAEs.aspx
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3778486/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3778486/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3778486/
https://archive.ahrq.gov/professionals/quality-patient-safety/quality-resources/tools/hroadvice/hroadvice.pdf
https://archive.ahrq.gov/professionals/quality-patient-safety/quality-resources/tools/hroadvice/hroadvice.pdf
http://www.ihi.org/resources/pages/publications/whenthingsgowrongrespondingtoadverseevents.aspx
http://www.ihi.org/resources/pages/publications/whenthingsgowrongrespondingtoadverseevents.aspx
https://www.ncbi.nlm.nih.gov/pubmed/22132663
https://www.ncbi.nlm.nih.gov/pubmed/22132663
https://www.ncbi.nlm.nih.gov/pubmed/22132663
http://dx.doi.org/10.1016/j.jacr.2014.07.010
http://intqhc.oxfordjournals.org/content/27/5/418.long
http://intqhc.oxfordjournals.org/content/27/5/418.long

