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PATIENT SAFETY CULTURE IN HEALTH CARE 

There is a subset of industries, such as commercial aviation, nuclear power, 

and national defense, in which process failures can lead to catastrophic 

consequences.  With high stakes to get things right, some organizations 

within these industries have been able to achieve exceptionally high levels of 

reliability in their systems and processes and have become known as High 

Reliability Organizations.  In the past decade, health care leaders and 

policymakers have studied High Reliability Organizations to learn how their 

practices and philosophies might help improve health care processes.  They 

learned that High Reliability Organizations avoid plane crashes, nuclear 

meltdowns, and accidental death by identifying weak danger signals and 

responding to them strongly, so system functioning can be maintained and 

disasters avoided.1  But early warning systems only thrive in a certain type of 

organizational culture:  one that supports safety, learning, and improvement.    

The Joint Commission, a highly respected accrediting entity for health care 

systems in the United States, requires organizations to establish a culture of 

safety as part of their minimum accreditation standards.  To date, more than 

20,000 health care organizations are subject to this requirement.  Why does 

the Joint Commission consider a patient safety culture so important? 

“An organization’s culture reflects the beliefs, attitudes, and priorities of 

its members, and it influences the effectiveness of performance.  In a 

culture of safety and quality, all individuals are focused on maintaining 

excellence in performance…  In a culture of this kind, one finds teamwork, 

open discussions about safety and quality, and the encouragement and 

reward for internal and external reporting of safety and quality issues.”2   

While cultural values in the correctional health care work environment may 

seem nebulous, the impact on performance is real and can be experienced in 

tangible ways – actual harm to patients, frustrating work environments, 

litigation, and a waste of time and resources. 

A way to measure the impact of a safe culture is to examine what happens 

when that culture is not in place.  In the absence of a patient safety culture, 

this type of adverse patient health care event occurs not infrequently: 

When a laboratory technician arrives in the morning, he checks the 

office voicemail and finds a message left by the reference 

                                                           
1 Transforming Hospitals into High Reliability Organizations: Becoming a High Reliability Organization:  Operational Advice for Hospital Leaders.  April 2008.  Agency 
for Healthcare Research and Quality, Rockville, MD.  http://www.ahrq.gov.professionals/quality-patient-safety/quality resources/tools/hroadadvice1.html 
2
 Introduction to Organization Culture and System Performance Expectations, Standards LD 03.01.01 through LD.03.06.01, The Joint Commission 

Background 

 

BY THE 
NUMBERS 
(See Appendix 1 for more 
information about this data.) 

 

384 (14%) CDCR inmate 

deaths between 2006 and 
2012 were likely or possibly 
preventable. 

Medical errors are the eighth-
leading cause of death in the 
United States each year. 

 

2,300 (31%) CCHCS 

hospitalizations in 2013 
were potentially 
avoidable, totaling over 

$44 Million.  
In 2009, over 600,000 
hospitalizations (26%) of U.S. 
Medicare and Medicaid 
patients were potentially 
avoidable, totaling $5.4 billion. 

 

34,000 (45%) CCHCS 

patients did not receive 
their medications timely in 
April 2014. 

In the United States, 
5 medication errors occur per 
100 medication administrations. 

 

8,456 (42%) CCHCS 

patients on high risk 
psychotropic medications 
in July 2014 had one or 
more overdue diagnostic 
monitoring laboratory test 

– totaling 20,646 
overdue tests. 
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Health Care Services executives at headquarters are committed to being catalysts for change at the 

enterprise level by taking actions that foster a culture dedicated to building a safe and reliable system 

for delivering health care.  Examples of actions include: 

 Discuss the Patient Safety Culture Survey Report and major findings with leadership at the 

Department of Adult Institutions (DAI) to garner support for a decision algorithm that expands 

the organization’s response to errors/adverse events to include alternatives such as root cause 

analysis and process redesign; and takes appropriate action for blameworthy acts. 

o In this discussion, consider the many paths in which adverse events are currently 

addressed in our system, including Office of Internal Affairs investigations, professional 

practice peer review, program or litigation specific corrective action plans, and root 

cause analysis. 

 Provide recommendations to the Health Care Services Human Resources department as they 

begin the process of evaluating and modifying the Employee Disciplinary Matrix. 

 Share the Patient Safety Culture Survey Report with external stakeholders such as Unions. 

Regional team members and institution managers and supervisors can set the example by reporting 

patient harm, studying and understanding fundamental system problems, implementing solutions to 

prevent reoccurrence, and sharing errors and improvements with line staff.  There are a number of 

activities that leaders can do now to demonstrate that they are invested in providing safe care to 

patients and a safe work environment for staff, the following are a few examples: 

 Chief Executive Officers, Institution Managers and Supervisors – When notified of a health care 

incident, ensure that a Sentinel Event Adverse Event Reporting Form is completed and 

submitted to headquarters within 24 hours of the incident.  Click here to access Patient Safety 

on Lifeline for forms and more information.  The Adverse/Sentinel Event Review Executives and 

Regional Administrator will be in contact and will provide guidance on how to address the event 

within one week (and sometimes as quickly as 24 hours). 

 Physician and Nursing Leaders – When patients are sent to the hospital for urgent/emergent 

care, reflect on whether or not the event is reportable and submit a report if appropriate. 

 Chief Nurse Executives and Supervising Registered Nurses – While reviewing monthly 

Medication Administration Process Improvement Program (MAPIP) audit findings, identify and 

report medication events such as missed or delayed delivery of medications. 

 Chief Executive Officers – Establish a local Patient Safety Committee to review reported events, 

identify local trends and areas for improvement, test and apply interventions that prevent harm, 

and identify local Patient Safety and Root Cause Analysis (RCA) champions. 

 Institution Quality Management Committee – Include patient safety issues, such as medication 

errors, avoidable hospitalizations, and timely availability of health information when setting 

priorities in the Institution Performance Improvement Work Plan (PIWP). 
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 Local Committee Chairs and Quality Management Support Unit (QMSU) Staff – Include patient 

safety as a standing agenda item for all quality committees to discuss patient safety issues and 

adverse health care events that impact their respective business areas or programs.  Provide 

training to institution staff in each discipline and business area about how to access the Health 

Incident Reporting System and statewide requirements for reporting. 

 Regional Administrators, Chief Executive Officers and Institution Leaders – Actively promote 

the importance of patient safety and reporting of health care events through various 

communication channels and forums, and congratulate staff when they do report. 

o Some institutions have given awards and used other creative methods to give 

commendations to staff for reporting health care events. 

 Institution Leadership Rounds – Convene a team of managers and clinical staff who make 

regular visits to areas of the facility where care is being provided to discuss health care events 

that have been reported, potential risks to patients in different care settings, recent RCAs, 

patient safety stories and alerts, improvement strategies resulting from Patient Safety Culture 

Survey findings, and other patient safety initiatives being implemented locally. 
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METHODOLOGY:  PATIENT SAFETY CULTURE SURVEY 

Source – The CCHCS Patient Safety Survey is based on the Agency for Healthcare Research and Quality, 

Hospital Survey on Patient Safety Culture. 

Sorra JS, Nieva VF.  Hospital Survey on Patient Safety Culture.  (Prepared by Westat, 

under Contract No. 290-96-0004).  AHRQ Publication No. 04-0041.  Rockville, MD: 

Agency for Healthcare Research and Quality.  September 2004. 

Availability – The Survey was made available to over 10,000 healthcare staff across all 34 CDCR adult 

institutions between February 17, 2014, and March 7, 2014.  Survey data was collected through Survey 

Monkey, a web-based surveying tool. 

Confidentiality – The Survey was implemented in a manner which allows all respondent identifiers to 

remain confidential. 

Survey Questions – The Survey consisted of 8 demographic questions about the respondent’s work 

location and professional background to allow for analysis by institution and discipline, and 44 core 

questions directly related to the 14 major categories of the patient safety survey: 

 Non-Punitive Response to Errors 

 Feedback and Communication about Errors 

 Communication Openness 

 Handoffs and Transitions 

 Teamwork Across Units 

 Teamwork Within Units 

 Organizational Learning-Continuous 

Improvement 

 Facility Management Support for Patient Safety 

 Staffing 

 Supervisor/Manager Expectations and Actions 

Promoting Patient Safety 

 Overall Perceptions of Safety 

 Frequency of Events Reported 

 Events Reported 

 Overall Patient Safety Grade 

Opting Out of Questions – Participants were able to skip a survey question if desired. 

Likert Scale – Core questions were asked using a Likert scale that offered 5 possible choices. 

Reverse Logic Questions – A number of questions were worded using a reverse logic where “Strongly 

Disagree” or “Disagree” was a favorable answer.  These specific question numbers are noted in the 

Institution Reports in red text and with a (®) symbol. 

Reportable Data – To ensure confidentiality of staff in smaller units, survey results are only reported for 

questions with five or more responses. 

Institution Results – Institution results by measure are calculated using only records where there is an 

actual response.  Blank records are excluded. 

Composite Results – Composite results across disciplines, institutions, and regions show un-

weighted averages. 

Appendix 2 

Case3:01-cv-01351-TEH   Document2814-3   Filed10/01/14   Page14 of 46



Case3:01-cv-01351-TEH   Document2814-3   Filed10/01/14   Page15 of 46



PATIENT SAFETY CULTURE SURVEY 2014  14 
California Correctional Health Care Services/Division of Health Care Services 

 

DETAILED REPORTS 

Detailed reports showing statewide, regional, and institution-specific results are available by clicking on 

the following link: 

 

 

Appendix 4 
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