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Introduction: Building Our
Culture of Safety

Healthcare is a complex business, and preventing errors is vitally important
because every day real people—mothers, fathers, children, our friends and
associates—can get hurt. None of us want to be involved in a medical error
and we all want to do everything we can to keep our patients and residents
safe. It takes an organizationwide effort to instill a commitment to maximiz-
ing patient safety by minimizing the harm from errors. Safety is not some-
thing we can add on at the last minute just before our patient or resident
leaves the facility: Safety has to be included in everything we do. It must be

an integral, precious part of our culture. In short, we need a culture of safety.
So, what is culture?

Culture is really our shared values and beliefs. If we believe in safe driving,
we will wear our seat belts, and we will share that value with everyone who
rides in our cars. “Buckle up, or the car doesn’t move!” is our way of letting

people know that our culture of safety will not let us put passengers at risk.
In healthcare, the decisions and actions you take every day directly influ-

ence the health, the comfort, and even the very life of your patients and

residents. This is why working in healthcare can be so rewarding, but it is
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also why we must be constantly vigilant to prevent errors that can affect

patients, residents, coworkers, and ourselves.

So, what are the shared values and beliefs in healthcare that will keep us
from making errors? In this booklet, we will introduce six safe behaviors
that are expected of all of us to make sure our patients and coworkers are
safe. Variations of these six safe behaviors are used in many hospitals and
even in other high-risk businesses, such as aviation and nuclear power

plant operation.

WE EXPECT EVERYONE TO:

Key Behavior 1: Pay attention to details

Key Behavior 2: Keep a clear line of communication open

Key Behavior 3: Have a questioning attitude
Key Behavior 4: Use a clear and effective handoff process
Key Behavior 5: Look out for each other as a team

Key Behavior 6: Follow the rules
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This handbook also offers some easy-to-use error reduction tools that will
help you demonstrate your commitment to safety. But no system is per-
fect—what if something happens? In the section “Oh No! It Just Happened
to Me!” you'll find straightforward, don’t-panic steps describing what you

should do if you are involved in an error with a patient.
All of this information might seem obvious, but a look through recent
newspaper headlines or television news reports show that hospital and

medication errors are still occurring all too frequently.

Before we begin with the six key behaviors, it’s important to understand

why medication errors occur.
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