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Contribute to a Culture of Patient Safety fdausanlutmusssuanulasnisvasdiie

1. Commit to patient and provider safety through safe, competent,

high-quality daily practice

2. Describe the fundamental elements of patient safety

3. Maintain and enhance patient safety practices through ongoing

learning

4. Demonstrate a questioning attitude as a fundamental aspect of

professional practice and patient care

Work in Teams for Patient Safety UftRnudufiaiennuvasadsvadiae

5. Participate effectively and appropriately in an inter-professional

health care team to optimize patient safety (and quality of care)

6. Meaningfully engage patients as the central participants in their

health care teams

7. Appropriately share authority, leadership, and decision-making

8. Work effectively with other health care professionals to manage

inter-professional conflict

Communicate Effectively for Patient Safety doansaeniiuszaninniianulaanievauie

9. Demonstrate effective verbal and non-verbal communication

abilities to prevent adverse events

10. Communicate effectively in special high-risk situations to

ensure the safety of patients

11. Use effective written communications for patient safety

12. Apply communication technologies appropriately and

effectively to provide safe patient care
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Manage Safety Risks IANITAMULFUNBINLAUUADANY

13. Recognize routine situations and settings in which safety

problems may arise

14. Systematically identify, implement, and evaluate context-

specific safety solutions

15. Anticipate, identify and manage high-risk situations

Optimize Human and Environmental Factors
Uiuasuladeduuysduazdaundauwaninulaanievasgiae

16. Describe the individual and environmental factors that can

affect human performance

17. Apply techniques in critical thinking to make decisions safely

18. Appreciate the impact of the human/technology interface on

safe care

Recognize, Respond to and Disclose Adverse Events
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19. Recognize the occurrence of an adverse event or close call

20. Mitigate harm and address immediate risks for patients and

others affected by adverse events and close calls

21. Disclose the occurrence of an adverse event to the patient and/or

their families as appropriate and in keeping with relevant legislation

22. Report the occurrence of an adverse event or close call

23. Participate in timely event analysis, reflective practice and

planning for the prevention of recurrence
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