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The Organization’s Patient Safety Culture
The organization survey about patient safety culture focuses on the safety of patients as well as error and event reporting. There are 13 Likert survey questions provide with 52 items that are grouped into composite measures. The patient’s safety culture composite attempts to survey the communication openness in the organization. The aim is to know whether the staff of the organization freely speak up to the patients whenever they spot anything that may adversely impact on the patients (Ulrich & Kear, 2014). The extent to which the staff feels free to interrogate their colleagues with more authority concerning patient safety. Another item that the survey seeks to address is the extent to which the feedback communication concerning errors committed in the organization is addressed. The surveys want to know if the staff is informed about errors that occur. And if the errors occur, the expected feedback concerning the changes executed and elaborate on the means to prevent future errors. 

The rate of events reported is another item that this survey wants to identify its existence in the organization. The survey explores the nature of mistakes that are reported. Most importantly the survey looks into the extent to which the staff addresses mistakes that affect the safety of the patients and the duration of the response. Ghobashi et al. (2014) assert that the organization often finds itself amid mistakes that have no potential harm to patients. So, in such an event, the survey investigates the reaction given to such occurrences. This is because those mistakes are less harmful result in hazardous mistakes that greatly affect patients. Another item that the survey paper explores is the mistakes that may have the capacity to harm the patients but because they are reported early enough, they end up not causing the harm to the patient. This can only be managed by diligence and proactiveness of the staff. 

[bookmark: _GoBack]The issue of handoffs and transitions is a critical element for proper functioning of an organization that seeks to eradicate mistakes that could happen because of staff experiencing fatigue. Therefore, the survey focuses on highlighting the existence of handoffs and transitions while at work. According to Khater et al. (2015), the organization must have adequate employees to create room for shift changes between the hospital units. Limited staff results in limited rate of transitions. Additionally, the management of an organization sits at the center of providing an environment and climate that promotes and shows patient safety. The management is expected to demonstrate patient safety is a top priority to the organization and all staff must heed to promoting it. So, this element is also explored in the survey. 
Most contemporary organizations contain staff that often think that mistakes and event reporting are not among the issues that they are accountable for. Moreover, the staff may be made to imagine that mistake are not supposed to be kept in their files because of the fear of losing their jobs as a consequence of incompetence. As a result, the survey investigates the scope of nonpunitive response to errors in the organization. The idea that as a people we learn from mistakes cannot be overlooked in an organization mandated with managing people’s lives. Due to mistakes, many organizations enjoy positive growth and the evaluation process has triggered effectiveness. Therefore, systems and procedures must be designed for avoiding errors and ensuring high patient safety. In many occasions, some mistakes happen because of inadequate staffing. When there is enough personnel to handle the patient there will be few cases of fatigue and reduced errors and mistakes (Lyndon et al., 2015). Additionally, supervisors should implement their actions and duties to promote the safety of patients. 
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