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NHG institutions recently con-
ducted a Patient Safety Culture 
Survey to assess how health-
care workers view patient safe-
ty culture within their settings.  
This is the fourth time NHG 
has conducted this survey. 

The tool, developed by the 
Agency for Healthcare Research 
and Quality (AHRQ), was con-
ducted in primary care, specialty 
centre, community hospital and 
acute hospital settings. Here 
is a closer look at the findings. 

Why is safety culture important?
Safety culture is the way in 
which organisations live and 
breathe safety.  It is the founda-
tion of delivering quality care, 
as a positive safety culture is  
linked to favourable staff safe-
ty behaviour and outcomes.

In order to improve the 
quality of healthcare, the as-
sessment of safety culture is 

paramount as the results have 
the potential to enable an or-
ganisation to understand its 
strengths and weaknesses.

One of the building blocks 
of a safety culture is having an 
open and fair culture for pro-
viders and patients. In an open 
and fair environment, the or-
ganisation focuses on recti-
fying the flaws of the system. 

Staff are open about the 
incidents they have been in-
volved in and report them, 
knowing that while they will 
not be punished for system-in-
duced errors, they need to be 
accountable for their actions.

There are policies that de-
scribe how the organisation will 
respond to an adverse event. 
Staff are treated fairly while 
patients are not withheld infor-
mation on harm done to them.

   
How did NHG fare in the latest 

2017 Patient Safety Culture 
Survey?
According to the Patient Safe-
ty  Index developed by Con-
cordia, the results for NHG 
institutions were as follows:
• Polyclinic - 65 per cent 
• Specialty centre - 69 per  

cent 
• Acute hospital - 64 per cent 
• Community hospital - 66 per 

cent  
   

The Patient Safety Index takes 
into account responses from 
across all 12 dimensions in the 
Patient Safety Culture Survey. 
The index also shows where 
NHG institutions are on the jour-
ney towards a Mature Patient 
Safety Culture (see diagram).

 Based on the results, NHG has 
a “proactive culture” where man-
agement cares and knows how 
to improve. The organisation 
also models the behaviour of just 

Enhancing  patient 
safety culture

http://myttshintranet/mycare/newsletter.aspx?folder_id=2730
http://online.fliphtml5.com/fqman/fkjo/
http://mynhgp/content.aspx?article_id=4036
https://www.nsc.com.sg/2017_Issue_14
https://www.ahrq.gov/sops/index.html
https://www.ahrq.gov/sops/index.html
https://production.presstogo.com/fileroot7/gallery/dnvgl/files/original/a1bbfe94d6924b9683ecabe5597f7333/a1bbfe94d6924b9683ecabe5597f7333_low.pdf
http://www.concordianz.com/about-us
http://www.concordianz.com/about-us
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culture and effective learning.  

What were our areas of 
strengths?
NHG ranked above the national  
average in the following areas:
• Management support for pa-

tient safety 
• Feedback and communica-

tion about error
• Teamwork across units 

What are some opportunities 
for improvement?
• Communication openness
• Non-punitive response to er-

rors 
• Supervisor/manager expec-

tations and actions in pro-
moting safety

What plans are there to im-
prove our patient safety cul-
ture?
NHG will continue to strength-
en its safety culture building 

work. Apart from Just Culture, 
and Open Disclosure and Sec-
ond Victim Support, other ini-
tiatives in the pipeline include:

Speaking up for Safety
Even though speaking up is 
important for patient safe-
ty, healthcare workers often 
hesitate to voice concerns. 

In 2017, the Speaking Up 
for Safety© Programme was 
introduced in Yishun Health   
under the   Safety and Reliabil-
ity Improvement Partnership 
Framework, a collaboration be-
tween Yishun Health and the 
Cognitive Institute in Australia. 

This involves training staff 
to be more at ease  and moti-
vated in speaking up for safety.  

Staff are also equipped to 
develop insights and skills to 
respectfully raise issues with 
colleagues when they are con-
cerned about a patient’s safety.

Good Catch Programme
Changi General Hospital 

(CGH) launched the Good Catch 
Initiative in January 2016. 

The initiative aims to im-
prove the culture of reporting 
in the hospital and remove the 
stigma  behind it.  It honours 
staff whose timely intercep-
tion of an error, prevented an 
adverse outcome or led to im-
provements in patient care.   

Every six months, candi-
dates are selected through a 
review of cases in the Inci-
dent Reporting System and 
from supervisors' nomina-
tions.  The final award winners 
are then selected by a panel. 

NHG is thinking of starting its 
own programme within institu-
tions. Various representatives 
from NHG institutions  will be 
attending a sharing session to 
learn more about CGH's  Good 
Catch Programme  in April.  

Concordia's Patient Safety Index which shows that NHG has a "proactive culture" of patient safety based on results from the 2017 Patient 
Safety Culture Survey. 

http://myttshintranet/mycare/newsletter.aspx?folder_id=2730
http://online.fliphtml5.com/fqman/fkjo/
http://mynhgp/content.aspx?article_id=4036
https://www.nsc.com.sg/2017_Issue_14
https://mynhg.nhg.com.sg/Div/GQRM/Shared%20Library/Quality%20Matters/Quality%20Matters%20Extras/Quality%20Matters%20Issue%2009%20(Nov%20-%20Jan%2018)%20-%20%20Integrated%20incident%20management%20framework%20policy.doc.pdf
https://mynhg.nhg.com.sg/Div/GQRM/Shared%20Library/Quality%20Matters/Quality%20Matters%20Extras/Quality%20Matters%20Issue%2009%20(Nov%20-%20Jan%2018)%20-%20%20Integrated%20incident%20management%20framework%20policy.doc.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4016383/
http://www.cognitiveinstitute.org/Courses/SpeakingupforSafety.aspx
http://www.cognitiveinstitute.org/Courses/SpeakingupforSafety.aspx
https://www.ktph.com.sg/main/iama_details/102/yishun_health_campus_care_continuum
http://www.cognitiveinstitute.org/AboutUs/CognitiveInstitute.aspx
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Background
AT TTSH's Pre-Admission Coun-
selling and Evaluation (PACE) 
clinic, inputs from other special-
ists are often requested to help 
optimise a patient's medical con-
ditions before elective surgery. 

It was found that six in 10 
referrals made pre-operatively 
from PACE are to Cardiology.

In an effort to reduce delays 
in scheduling surgeries and mi-
nimise patients' visits to the 
Cardiology clinic, a combined 

PACE-CVM round, comprising a 
cardiologist, an anaethetist and 
a PACE nurse clinician was start-
ed in 2015 to review the refer-
rals. 

Unsuitable referrals
However, one of the problems 
that surfaced was that only three 
in 10 referrals to the PACE-CVM 
round were deemed appropriate. 
Inappropriate referrals delayed 
surgery confirmation, wasted re-
sources and caused unnecessary 

patient anxiety.
To solve this problem, a 

quality improvement team was 
formed in 2016. It was led by 
consultant anaesthetist Dr Flora 
Yuan and consultant cardiolo-
gist Dr Chia Yew Woon.

After numerous discussions, 
the group concluded that the 
root cause of the inappropriate 
referrals was due to the lack 
of common understanding be-
tween anaesthetists and cardi-
ologists on the types of cardiac 

TTSH cardiologist Dr Chia Yew Woon (centre) with a PACE Nurse Clinician (left) and an anaesthetist at a PACE-CVM round. 

Keeping PACE
with referrals

QI Project 
Spotlight

http://myttshintranet/mycare/newsletter.aspx?folder_id=2730
http://online.fliphtml5.com/fqman/fkjo/
http://mynhgp/content.aspx?article_id=4036
https://www.nsc.com.sg/2017_Issue_14
https://www.ttsh.com.sg/patient-guide/find-care/clinics/page.aspx?clid=156
https://www.ttsh.com.sg/patient-guide/find-care/clinics/page.aspx?clid=156
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conditions that require pre-op-
erative evaluation and optimis-
ation. The team thus set out to 
close this gap.

PDSAs
1st PDSA: The team reviewed 

and updated the PACE-CVM re-
ferral guidelines, in accordance 
with the latest evidence-based 
literature. 

Based on feedback from us-
ers, they also reformatted the 
guide to risk-stratify patients.

The new guide made it easier 
to link investigations and test re-
sults with recommended actions 
for different patient risk groups.

It proved to be a useful tool 
and soon after it was rolled out, 
the team was able to hit its tar-
get of 100 per cent appropriate 
referrals for a few months.

2nd PDSA: But the team found 
that the initial 100 per cent com-
pliance could not be sustained. 
A quick analysis revealed that 

versions of the old guidelines 
could still be accessed.

“We discovered there were 
physical copies of the old guide-
lines still lying around,” Dr Yuan 
recalled. “We had to purge all of 
these and replace them with the 
new guidelines.”

3rd PDSA: Another factor af-
fecting appropriate referrals 
was discovered when the team 
analysed inappropriate referrals 
and realised that some junior 
doctors were referring directly 
to the PACE-CVM round, bypass-
ing the PACE consultant.

This was likely the result of 
frequent rotation of junior doc-
tors, who may not be aware of 
the workflow. 

A gentle reminder was sent 
out to all doctors to follow the 
standard process for making re-
ferrals to the round.

4th PDSA: Further cases of in-
appropriate referrals led to the 
realisation that some doctors 

were not familiar with ECG in-
terpretation, and referrals were 
made when they did not fulfill 
the referring criteria. 

“Even though this was in the 
guidelines, we realised perhaps 
the doctors on the ground didn’t 
understand the exact ECG crite-
ria for referrals,” noted Dr Yuan.

Therefore, an ECG refresher 
was organised during a morning 
department meeting, using actu-
al cases to illustrate which types 
of ECG changes were significant 
enough to require referral.

Safety and balance measures
Following these series of inter-
ventions over 18 months, the 
median for appropriate refer-
rals to the PACE-CVM round in-
creased from 30 to 90 per cent.

Despite the success, it was im-
portant to follow up with safety 
and balance measures. 

The team wanted to make 
sure there were no increased in-

A run chart showing the percentage of appropriate referrals to the PACE-CVM round. There was a significant increase in the number of 
appropriate referrals with the team achieving the 100 per cent target in 12 out of the 23 weeks followed up.

http://myttshintranet/mycare/newsletter.aspx?folder_id=2730
http://online.fliphtml5.com/fqman/fkjo/
http://mynhgp/content.aspx?article_id=4036
https://www.nsc.com.sg/2017_Issue_14
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cidents of peri-operative major 
adverse cardiac events and no 
same-day cancellation of surger-
ies from the reduction in refer-
rals.

To date, no such cases have 
been highlighted.

The project has improved 
timeliness to surgery, reduced 
unnecessary patient anxiety and 
improved both patients' and 
physicians' satisfaction. 

It has also generated potential 
manpower and resource savings 
of more than $25,000 per year 
for the hospital.

Lessons learnt
Dr Chia felt the project, with the 
constant fine-tuning required, 
taught him the importance of 
continuously monitoring prog-
ress and effectiveness, to ensure 
long-term sustainability in im-
provement.

Both doctors agreed that the 
most challenging part was get-
ting buy-in from stakeholders 

and encouraging behavioural 
changes, especially as this in-
volved a change in clinical prac-
tice that varies from person to 
person. 

The team also had to address 
the sometimes differing prior-
ities of the two separate disci-
plines.

The team tried to overcome 
this by ensuring good evidence 
to back up the initiatives, and to 
give everyone enough time to 
give feedback. There is give-and-
take, to establish margins that 
the institution can work within. 

“It was also important to close 
the entire feedback loop – to 
our colleagues who are still re-
ferring inappropriately we will 
highlight those to them gently,” 
said Dr Yuan. 

“We keep a close eye for our 
safety and balance measures 
and with time and patience, as 
the initiatives prove their safety, 
the buy-in would be expected to 
improve.”

The project team which comprised of anaesthetists, cardiologists and nurses, worked on improving the number of appropriate refer-
rals to the PACE-CVM round from 30 per cent to 100 per cent. 

http://myttshintranet/mycare/newsletter.aspx?folder_id=2730
http://online.fliphtml5.com/fqman/fkjo/
http://mynhgp/content.aspx?article_id=4036
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