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Please . Let me know my audience  
 

 

A. Physicians  

 

B. Nurses 

 

C. Paramedical professions ( Pharmacy, physiotherapy )  

 

D. CEO  

 

E. Important Other  
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Safety is a value  
Not a commodity  







During my  stay in Singapore I took 

this short video  observation 





Then the king said, “one says, ‘This is my son 
who is living, and your son is the dead one’; 
and the other says, ‘No! For your son is the 
dead one, and my son is the living one.’”   

The king said, “Get me a sword.” So they 
brought a sword before the king.  The king 
said, “Divide the living child in two, and give 
half to the one and half to the other.”   

Then the woman whose child was the living 
one spoke to the king, for she was deeply 
stirred over her son and said, “Oh, my lord, 
give her the living child, and by no means kill 
him.” But the other said, “He shall be neither 
mine nor yours; divide him!” 

















265 + 32 + 16 =  













Candid camera -  Elevator  





Memory  

















5 Identification of patient according to patient’s details on the blood unit 

6 Identification of patient according to patient’s details on the blood type form. 

 



Cause of death in the US  
  



Is this an  
epidemic ?  

Cause of death in the US  
  



Unlike some epidemics, 
there is no specific 
treatment for error. 

  It is part of the human 
condition 



While we can’t fundamentally change this condition, 

 we can change the conditions under which health care 
professionals work to make them less error provoking. 



While we can’t fundamentally change this condition, 

 we can change the conditions under which health care 
professionals work to make them less error provoking. 

YES!  
WE CAN INFLUENCE  
HUMAN BEHVIOR  !!! !  









Surgical safety education programs with 

assessment of competence for surgeons, 

residents, medical students, perioperative 

team members, and surgical institutions on 

effective communication, resilience, leadership 

and teamwork. 

 



Safety training modules (simulation-based) for 

the entire surgical team--doctors, nurses, 

anesthesiologists, surgical technicians and 

physician assistants. 

Shared-decision making practices and 

procedures to ensure an informed and 
prepared surgical patient. 





Team E 

It is important 
to wash hands  





Team G. 

It is important to wash hands, if 
you see someone from the team  
that is not following protocol – 

to use gloves  gentleTell him 

etc.  



Team E Team G. 

It is important to 
wash hands  

It is important to wash 
hands, if you see someone 
from the team  that is not 

following protocol – Tell him 

gentle to use gloves etc.  









1986-1900  





A behavior change method is any process that has 

the potential to influence psychological 

determinants.* 

  

 Examples of such determinants are attitude, 

 

.habit , efficacy-self , risk perception  

* Education, Motivation , Skinner< Pavlov and more  

https://en.wikipedia.org/wiki/Habit_(psychology)
https://en.wikipedia.org/wiki/Self-efficacy
https://en.wikipedia.org/wiki/Self-efficacy
https://en.wikipedia.org/wiki/Self-efficacy
https://en.wikipedia.org/wiki/Risk_perception


safety climate 







Culture of Safety  

 
The utopian environment 
where medical errors do 

not occur because 
everyone is safety-

conscious enough to avoid 
all mistakes. 

 



The American social scientist Ron Westrum distinguished 
three kinds of safety culture the way in which an organization 

handles safety-related information. 

Pathological organizations are liable to shoot the messenger and ignore or deny the 
information. 

1 



but do not  listen to the messageBureaucratic organizations: 
necessarily know what it signifies. ( New ideas often present 
problems)  

2 



Make changes, but do them only cosmetically 

3 



Make changes, 
but no good 
comes of them.  



Ineffective Responses to A mishap 

She was going to die anyway. 

It is human to err. 

It couldn’t happen to me/here. 

We need more/louder alarms. 

They should always respond to alarms.  

They should follow policies and procedures. 

It’s not their fault;  it’s the organization’s fault. 

Let’s make sure this never happens again. 



Blaming front-line operators 



Generative (high-reliability) organizations 
welcome the messenger, even rewarding him or 

her, and treat the message very seriously.  
 





F28 
Safety 

Culture & 
Vision 

Touch 
the 

personal 
choice   

January 2013    
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we will start with a short movie 
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concept 
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Figure 3 : Mean number of Non-Routine Events per operation with and without a briefing  

 תוצאות

25% reduction 

in mishaps 

during 

surgery 









“not  enough money is being spent on 

safety, so be careful .”  



Take home message  

change both the conditions under which health care  canwe 
professionals work and change their behavior  to make 
them less error provoking. 

 
 
 
 



Take home message  

we can change both the conditions under which health care 
professionals work and change their behavior  to make them less error 
provoking. 

 
 

Creating safety climate and safety culture is our mission 

OUR = ALL that serve in the health system from the head of the 
organization to last worker.  

 
 





THANK YOU  


