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Systematic Management for Patient Safety Achievement
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Abstract

Patient safety management is a process to design a systematic working and environment
that can prevents and stops failure in caring before adverse event happening. It is a proactive
action that is more effect in unsafety care than blaming and punishing the individuals. This
article presents structure, process and outcomes of patient safety management and also
shows case studies of patient safety management that hospital administrators, nursing managers

and nurses could be used to apply in their hospitals.
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