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«ƵƗ នគុណǊពǁែដលǇនមកពេីសǏែដល
ƵƗ នសុវតƏǊិពេǆះេទ អƒកមិនǕចសេƙមចǇននូវ
គុណǊព េƽយƵƗ នសុវតƏǊិពេǆះេទ»

«សុវតƏǊិពអƒកជំងគឺƺឺǕទិǊពសƙǋប់ƙកសងួ

សុƴភិǇល េហយីƙតȪវែតƺǕទិǊពសƙǋប់អƒក
ǉក់ព័នƑǄងំអសេ់ǷទូǄងំƙបេទសកមƕុƺ»។

ឯកឧតƎមǒȜǒƎ ƸរƘ ƻង Ǎ៉ រដƊមȜនƎីƙកសងួសƴុភិǇល៖
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េǷƙបេទសកមƕុƺ ឯកឧតƎមǒȜǒƎ ƸរƘ រដƊមȜនƎី ƙកសួង

សុƴភិǇលǇនេចញលិខិតបƷƀ ប់ƳរឲƘមនƐីរេពទƘចំនួន៣  េដីមƓអីនុវតƎ 
“ƳរផƎួចេផƎីមǋƵ៌សុវតƏិǊពអƒកជំងឺៃនគណៈកǋƗ ធិƳរចƙមȩះអនƎរƺតិ” 
(JCI Patient Safety Pathways Initiative) េƙƳមអនុសƞរណៈ

េǌគយល់រǏង ƙកសួងសុƴភិǇល និង JCI: 

១. មនƐីរេពទƘ មិតƎǊព ែខƗរ សូេវȢត មនƐីរេពទƘƺតិ

២. មនƐីរេពទƘេខតƎេសȢមǍប

៣. មនƐីរេពទƘេខតƎកំពង់Ƹម
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គណៈកǋƗ ធƳិរចƙមȩះអនƎរƺត ិ(Joint Commission International/JCI)

• អងƀǊពអនƎរƺតិ មិនរកƙǇក់ចំេណញ 
សƙǋប់ƳរែកលមơគុណǊព

• បេងžីតេឡីងកƒុងƹƒ  ំ1951 ផƎល់េសǏទទួល
ǒƀ ល់ និងែកលមơគុណǊពǊពƻនមុខេគ
េលីពិភពេǎកបេƙមីអងƀǊពសុƴភិǇលƺង 
24,000 េǷកƒុងƙបេទសƺង៧០
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គណៈកǋƗ ធƳិរចƙមȩះអនƎរƺត ិ

Joint Commission International (JCI)

ទសƞនៈវស័ិយ៖ Ǆងំអស់Ƶƒ ទទួលǇនសុវតƏǊិព  និង គុណ
Ǌពខƕស់បំផុត និងƳរែថǄសុំខǊពែដលƙបកបេƽយគុណ

តៃមƚ េǷƙគប់ƙគឹះǒƏ នែថǄសុំខǊពǄងំអស់។

េបសកកមƗ៖ បងžលទƑǊពែដលបȦƅ ក់ពី

សƎង់ƽគុណǊព និងសុវតƏǊិពខƕសបំ់ផុត សƙǋប់ǄងំអសƵ់ƒ ។
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អƛីេǵƺសវុតƏិǊពអƒកជំងឺ?

• គƺឺអវតƎǋនៃនេƙƵះǃƒ ក់ែដលǕចƳរǉរǇន និងƳរƳត់បនƏយǓនភិ័យៃនេƙƵះǃƒ កែ់ដលមនិសមនឹងេកីតេឡងី
ចំេǉះអƒកជំងឺ េǷេពលទទលួƳរែថǄ ំនិងពǚǇល។

• ƙកបខ័ណƋ ៃនសកមƗǊពែដលេរȢបចំេឡងីេដមីƓបីេងžតី វបƓធម៌ ដំេណីរƳរ នីតិវធិី ឥរǌិបថ បេចƃកវទិǚ និងបរǒិƏ នកƒុង
ƳរែថǄសុំខǊពែដលបនƏយǓនភិ័យƺបǎ់ប់ និងƙបកបេƽយចរីǊព Ƴត់បនƏយƳរេកតីេឡងីៃនេƙƵះǃƒ ក់ឱƘដល់
កƙមិតអបƓបរǋែដលǕចទទួលយកǇន និងƳត់បនƏយផលបះ៉ǉលៃ់នេƙƵះǃƒ ក់េǷេពលែដលǏេកតីេឡងី។

• គិǎនុបƽƊ ក/ឆƗប ǋនជំហរពិេសសេǷជួរមុខៃនƳរែថǄ ំេƽយចំǁយេពលេƙចីនƺមួយអƒកជំងឺƺងអƒកជំǆញ
ែថǄសុំខǊពេទȢតេទȢត។ េនះផƎល់ឱƘេយីងǄងំƳរទទួលខុសƙតȪវដ៏ធំសេមƓីម និងឱƳសែដលមិនǕចេƙបȢបផƐឹម

ǇនកƒុងƳរƵƙំទសុវតƏិǊពអƒកជំងឺ។      

World Health Organization
6



© 2025 Joint Commission. All Rights Reserved. 7

េហតុអƛីǇនƺសវុតƏǊិពអƒកជំងសឺƴំន់?
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This Photo by Unknown Author is licensed under CC BY-SA

១ កƒុង១ǎនករណី ǋនǓនិភ័យ េƙƵះǃƒ ក់/
ǒƚ ប់េǷកƒុងƳរǅƚ ក់យនƎេǓះ

១កƒុង៣០០ ករណីǋនǓនិភ័យ េƙƵះǃƒ ក់ ǒƚ ប់
កƒុងកំឡុងេពលទទួលƳរែថǄ ំនិងពǚǇល
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Building a Non-Punitive, Blame-Free Culture
Empowering Midwives to Speak Up for Patient Safety
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ទិដƊǊពទូេǵៃនបទបƷƟ ញ

Why This Matters

The Problem – Blame Culture

The Solution – Blame-Free & Just Culture

Console, Coach, Discipline

Speaking Up – Your Role

Call to Action
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េហតុអƛីេនះƺបȦƟ ?

េសǁរយី៉ទីូ១: អƒកƙគȪេពទƘឆƗបេសƂȣមǒƂ ត់

• ឆƗបǋƒ ក់សេងžតេឃញីǃ កƙមិតǃƒ ែំដលសរេសរេǷេលី
េវជƅបȦƅ េមីលេǵមិនƙតឹមƙតȪវ។ Ƶត់ǒƐ ក់េសƐីរ។ Ƶត់
គិតចង់និǌយអƛីមួយ បុ៉ែនƎƙពȫយǇរមƖǃ៖ ចុះេបីƙគȪ
េពទƘខឹង? ចុះេបីអƒកƙគប់ƙគងរបស់Ƶត់គិតǃƵត់ƺ
មនុសƞពិǇក? ចុះេបƵីត់ខុស េហយីបុគƀលិកេផƞង
េទȢតេសីចចំអក? ដូេចƒះƵត់សេƙមចចិតƎេǷេសƂȣម។

This Photo by Unknown Author is licensed under CC 
BY-ND
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េហតុអƛីេនះƺបȦƟ ?

េសǁរយី៉ទូី២: អƒកƙគȪេពទƘឆƗបែដលទទួលǇនƳរƵំ
ƙទ (The Empowered Midwife)

• ឆƗបែដលទទួលǇនƳរƵƙំទេឃញីកƙមិតǃƒ ែំដលសរេសរេǷេលី
េវជƅបȦƅ មិនƙតឹមƙតȪវ។ Ƶតនិ់ǌយេឡងីǊƚ មៗេƙǉះƵតដឹ់ងǃ
មនƐីរេពទƘǋនេƵលនេǌǇយ ឬនីតិវធីិƙបតƎិបតƎិសƎងƽ់ែដល
ƳរǉរƵត។់ Ƶតដឹ់ងǃƳរǍយƳរណ៍ពីƳរƙពȫយǇរមƖƙតȪវǇន
េគឱƘតៃមƚ និងមិនƙតȪវǇនទទួលេǄសេទ។ ƙគȪេពទƘǇនអរគុណ
Ƶត។់ កំហុសƙតȪវǇនែកតƙមȪវ។ ǋƎ យ និងǄរកǋនសុវតƏិǊព។

This Photo by Unknown Author is licensed under CC BY
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េហតុអƛីេនះƺបȦƟ ?

• ǊពខុសƵƒ រǏងេសǁរយី៉ូǄងំពីរេនះមិនែមនេƽយǒរឆƗបេទ។ ែតគឺƺវបƓធម៌ៃនកែនƚងេធƛƳីរ។េយងី
ǕចកǒងកែនƚងេធƛីƳរƙបេភទទពីីរ - វបƓធម៌មិនƽក់ពិន័យ និងមិនបេǆƐ ស - និងមូលេហតុែដលមតិ ឬ
Ƴរនិǌយ េលីកេឡងីរបសអ់ƒកកƒុងǆមƺឆƗបǋនǒរៈសƴំន់កƒុងƳររកǜសុវតƏិǊពអƒកជំងឺ។

• សុវតƏិǊពអƒកជំងឺǕƙសយ័េលƳីរបេȥƃ ញមតិ ឬƳរនិǌយ េលីកេឡងីរបស់បុគƀលកិ។ ឧបƓតƎិេហតុǊគ
េƙចីនបǁƎ លមកពីƳរបǍជ័យៃនƙបព័នƑ មិនែមនកំហុសរបសបុ់គƀលǋƒ ក់ៗេទ - បុ៉ែនƎេយងីǕចែកតƙមȪវ
ƙបព័នƑǇនលុះƙǂែតបុគƀលកិǍយƳរណ៍។

• Ƴរភ័យƴƚ ចៃនƳរƽក់ពិន័យ ឬបេǆƐ ស គƺឺឧបសគƀេលខមួយចំេǉះƳរǍយƳរណ៍។ េǷេពលែដល
បុគƀលិកƴƚ ចƳរសƎបីេǆƐ ស ពួកេគេǷេសƂȣម។ ǊពេសƂȣមǒƂ ត់គឺǕចǋនេƙƵះǃƒ ក់។

• ƙបេទសកមƕុƺកំពុងǋនវឌƌនǊព។ សƎង់ƽរ CHAS LM.4 តƙមȪវឱƘមនƐីរេពទƘបេងžតីវបƓធម៌មិនបេǆƐ ស 
វបƓធម៌យុតƎិធម៌ និងវបƓធម៌សុវតƏិǊព។ េនះគƺឺសƎង់ƽƺតិ។



What a Blame Culture Looks Like?

Staff fear reporting errors
Mistakes stay hidden and repeat

Focus on WHO not WHY
Individual blame replaces system 
analysis

Reporters labeled 'troublemakers.'
Silence becomes self-protection

Anger, shame, discipline
Disproportionate responses to honest 
errors

Workarounds normalize risk
Short-cuts become routine, hazards 
ignored

Gossip and isolation
Staff distance from those involved in 
errors



When Midwives Cannot Speak Up...

1 Errors Repeat
Unreported mistakes occur again across patients

2 Near-Misses Lost
Opportunities to prevent real harm disappear

3 Staff Suffer in Silence
Midwives become “second victims” — guilt, shame, anxiety

4 Systems Never Improve
Root causes stay hidden without incident reports

5 Mothers & Babies Harmed
Preventable complications and deaths continue



The Solution: Non-Punitive, Blame-Free Culture
Aligned with CHAS Standard LM.4

A workplace where staff reports errors & safety concerns freely, without fear of 
punishment for honest mistakes.

1
Visible Leadership

Leaders at every level 
actively demonstrate 
that reporting is valued 
and protected.

2
Protection from 

Retaliation
Staff reporting in good 
faith are shielded from 
punishment, isolation, 
or unfair treatment.

3
Consistent Fair 

Treatment

Everyone is treated 
equally, regardless of role 
or the event’s outcome.



What Is a Just Culture?

A just culture is built on trust, learning, and 
accountability.

The hospital designs safe systems.
Good staffing, working equipment, clear 
procedures, proper training.

You make responsible choices.
Within those systems, each person is 
accountable for their behavioral decisions.

Organizations are 
accountable for the systems 

they design.

Individuals are accountable 
for the behavioral choices 

they make.

— The Heart of Just Culture



Blame-Free ≠ Accountability-Free

WE DO PROTECT

Staff who make honest mistakes

Staff affected by system-related failures

Those who report in good faith

≠

✘ WE DO NOT PROTECT

Those who deliberately cause harm

Reckless disregard of known safety rules

Deliberate cover-ups or falsification

This distinction is what makes just culture fair and sustainable — without it, staff lose trust in the system.



Three Pillars of a Safety Culture

1

REPORTING

Staff feel safe to report 
incidents, near-misses, 

and hazards without 
fear.

2

JUST

Incidents handled 
fairly, with appropriate 

action based on 
behavior type.

3

LEARNING

The organization learns 
from every event and 

drives system 
improvements.

All three pillars must work together — without reporting, there is no learning; without 
learning, patients continue to be harmed.



The Three Behaviors: Console, Coach, Discipline

HUMAN ERROR

Unintentional slip or 
lapse by a competent 
person trying to do right.

Example:
Midwife picks wrong 
syringe, two look-alike 
medications.

Response: CONSOLE
Support the person. Fix 
the system.

AT-RISK BEHAVIOR

Shortcut taken without 
fully recognizing the risk 
— often system-driven.

Example:
Midwife skips hand 
hygiene due to severe 
understaffing.

Response: COACH
Help them see the risk. 
Fix system incentives.

RECKLESS CONDUCT

Deliberate disregard of a 
known safety rule.

Example:
Midwife falsifies a patient 
record to hide a mistake.

Response: DISCIPLINE
Hold the person 
formally accountable.



Speaking Up – Your Role in Patient Safety

What does speaking up look like?
• Reporting a medication error or near-miss – even if you made the mistake.
• Telling a supervisor when equipment is not working properly.
• Raising a concern when a colleague’s shortcut puts a patient at risk.
• Questioning a prescription or order that seems incorrect – respectfully.
• Sharing an idea to improve an error-prone process.
• Asking for help when overwhelmed, fatigued, or uncertain.



What Should Happen When You Speak Up

In a blame-free culture, when you report an incident:
• You should be thanked, not punished. Reporting takes courage and saves lives.
• You should be protected from retaliation, harassment, or unfair evaluations.
• The focus should be on systems, not on blaming you. “What in the system 

allowed this?”
• You should receive support. Adverse events are traumatic. You deserve care 

and compassion.



Your Responsibilities as Midwives in a Just 
Culture

• Report all incidents, near-misses, and safety concerns – no matter how small.
• Do not blame, shame, or judge colleagues for honest errors. Support them.
• Follow established safety procedures and protocols in your daily work.
• Speak up when you see unsafe conditions or at-risk behaviors.
• If a colleague is retaliated against for reporting, report it. Protect each other.



The Second Victim: Supporting Each Other

A second victim is a healthcare provider traumatized by involvement in an adverse 
event — experiencing guilt, shame, anxiety, depression, or loss of confidence.

In a Blame Culture

• Suffer alone in silence
• Blamed for human error
• Often leave the profession
• No support offered

In a Just Culture

• Peer support & counseling
• Time and space to recover
• Regular check-ins from supervisors
• Treated with compassion, not blameVS



YOUR FIVE COMMITMENTS

1 Speak Up
When you see something unsafe, say something. Your observation could save a life.

2 Report Without Fear
Use your hospital’s incident reporting system. If none exists, advocate for one.

3 Support, Don’t Blame
When a colleague errs, offer compassion first. Ask what happened, not who did it.

4 Champion Just Culture
Talk to supervisors and leaders. Share what you learned today.

5 Take Care of Each Other
Look out for colleagues struggling after difficult events. Be their peer support.



Patient safety is not about perfect people
working in a perfect system.

It is about good people feeling safe enough to speak up
when things go wrong in an imperfect system.

You are those good people.
Cambodia’s mothers and babies are counting on your voice.



Thank you for your attention! 


