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Why Just Culture?

“When | first heard of Just Culture, | didn’t know what it was,
but | knew immediately that we needed it. Only later did |
come to realize its simplicity, power, and effectiveness. |
now believe that for any high-consequence endeavor, Just
Culture must be the foundation for the organizational safety
effort to succeed.”

The Honorable Robert Sumwalt, 1l
Vice Chairman, National Transportation Safety Board
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An Introduction to Just Culture

The single greatest impediment to
error prevention in the medical industry Is
“that we punish people for
making mistakes.”

Dr. Lucian Leape
Professor, Harvard School of Public Health
Testimony before Congress on
Health Care Quality Improvement




An Introduction to Just Culture

“There are activities in which the degree of
professional skill which must be required is so
high, and the potential consequences of the
smallest departure from that high standard are so
serious, that one failure to perform in accordance

with those standards is enough to justify
dismissal.”

Lord Denning
English Judge




An Introduction to Just Culture

“People make errors, which lead to accidents. Accidents
lead to deaths. The standard solution is to blame the
people involved. If we find out who made the errors and
punish them, we solve the problem, right?

Wrong. The problem is seldom
the fault of an individual, it is the
fault of the system. Change the
people without changing the
system and the problems will

continue.”

Don Norman
The Design of Everyday Things




An Introduction to Just Culture

“...No person may operate an aircraft
In a careless or reckless manner
SO0 as to endanger
the life or property of another.”

Federal Aviation Regulations
8§ 91.13 Careless or Reckless Operation




An Introduction to Just Culture

“As far as | am concerned, when | say “careless” | am not
talking about any kind of “reckless” operation of an aircratft,
but simply the most basic form of simple human error or
omission that the Board has used in these cases in its
definition of “carelessness.” In other words, a simple
absence of the due care required under the circumstances,
that is, a simple act of omission, or simply

“ordinary negligence,” a human mistake.”

National Transportation Safety Board
Administrative Law Judge
Engen v. Chambers and Langford




An Introduction to Just Culture

Excerpt from the Washington State statutes governing state disciplinary action against
individual health care providers - unprofessional conduct is defined as:

(1) The commission of any act involving moral turpitude, dishonesty, or corruption...
(2) Misrepresentation or concealment of a material fact in obtaining a license...
(3) All advertising which is false, fraudulent, or misleading;

(4) Incompetence, negligence , or malpractice which results in injury to a patient or
which creates an unreasonable risk that a patient may be harmed...

(6) The possession, use, prescription for use, or distribution of controlled substances
or legend drugs in any way other than for legitimate or therapeutic purposes...[1]

[1] RCW 18.130.180




The Problem Statement

What system of
accountability best
supports system

safety?
Support
of _
System As applied to:
Safety  Providers

 Managers
e Institutions
e Regulators

Blame-Free Punitive
Culture Culture




What Is a Just Culture?

Adverse

* Supports a learning Events
culture
Human
ELrlrors I

« Focuses on proactive I

L

Managerial

and Staff
Choices

management of
system design and
management of
behavioral choices

Learning Culture / Just
Culture
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One Physician’s View

“Education about Just Culture has aided my understa nding and acceptance of
our innate human frailty, the ubiquity of human err or and how we are

continuously surrounded by risk. Without better un derstanding of human error
and risk, continuous learning and growth as leaders and mentors is limited.

In addition, Just Culture prepares us to understand and appropriately respond to
unexpected outcomes, events and behaviors in fair, respectful and professional
manners.

| believe that education in Just Culture should be mandatory in all disciplines of
medical education. Serious consideration should be given for age-appropriate
Just Culture curricula for elementary and secondary school children. The
knowledge and application of Just Culture principle s will become an important
and critical building block for our communities and society.”

John W. Overton, Jr., M.D.
Cardiothoracic Surgeon and
Board of Directors, Commission on Accreditation of Medical Transport Systems




Aligning Our
Beliefs
and Values
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Our Beliefs About Risk Management

To err iIs human

e To driftis human

* Risk is everywhere

* We must manage to support our values
 We are all accountable

e Success can be measured




o Err iIs Human
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To Drift Is Human
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Risk is Everywhere

* Risk = severity x
likelihood

— Risk can be a
perception

— Risk can be an
absolute

— Risk is not
inherently bad




Health Care Compared to Other Risks in Our Lives

DANGEROUS MODERATE ULTRA-SAFE
(>1/1000) (<1/100K)
100,000 Health
Care
Total Driving
Lives
Lost Scheduled
Per Chemical Ziﬁing:
Year Bungee Manufacturing
Space  Jumping Aircraft Nuclear
Shuttle Carrier Power
1
1 Encounters per fatality 10,000,000

*Amalberti data presented by Brent James, InterrtainrHealth Care




We Must Manage in Support of Our Values

e Risk = Severity x Likelihood
o Safety ~ Reasonableness of Risk
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Our Values

* Overlapping values?
Yes Public  Heglth, Safety
Access & Comfort
« Conflicting duties?
Yes

Fiscal Privacy
Responsibility

o Still, we must prioritize
and balance our duties
In support of our values
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Success Can Be Measured

_ M Safe Systems )
Error
REIES
W Safe Choices L2

=)

N o\ )\ J
y ) Y Y Y
- self-reports, audits
Periodic gap ' ’ : adverse events
analysis opservqtlons, nearmisses (ilatrogenic harm)
interviews,

Investigations




Managing
System Design
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Seven Design Strategies
Important to Managing Risk

“Make No Mistakes”
Knowledge and Skill
Performance Shaping Factors
Barriers

Redundancy

Recovery

Perception of High Risk




Managing
Behavior
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The Behaviors We Can Expect

« Human error — an inadvertent action; inadvertently
doing other that what should have been done; slip,
lapse, mistake.

o At-risk behavior — a behavioral choice that increases
risk where risk is not recognized, or is mistakenly
believed to be justified.

 Reckless behavior — a behavioral choice to consciously
disregard a substantial and unjustifiable risk.




Managing Human Error

 Two gquestions:

— Did the employee make the correct behavioral
choices in their task?

— Is the employee effectively managing their own
performance shaping factors?
 If yes, the only answer is to console the
employee — the error happened to them.




Managing Multiple Human Errors

 What is the source of a pattern of human errors
— In the system? If yes, address the system.

— If no, can the repetitive errors be addressed through
non-disciplinary means?

— If no, how will disciplinary sanction reduce the rate of
human error?




Managing At-Risk Behaviors

"The best car safety device Is a
rear-view mirror with a cop in it."

Dudley Moore




Managing At-Risk Behaviors

e A behavioral choice

— Driven by perception of consequences
* Immediate and certain consequences are strong
» Delayed and uncertain consegquences are weak
e Rules are generally weak




Managing At-Risk Behaviors

e A behavioral choice

— Managed by adding forcing functions (barriers to
prevent non-compliance)

— Managed by changing perceptions of risk
— Managed by changing
conseqguences




Managing Reckless Behavior

e Reckless Behavior

— Conscious Disregard of Substantial and
Unjustifiable Risk

 Manage through:
— Disciplinary action




The Three Behaviors

Human
Error

Product of our current
system design

Manage through changes
in:

* Processes
Procedures
Training
Design
Environment

At-Risk
Behavior

Unintentional Risk-Taking

Manage through:

* Removing incentives for
at-risk behaviors

* Creating incentives for
healthy behaviors

* Increasing situational
awareness

Reckless
Behavior

Intentional Risk-Taking

Manage through:

* Remedial action
* Disciplinary action




Event
Investigation
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The Basics of Event Investigation

what happened? ‘

Increasing
value

Why did it happen?

how were we managlng Iit?




The Basics of Event Investigation

e EXxplain human errors

— What are the performance shaping factors?
 Information?
* Equipment/Tools?
o Job/Task?
e Qualifications/Skills?
 Individual Factors?
* Environment/Facilities?
* Organizational Environment?
e Supervision?
o Communication?




The Basics of Event Investigation

« Explain at-risk behaviors

— Why was the decision made?
» Were there incentives to cut the corner?
 What were the perceptions of risk?

— How prevalent is the behavior?
 Individual?
e Group?




The Investigation of
Princess Diana’s Death

Our desire

No guard
rail in
tunnel

T

Diana
not wearing
seat belt

) Chased by : Car hits
for pictures Panarazzi | Speeding ole
of the stars D /p7
We lead Driver | French policy
extremely Intoxicated to treat at
boring lives scene
Scotland
Bad Yard Fiat
parenting conspiracy




The Investigation of

Princess Diana’s Death

e

u of
the ftars

Diana
not
wearing

Cause of

violation?

ail
tunne

Chased

by
Paparazzi

Speeding

Driver French
Intoxicated policy to

treat at
scene

Cause of 'V‘
violation? —




It's About a Proactive Learning Culture

e It’s seeing events as
opportunities to inform
our risk model

— System risk
— Behavioral risk

e It’s not seeing events as
things to be fixed

Where management decisions
are based upon where our limited
resources can be applied to
minimize the risk of harm,

knowing our system is comprised
of sometimes faulty equipment,
Imperfect processes, and fallible
human beings

ggggggggggggggggggggggggggggggggggggggggggggggggggggg



The Just Culture
Journey Continues
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Statewide Initiatives

Statewide collaboratives bringing together:
— The hospitals

— The professional boards

— The department of health

— Other stakeholders

All agree In principle on one model for system and
practitioner accountabllity

Statewide training
Regulatory and legislative support




Key Statewide Initiatives

Minnesota
North Carolina
Pennsylvania
Connecticut
Missourl
Kentucky




What's It About ?

It's about both Error and Drift

It’s both Pre- and Post-Event

It’s about Executive Commitment

It’'s about Values and Expectations

It’'s about System Design and Behavioral Choices
It’s for All Employees

It's Partnership with the Regulator

It's About Doing The Right Thing




Review
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Facllity Implementation Steps

Educate Senior Leadership
Conduct Culture Survey

Gap Analysis

Ildentify and Mentor Champions
Align "Policies”

Educate Managers

Educate Staff

Measure Success




Faclility Just Culture Champions

President/CEO
Chief Operating Officer

Chief Medical and Nursing Officers (CMO,
CNO)

HR Director
Director of Risk Management
Other Respected Leaders




Leadership Accountabilities

Provides the vision—demonstrates a commitment to
safe, reliable delivery of high quality care and
establishes a sense of urgency around reducing risks to
patients, staff, and the public

Incorporates risk analyses into the organization’s
business strategy, establishing organizational and
system-wide risk reduction goals and the systems
changes necessary to attain them

Ensures lasting change by creating a culture and
structure that learns from errors and holds the gains




Leadership Accountabilities

« Establishes clear behavioral and performance
expectations, aligning reward, risk management, and
disciplinary systems to support these objectives

* Involves and coordinates leader participation, e.g.,
Human Resources, Risk Management, Quality
Improvement, medical staff, and addresses the barriers
and conflicts that inevitably arise

* Ensures that Just Culture and safety initiatives have the
resources and priority necessary for successful
Implementation




It's About Reinforcing the Roles of
Risk, Quality and HR

e Risk/Quality e HR

— Helping improve — Protecting the
the effectiveness learning culture
of the learning — Helping with
Process managerial

— Providing tools to competencies
line managers » Consoling

— Helping to « Coaching

redesign systems * Punishing




It's About Reinforcing Our
Expectations of Managers

e Knowing our risks
— Investigating the source of errors and at-risk behaviors
— Turning events into an understanding of risk

e Designing safe systems

 Facilitating safe choices
— Consoling
— Coaching
— Punishing




It's About Reinforcing Our
Expectations of Staff

_ooking for the risks around us
Reporting errors and hazards
Helping to design safe systems

Making safe choices

— Following procedure

— Making choices that align with organizational values
— Never signing for something that was not done




Culture versus Inherent System Reliability

e Inherent System e Culture
Reliability — A characterization of how
— An attribute of the design of the system is performing
the system relative to its inherent
— Defines the maximum reliability
available reliability — A measure of system
degradation

Values: A measure of what is important

to an organization




System Design and Safety Culture
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Doves or Hawks? Who Are We?
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Thank You!
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