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What's It About?

e |t's About Both Error and Drift

* It's About Both Pre- and Post-Event

e It's About Executive Commitment

e It's About Values and Expectations

* It's About System Design and Behavioral Choices
e It's For All Employees and Physicians

* It's About Partnership With the Regulator

e It's About Doing the Right Thing

* It's About Producing Better Outcomes Together




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
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Physician Accountability?

An experienced surgeon sees a new piece of
equipment at a conference. Back at the hospital, a
sales representative persuades him to use the
equipment for a procedure. He has never used the
equipment before and accidentally punctures the
patient's bowel. The surgeon repairs the bowel and
the patient recovers fully. The OR has a policy that
says new equipment will be officially approved and
training will be conducted prior to its use.

Copyright 2009 Outcome Engineering. Strictly for the purpose of presentation. Do not reproduce, distribute or transmit electronically without written permission.




The Severity Bias

Surgeon Use of Unapproved Equipment —
No Harmful Outcome
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Take No Action Warn Not to Make Mistake Encourage Different Behavior Discipline or Punish

OStaff 16% 25% 40% 19%
EManager 11% 56% 33% 0%
OExecutive 5% 21% 63% 11%
OPhysician 0% 50% 50% 0%
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The Severity Bias

Surgeon Use of Unapproved Equipment —
Harmful Outcome
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EManager 8% 17% 25% 50%
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Where We Are Today in Healthcare —
the Learning Culture

e 70-80% of
human errors
go
unexplained

e 70-90% of at-
risk
behaviors go

*___unexplained

The Problem Statement

What system of
accountability
best supports

system values?

Support
of System
Values

As applied to:
* Providers
*Managers

* Institutions

* Regulators

Blame-Free Punitive
Culture Culture




It's About Doing This Well

Mission,
Values, and
Expectations

Errors and
Outcomes

Behavioral
Choices

 Learning « Accountability
Systems and Justice

Mission,
Values and Outcomes
Expectations

Behavioral
Choices

» A Mission and Values that Often Compete
» Extremely Limited Resources
* Inescapably Fallible Human Beings
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Our Values

Overlapping Duties?

Yes
; ine”D : Fiscal

Competing Duties” PIVACY  Responsibility

Yes

Compassion

We Must Prioritize and Safety &
Balance in Support of Justice
Our Values

It's About a Proactive
Learning Culture

Often, Events are Seen « Events Should Be Seen
as Things to be Fixed as Opportunities to
0,5 5 e T : Inform Our Risk Model

—System risk
—Behavioral risk

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




What We Must Believe About the
Management of Risk




* Risk
— Risk can be a
perception
— Risk can be
an absolute

— Risk is not
inherently
bad




What is Risk?
Risk = Severity x Likelihood

executable

Managing
System Design : :




100%

Design for
system reliability...

< Humanfactors

design to reduce the

rate of error
] 0%
- Barriers to prevent

failures before they
become critical

o the effects of fail_ure/

The Safety Task: Managing System Reliability

System Reliability

System
Failure

Successful

Operation

failure )
Factors Affecting System Performance
* Recovery to capture

+ Redundancy to limit ... knowing that systems will never be perfect

0° «  Communication _/

The Safety Task: Managing Human Reliability

Human Reliability

100%
Design for
human reliability...
¢ Information Successful
* Equipment/tools Operation
« Design/configuration
. Job/t'a'sk . ' 0%
*  Qualifications/skills Poor Good
« Perception of risk )
. Factors Affecting Human Performance
¢ Individual factors
«  Environment/facilities
* Organizational
environment
«  Supervision ... knowing humans will never be perfect




Managing
Behavior

“We hold these truths to be
self-evident, that all men
are created equal, that they
are endowed by their
Creator with certain
unalienable rights, that
among these are life, liberty
and the pursuit of
happiness.”

United States Declaration of Independence
o (1776)

Two Sides of the Coin

“The proposition is this.
Every one owes to the
world at large the duty of
refraining from those acts
that may unreasonably
threaten the safety of
others.”

Palsgraf v. The Long Island Railroad
(1928)
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Managing Behaviors
Behaviors We Can Expect

* Human Error: an inadvertent action; inadvertently doing
other that what should have been done; slip, lapse,
mistake.

* 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

e Two Questions :

— 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 — that the error happened to them

* And then examine the system for improvement
opportunities




Managing At-Risk Behavior

* At-Risk Behavior

— A behavioral choice that increases risk without
perceiving the risk (i.e., unintentional risk taking),
or is mistakenly believed to be justified

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

Managing At-Risk Behaviors

* A behavioral choice

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

 Managed by changing perceptions of
risk (Coaching)
* Managed by changing consequences

AND

e Examine the system for improvement
opportunities




Managing Reckless Behavior

» Reckless Behavior

— Conscious Disregard of Substantial and
Unjustifiable Risk

* Manage through:
— Disciplinary action
— Punishment as a deterrent
— How will you achieve the best outcome?

Note: Remediation is always available




The Just Culture Algorithms

The Three Duties

The duty to avoid
causing unjustifiable

risk or harm

& 2"

The duty to produce The duty to follow a
an outcome OR procedural rule




Event Investigation

The Role of

sy, Coppt 00T,

The Basics of Event Investigation

What happened?

What normally happens? _
Increasing
value

What does procedure require?
Why did it happen?
How were we managing it?




Five Just Culture Rules of

Investigation

1. Causal statements should clearly show the “cause and
effect” relationship.

2. Negative descriptors (such as “poorly” or “inadequate”)
may not be used in causal statements.

3. Each human error should have a preceding cause.
4. Each at-risk behavior should have a preceding cause.

5. Failure to act is only causal when there was a pre-
existing duty.
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3. Each human error has preceding cause

safe Choice Edit

Dlick here to find Name | Person [Consoled/Coached/Counsaled) | Phone: [

Type: Factors increasing the likelihood of human emor:
™ Staff knowledge or skil
Al Risk Behavior .
K nowingly Unsafe Behavir ™ Other stalf performance shaping factors [e.a. stiess, fatigue)

Safe Choices Manager Acti r Unawale. of procedure ar protocols (2.9, medication administratia

) [% [~ Communication [e.g. between staff, between shifts)
@ Mo Action Taken .

I™ Equipment or taok (2.0, complex, confusing)

" Cansoled, further action required ° !
[™ Clirical products (2.0, drugs, stint)
[~ Patient factars [e.g. physiolagy, compliance)
™ Environment/acilties (e.0. room availabilty)

" Consoled, no further action required

Shart dezcription of the human error.

4. Each ilation has a : recedin= cause

Click here ta find Mame Person (Consoled/Coached/Counseled) | Phone: |

Type: Factors involvedin the at-risk behavior
Huran Emar ™ Low perception of risk
Fnowingly Unsafe Beharior I™ Difficult to comply with rule

Safe Choices Manager Acion I™ Other pricities contributing to the non-compliance

& NoAction Taken Frequency of the at-risk behavior
 Coached, futher action required I Indivichual Horm
£ Coached, no futher action required I” Common practice/local group nam

0" Shart description of the at-risk behavior.




Coaching and
Mentoring

Role-
Modeling?

Mentoring?

Consoling?

Coaching?

Counseling?




Behavioral Change

Want to Change Behavior?

Yes No

Yes Receptive Disregarding

See
Risk?

No Compliant Unconvinced

Just Culture
Implementation

Taking the
Necessary Steps




Our Experience

In Each Organization...

— There will be a small population of the staff that will be
openly opposed to most management initiatives

— There will be a larger population that believe that Just
Culture is the key to future organizational success

— The remainder will believe the Just Culture will work, but
likely will not buy into the program until they see
leadership start to adhere to the philosophy 3
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Doves or Hawks? Who Are We?




What's It About?

It's About Both Error and Drift

It's About 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 and Physicians

It's About Partnership With the Regulator

It's About Doing the Right Thing

It's About Producing Better Outcomes Together

Epilogue

“Most healthcare providers choose a life of service
They put themselves in harm’s way to care for other  s.
They expect a lot of themselves as professionals.
Yet, they remain fallible human beings, regardless of
any oaths to do no harm. They are going to make
mistakes and occasionally drift into risky places ( see
hand hygiene). The future of our nation’s health
depends upon our ability to learn from their errors
and at-risk behaviors.”

David Marx, JD
Whack-a-Mole




Thank Youl!

Please visit us at:

Outcome Engineering, LLC
Curators of the Just Culture Community
Wwww.outcome-eng.com




