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Objectives

1. Introduce concept of a Just Culture

2. Differentiate between human error, at-risk behavior, and
reckless behavior

3. Examine why at-risk behaviors occur

4. ldentify how to manage the three behaviors
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Just Culture

— System design
— Behavioral choices
— Learning environment

— Share accountability
 Individuals

e Organizations

1 Affili
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Latent and Active Failures

— Medication errors are rarely caused by a single element or the
fault of a single practitioner

— Catastrophic events are most often the result of the combined
effects of latent failures in the system and active failures by
individuals



Latent Failures (Blunt End)

— Latent failures (blunt end errors) - adverse consequences
which lie hidden in a system

— Become evident when combined with other factors to cause or
contribute to an error

— “Accidents waiting to happen”

— Often originate where organizational policies, procedures, and
resource allocation decisions are made
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Active Failures (Sharp End)

— Actions made by practitioners that contribute to error
— “Sharp End” errors

— Effects are felt almost immediately
e Slips, lapses
e Behavioral choice

> Decisions, choices made by individual
> Failure in judgement
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Three Fundamental Beliefs in a Just Culture

To err is human

To drift is human

Risk is everywhere




Human Behaviors in a Just Culture

Human error—inadvertent action; inadvertently doing other than
what was intended or what should have been done

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

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




Behaviors and Responses

Behavior

Choose
Behavior?

See the
Risk?

Response?

Human Error

At Risk Behavior

Reckless Behavior
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To Err is Human: Is Zero Error Possible?

— An inadvertent mistake,
cognitive slip or lapse that
causes an outcome other
than intended

— Ubiquitous and inevitable
— Not a behavioral choice

— NoO one is immune
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Behaviors and Responses

Response?

Behavior Choose See the
Behavior? |Risk?
Human Error NO NO

At Risk Behavior

Reckless Behavior
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Factors That Degrade Human Performance

Each human error has preceding cause
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At Risk Behavior

— Risk is not recognized or
recognized and believed to
be justified

— Fading perception of risk as
we become more
comfortable with the task

— Desire to accomplish more
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At-Risk Behaviors: Drift

A behavioral choice

— Ubiquitous and inevitable
— No oneisimmune

— Lose situational awareness

— Why are people not following
policies?
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At-Risk Behaviors

Behavior choice driven by
the perception of
consequences

— Rewards for taking shortcuts

 Immediate, strong, positive
— Slowly become routine

— Becomes the norm

ISMP)
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Examples of At-Risk Behaviors

Processing illegible orders

Technology work-arounds

* Preparing more than one patient's medications at once
» Not using 2 patient identifiers

* Not counselling patients

* Incomplete handoff during shift change
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Behaviors and Responses

Response?

Behavior Choose See the
Behavior? |Risk?

Human Error NO NO

At Risk Behavior YES YES/NO

Reckless Behavior
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Managing At-Risk Behaviors

Coach

« Change perceptions of risk

Change Systems

» Change systems that are causing behaviors

Address Rewards

» Change the consequences

Modify Barriers

» Reduce barriers that prevent compliance
» Add barriers to prevent noncompliance
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Reckless Behaviors

Conscious disregard of a substantial and unjustifiable risk

— Examples
 Harm does not have to result, just the risk of harm

e Today's at-risk behaviors may be tomorrow’s
reckless behaviors
— Management of Reckless Behavior

- Possible disciplinary action

« What was the intent of the behavioral choice?

ISMP)
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Case Study




Determine the Behavior in a Just Culture

You choose to drive at 50 mph over the
speed limit in the dark on a crowded street
with no headlights

Reckless Behavior

You choose to drive at 10 mph over the At-Risk Behavior
speed limit

You inadvertently drive at 10 mph over the

speed limit Human Error

www.ismp.org | 22



Human Error, At-risk, Reckless?

] — Human Error: Staff picked up the

N.Y. hospital patients wrong pen for administration to a
potentially exposed to HIV, patient

— At-risk behavior: Insulin pens not
always labeled per patient; staff
unaware that the pen could not be
used on a second patient after
changing the needle

— Reckless behavior: A clinic physician
instructs the staff to reuse the insulin
pens even though is known to be
against OSHA and CDC Guidance
because it will save the clinic money
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Why is this important?

— How we think about and respond to errors (both active and
latent failures) reflects our healthcare culture

—Effect on pharmacy staff?
 Unfair to workforce
« Underreporting
* Not learning or improving
« Can't fix what you don't know
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What Does a Punitive Culture Look Like?

—Degree of discipline and
strength of action are
determined by severity of
outcome

—Procedural violations are
unacceptable

—Telling staff to “be more careful”

—Focus on re-education of
individuals

An ECRI Affiliate
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Just Culture Algorithm
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Institute for Safe Medication Practices
An ECRI Affiliate

Questions?
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