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- This presentation is current as of July 12, 2019. The Joint
Commission Center for Transforming Healthcare reserves
the right to change the content of the information, as
appropriate.

- This presentation is copyrighted to The Joint Commission
and cannot be reproduced or otherwise distributed
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Today’s Objectives

— Describe the elements of a reporting culture in health care

- Explain objective accountability evaluation/assessment

tools and appraise their use at your organization or the
potential for their use

- Define close calls and unsafe conditions and discuss the
learnings that come from examining data of these event

types

- Review action steps for your organization
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One Shared Vision

V' The Joint Commission

'FI)int Commission All people always
Resources experience the safest,
highest quality, best-
Joint Commission value health care
International

across all settings
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A high reliability organization
(HRO) is an organization that has
succeeded 1n avoiding catastrophes
in an environment where normal
accidents can be expected due to risk
factors and complexity.
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High reliability in healthcare is
“maintaining consistently high
levels of safety and quality over

time and across all health care
services and settings”

Chassin & Loeb (2013)
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High Reliability Health Care Maturity Model

Leadership

Commitment Empowering Sy§tematic, data-

to zero harm staff to speak driven approach
up to complex

problem solving

Chassin MR, Loeb JM. High-Reliability Health Care:
Getting There from Here. Milb Q 2013;91(3):459-90
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Safety Culture Components

- ..‘ .
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Trust essential to optimal reporting

- Create a psychologically safe environment with no fear
of negative consequences for reporting mistakes.

- Create a positive recognition program: “Good Catch” or
“Close Call Hero” or similar.

- Create mechanisms that close the feedback loop.
Change progresses at the speed of trust

'%int Commission Center Frankel A, et al., 2017, A Framework for Safe, Reliable, and Effective Care — 10
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Adapted from Reason J and Hobbs A. Managing Maintenance
Error: A Practical Guide. Ashgate. 2003.
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IMPROVE

Differentiate
culpable acts from
errors

Learning
Culture

Eliminate
Intimidating
Behaviors

REPORT

Identify Unsafe
Conditions, Close
Calls

Adapted from Reason J and Hobbs A. Managing Maintenance

Error: A Practical Guide. Ashgate. 2003.
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Challenge 1: // Challenge 2:
Leadership Intimidating and
l\ TRUST Bullying
A\ | / Behaviors
Challenge 4: _
Learning \ / \
from Errors IMPROVE —— Challenge 3:
and Sharing . Identifying and
with Staff Reporting Risks

Adapted from Reason J and Hobbs A. Managing Maintenance
Error: A Practical Guide. Ashgate. 2003.
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What 1s stopping reporting?

- Punishing people for making mistakes

VINELES

Errors, and —_————————— —
Problems

7
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Objective Accountability Evaluation/Assessment Tools

—AiIm is not a “blame-free” culture

—A true safety culture balances learning with
accountability

—Must separate blameless errors (for learning) from
blameworthy ones (for discipline, equitably applied)

—Assess errors and patterns uniformly
—Eliminate intimidating behaviors

15
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Montefiore Medical Center

A Just Culture Tool
[

Met Standard of Care

Regardless of outcome, blameless adverse avent
(Console)

Did Not Meet Standard of Care

Substitution Test?
{Do you believe that other competent associates with an eguivalent
level of training could have done the same thing?)

Yes* No
o At Risk Behavior Reckless Behavior
Test _0' > {Coach) (Discipline)
Intention?

(Did the associate Gray Area 1
knowingly violate
standards of care?) =] Human Error Question of Competence

= (Console) (Coach)

.A017 wayshs,, bulklaapun Joj yoo7

Impaired Practices

Impaired by substance abusa
(Immediate escalation)

Impaired by health issue — e.g. Surgeon with advancing Parkinson's Diseasa
{Immediate escalation)

Intenticnally caused harm
(Immediate escalation)

* when an assoclate passes the substitution test, question the effectiveness of cument practice and evaluate for “Normalization of Deviance”.
Normalization of Deviance Is defined as the gradual drift away from best practices until a deviant behavilor Is commonplace among assoclates
(e.g. Ignoring an alarm, bypassing a safety check, etc).

Note: If 3 documentation Issue s identified that does NOT relate to the dinical care, it is acceptable to give a ~Documentation Attribution. ™
However, i the documentation issue DOES relate to the dinical care, the Issue should be evaluated using the Just Culture Tool

VERSION No. Z, July 17, 2015

Joint Commission Center www justculturetool.org Montefiore
for Transforming Healthcare
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Impact of Just Culture on Quality & Safety

- Study indicates more than half of hospitals that adopted
“just culture” believe it has had a positive impact

» Assoclated with somewhat better peer review process

* No association with objective measures of hospital
performance (e.g. non-punitive response to error)

- Widespread adoption has not reduced reluctance to
report or culture of blame Just Culture targets

Joint Commission Center
for Transforming Healthcare

Edwards MT. 2018 American Journal of Medical Quality
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News Flash!

- The intended outcome of using a tool of this type is to
Increase reporting!

- Close calls happen at a rate of as much as 300 times
that of harm events

- Close calls do not result in harm because they were
identified, and addressed or eliminated

- Close calls include errors, mistakes, problems,
violations or unsafe conditions

for Transforming Healthcare



What are errors?

Actions Consequences

¥

“ Much of what |
21
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What are mistakes?

— Actions follow the plan exactly but the plan is
inadequate to achieve the goa

* Higher level processing like judging, reasoning,
decision-making

* Harder to detect because they are more subtle and
complex

Joint Commission Center
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Everyday Annoyances or Problems

- Inabllity to do a task because
something Is unavailable when
needed or something Is present
that should not be, thus interfering |
with the task: o 1

-Missing equipment, medications,
linen

-Distractions, multiple staff
needing access to patient

V%im Commission Center  Tycker & Edmonson, 2003, Why Hospitals Don’t Learn from Failures:

for Transforming Healthcare
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A note about “what to report”

- Clearly define what types of issues should be reported.
Staff may not recognize that a daily annoyance Is
actually an unsafe event or unsafe condition.

Joint Commission Center
for Transforming Healthcare
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Mistake or Error?

The nurse, only out of school for a few months, was sent to
cover a child in the Pediatric ICU who would be coming out to
the nurse’s regular unit later that day.

Upon arrival in the ICU, she was given report by the ICU nurse:
“He’s really easy, he’s only got a few oral meds now and one IV
med. He should be coming off his monitor later today and going
out to the floor” The ICU nurse went over the medication list,
gave the floor nurse a brief overview of the patient’s vital signs
and equipment and left to take care of a critical patient.

Noting a medication was due, the floor nurse administered the t.!
oral solution, Lasix. She then went to document the med and ‘ -
realized she had made a mistake and given the wrong

medication. The boy had just received his Lasix an hour earlier.

'%int Commission Center — 25
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The most detrimental error is

failure to learn from an error.
~James Reason



Ways to learn from close calls

- Aggregate, aggregate, aggregate:
-Most common day or shift for close call or event type
-ldentify error-prone situations in organization

-ldentify how the issues was successfully prevented
from harming someone - strengthen systems!

- Publish learnings and make widely available in multiple
modalities

27
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Leadership Engagement

- Leaders may know about a concern but may discount
Its severity because harm did not occur

- Increase Iin RFIs In the area of leadership during
surveys confirms this

- Role model admission of mistakes or errors, help staff
on units enter reports, listen to discussion of concerns
on rounds and daily huddles

for Transforming Healthcare



Action List!

JReview Sentinel Event Alert #57 and #60: commit to
Implementing a strong safety culture at your organization

JCommunicate leadership’s commitment to building trust
and reporting (see video links in SEA 60)

Develop a system that encourages reporting: easy to use,
accessible to all staff, enables quick data analysis; define
what should be reported; USE THE DATA

Joint Commission Center
for Transforming Healthcare



Action List...wait! There’s more!

JHold leaders and staff (where appropriate) accountable for
addressing and eliminating errors:

-Recognize reporters
- Communicate safety improvement stories
- Encourage communication of everyday annoyances

JIf standardized accountabllity process is implemented or
used, assure leaders at all levels apply it consistently:

- Routine training of leaders
- Measure consistent application

Joint Commission Center
for Transforming Healthcare



The 4 Es

an

_ Establish Trust [==a=

S~

- Encourage Reporting @E@j

- Eliminate Fear of Punishment l:'@.ﬂ

- A
- Examine errors, close calls and hazardous conditions @

'%int Commission Center — 31
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References and Resources
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Sentinel Event Alert

A complimentary publication of The Joint Commission Issue 60, Dec. 11, 2018

Developing a reporting culture: Learning from close calls and hazardous conditions

While a pharmacy technician was preparing a pediatric nutritional solution, a two- Published for Joint Commission

liter sterile water bag she was using ran out. She obtained another bag that she accredited organizations and
interested health care

presumed also was sterile water but was instead a similar looking bag containing professionals, Sentingl Event
Travasol, a highly concentrated amino acid that should not be used on pediatric Alertidentifies specific types of
patients. She proceeded to prepare the nutritional solutlon with the Travasol As sentinel and adverse events
i . she ancdeigh risk condity
e PSS T N

The 4 Es of a Reporting Culture

1. Establish trust

+ Leaders communicate their commitment to bullding trust and reporting through a safety
culture.

- Govemance supports leadership commitment to establishing trust.

2. Encourage reporting

- The organization's incident reporting system is accessible by all staff, easy to use,
P o Zotgpavsie o ha o ne [n a tir-sh gishimn, 7 seociudes - gorte of clor 2
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The Incident Decision Tree: Guidelines for
Action Following Patient Safety Incidents

Sandra Meadows, Karen Baker, Jeremy Butler

Abstract

The National Patient Safety Agency has developed the Incident Decision Tree to
help National Health Service (NHS) managers in the United Kingdom determine
a fair and consistent course of action toward staff involved in patient safety
incidents. Research shows that systems failures are the root cause of the majority
of safety incidents. Despite this, when an adverse incident occurs, the most
common response is to suspend the clinician(s) involved, pending investigation,
in the belief that this serves the interests of patient safety. The Incident Decision
Tree supports the alm ot uaaung an open culture, where employees ﬁ.d able to
t undue fear o

Leaming to

trust and to
understand
what we can
expect of
each other
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https://www.jointcommission.org/assets/1/6/The_4_ES_of_a_Reporting_Culture_SEA_60_Infographic_FINAL.pdf
https://www.jointcommission.org/assets/1/18/SEA_60_Reporting_culture_FINAL.pdf
http://www.ahrq.gov/downloads/pub/advances/vol4/meadows.pdf
https://vimeo.com/145957771

For More Information:
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