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als and managers to make healthecare s

a long and winding road
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Healthcare’s
just culture
journey:

Part 1 - Exploring the culture by
looking at the symptoms of the culture
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What’s happened since 2005
at the frontline?

make healthecare safer

Greater recognition of “safety”
Use of tools such as checklists
Use of simulation & CRM training

Better recognition of non-
technical skills

als and managers to
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Colleagues/teamwork

Personal stress, alertness, tiredness etc

Cognitive capacity
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Equipment

Culture & organisation TasI[s Colleagues/teamwork

Workspace

Cognitive capacity

™~~~

Rules & protocols
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Supervision Personal stress, alertness, tiredness etc







The context

In one year 3,283 patients dead
through preventable error, In
England alone

~1 In 10 patients suffer some
form of unintended harm

~1 In 300 hospital admissions will
die as a direct result of error

(Data from Parliamentary Inquiry into Patient Safety 2009 and DH/NAO publications 2005-2009)
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“We have a Just Culture, we Just blame
whoever did it" -
Doctor, Oct 2014
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afer

“...families faced delay, denial and
obfuscation in their search for the truth" -
Secretary of State for Health, RT Hon
Jeremy Hunt MP Mar 2015

als and managers to make healthecare s

| profession
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“My hospital asked a retired Doctor to come
back to help them. They've got over 60
investigations outstanding and if they don't get
completed soon the Hospital will be in trouble.
He'll do a good job but the Board don't care
about that, they just want the backlog cleared"

Consultant, Nov 2016
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“I didn’t share mistakes as | was told good
nurses don’t make them” - Nurse, 6 Sep

2016
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DAMAGE TO THE A380
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Procedural complexity increases non-compliance

Admission to accident and emergency
1. Procedure for triage assessment of patient
2. Patient identification

Guidelines for investigations while in accident and emergency
3. Standard electrocardiography for elderly people

4. Urine dipstick

5. Blood tests

6. Chest x ray

7. Hip x ray

8. MRSA screening

Guidelines to monitor and manage patients in accident and
emergency

9. Vital signs (full set)

10. Pain score

11. Analgesia prescribed (analgesic ladder)

12. Deep vein thrombosis prophylaxis

13, Oxygen administration

14, Intravenous fluids

15, Keep nil by mouth until definitive plan made

16. Transfer to orthopaedic ward within 4 h of arrival

preparation guidelines
45, Surgery within 48 h and during day time
46, Preoperative assessment
47. Preoperative fasting
48, Drug administration
49. Preoperative nursing preparation
50. Preoperative checks and accomy g a patient to theat
51. Antibiotic prophylaxis prescription (lnlm pﬂaﬂve + postoperative)
52, Consent + operation site mark

Intraoperative care guidelines

53. Theatre arrival checklist

54, Anaesthetic care (multiple)

55. Surgical safety checklist

56. Surgical operation (multiple)

57. Scrub nurse guidelines (multiple)

58, Radiation exposure

59. Sterility + laminar flow

60, Additional guidelines depending on circumstances—
g, blood transfusion

Postoperative care guidelines

61. Immediate care of patient in theatre recovery (multiple)
62. Postoperative infection p

63. Postoperative monitOnng and investigations

64, Wound care management

65. Postoperative nutrition and supplementation

66. Postoperative surgical care—eg, timing of drain removal
67. Postoperative analgesia

Patient arrives
= in accident and
emergency

Patient admitted to

orthopaedic ward

> Perioperative care

Rehabilitation

Discharge }-—

____ Specific clinical guidelines

[ 17. Does patient satisfy fast track criteria (elderly)

18. Full history and examination of every organ system
19. Assessment of social circumstances

20. Exclude and treat ctherinjuries

21, Patient’s orientation

22. Assessment for multiple pathology

23. Assessment of injury

24, Consider possibility of elderly abuse

25, IFSp0, (94% check arterial blood gases and administer oxygen
26. Treat cardiac arhythmias accardmg to guidelines
27. Consider and treat ¢ y acquired p

28. Consider need for bone protectlun medication

Transfer to ward
29, Transfer guidelines
30. Patient handover

Ward admission [ nursing checks
31. Ward orientation, information leaflet to patient and relatives

" 32. Assess skin and pressure areas

33. Moving and handling guidelines

34, Nutrition assessment

35. Guidelines for clinical observations, vital signs, weight and height
36. Continence assessment

37. Information documentation

Gidnllmfor managing patient care
38. Discharge planning
39. Pain management
40, Investigations
41, Drug administration
42, Patient positioning, traction, immobilisation and manual handling
43, Pressure area care
44, Bone protection medication guideline for elderly care

2388

. Rehabilitation guidelines

. Multidisciplinary assessment for rehabilitation

. Early postoperative mabilisation (within 24 h)

. Slips, trips, and falls

2. Guidelines for exercise programme and rehabilitation

~

Discharge planning

73. 5afe discharge and follow-up

74. Involve social services if appropriate

75. Bone health assessment and treatment at discharge

Carthey et al., 2011. Breaking the rules: understanding
non-compliance with policies and procedures
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Systemic Migration to Boundaries

Driving
9o+ mph -
the ‘illegal-

illegal’ space
(for almost
all of us!)

VERY UNSAFE SPACE

Amalberti, 2006

Life Pressures

Driving 8o
mph- the
‘Tllegal-
normal’ s

The posted

speed limit is
ce 70 mph- the

‘legal’ space




Three contrasting approaches to safety

Taking risks is the essence
of the profession:
Deep sea fishing, military in war time, drilling
industry, rare cancer, treatment of trauma.

Power to experts
to rely on personal resilience, expertise and
technology to survive and prosper in adverse
conditions.

Training through peer-to-peer learning
shadowing, acquiring professional
experience. knowing one's own limitations.

Innovative medicine
Trauma centers

10-2

Very unsafe

10-3

Risk is not sought out but is
inherent in the profession:
Marine, shipping, oil Industry, fire-fighters,
elective surgery.

Power to the group to
organise itself, provide mutual protection,
apply procedures, adapt, and make sense
of the environment.

Training in teams to prepare and rehearse
flexible routines for the management of
hazards.

Scheduled surgery
Chronic care

10-4

Unsafe Safe

Anaesthesiology ASA1

10-5

Context: Risk is excluded as far as
possible: Civil aviation, nuclear Industry,
public transport, food industry, medical
laboratory, blood transfusion.

Safety model: Power to regulators and
supervision of the system to avoid
exposing front-line actors to unnecessary
risks.

Training in teams to apply procedures for
both routine operations and emergencies.

Radiotherapy
Blood transfusion

juiod siy) puoAeq wajsAs oN

|

10-6

Ultra safe



Healthcare’s
just culture
journey:

Part 2 - What would a Just Culture
look like and achieve for healthcare
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“By pinning the blame on individuals, we
sometimes duck the bigger challenge of
identifying the problems that often lurk in
complex systems and which are often the
true cause of avoidable harm” - Rt Hon
Jeremy Hunt MP, Secretary of State for
Health, 3 March 2016
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als and managers to make healthecare safer

| profession
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“ A just culture depends on establishing a clear
distinction between the ‘honest mistakes’ of well
intentioned healthcare workers where punitive
responses are neither warranted nor helpful; and
the rare acts that involve reckless neglect or
mistreatment” - EAG report into establishing HSIB,
May 2016
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afer

als and managers to make healthecare s

Is just culture a thing, a policy,
or is it a feeling?
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safer

An environment that feels and is better and
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safer

An environment that feels and is better and

relationships
whatever.....

Honest, open
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Honest, open
relationships
whatever.....

An environment that feels and is better and
safer

Fairness, a Just
Culture policy
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Honest, open
relationships
whatever.....

An environment that feels and is better and

safer

High quality
independent

Fairness, a Just investigation

Culture policy
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Honest, open
relationships
whatever.....

An environment that feels and is better and

safer

High quality
independent
investigation

Fairness, a Just
Culture policy

"Protections"




Honest, open
relationships
whatever.....

Science of safety
and human factors

An environment that feels and is better and

safer
V

High quality

| independent

Fairness, a Just "Protections” investigation
Culture policy
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Honest, open
relationships
whatever

Science of s7

“linical professionals and managers to make healthecare safer
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“We recommend a Just Culture Task Force be
established....This should determine the
appropriate policies, practice and institutional
arrangements that are required to move the
healthcare system firmly towards a just culture of
safety”

- EAG report into establishing HSIB, May 2016
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Thank you

Getting to grips with
the human factor
Strategic actions

for safer care

-
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chfg  clinical human factors group
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Register on www.chfg.org to stay in touch

@clinicalhf @MartinBromiley
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