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Openness and transparency

To improve the safety of healthcare we must acknowledge the things that can, and
do, go wrong and that we need to make changes. Talking about incidents where
people were harmed can be uncomfortable. Not talking about them is dangerous.
We must support everyone to be open and transparent, including with the patients
who are harmed and their families and carers. Openness is a prerequisite for
sharing insight about safety: being open supports the kind of positive accountability
needed for change, as well as being the right thing to do.
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Transparency and openness
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A just culture guide

Supporting consistent, constructive and fair evaluation of the actions of staff involved in patient safety incidents

This guide supports a conversation between managers about An important part of a just culture is being able to explain the Please note:

whether a staff member involved in a patient safety incident approach that will be taken if an incident occurs. A just culture = A just culture guide is not a replacement for an
requires speafic individual support or intervention to work guide can be used by all parties to explain how they will respond investigation of a patient safety incident. Only a full
safely. Action singling out an individual is rarely appropriate - to incidents, as a reference point for organisational HR and investigation can identify the underlying causes that need
most patient safety issues have deeper causes and require indident reporting policies, and as a communication tool to help to be acted on to reduce the risk of future incidents.
wider action. staff, patients and families understand how the appropriate
response to a member of staff involved in an incident can and
should differ according to the circumstances in which an error
was made. As well as protecting staff from unfair targeting,

A just culture guide can be used at any point of an
investigation, but the guide may need to be revisited as
more information becomes available.

The actions of staff involved in an inddent should not
automatically be examined using this just culture guide, but
it can be useful if the investigation of an incident begins to using the quide helps protect patients by removing the tendenc * A just culture guide does not replace HR advice and
suggest a concern about an individual action. The guide g ) g elps p tpa Y p vng y should be used in conjunction with organisational policy.
o ) . o . : to treat wider patient safety issues as individual issues.

highlights important principles that need to be considered The guide can only be used to take one action (or failure
before formal management action is directed at an to act) through the guide at a time. If multiple actions are
individual staff member. involved in an incident they must be considered separately

° Start here - Q1. deliberate harm test

Recommendation: Follow organisational guidance for appropriate management
o action. This could involve: contact relevant regulatory bodies, suspension of staff,

1a. Was there any intention to cause harm? E and referral to police and disciplinary processes. Wider investigation is still
needed to understand how and why patients were not protected from the

actions of the individual.
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The future of NHS patient
safety investigation:
engagement feedback

November 2018
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An argument can often be observed in

UK- conversations on social media, or the comments
sections of media stories, that families want
someone to blame when things go wrong. Time
and again families are at pain to point out that

blame is not their motivation:

“I don’t apportion any blame for his
death at all, its one of those things that
happened but we’re still not quite sure
about whether he did fall or not. So
many different stories there, some of
them just didn’t make sense. There was
no blame involved but the way it was
handled was dreadful, it was quite
embarrassing to be a nurse at that

period of time” (1-1 conversation).

http://www.georgejulian.co.uk/wp-
content/uploads/2016/12/FamilylnvolvementExperienceNHSDeathlnvestigationsFinal.p
df
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Safety focus: Exceptional performance:
accidents & disasters gratefully accepted

EUROCONTROL (2013). From Safety-I to Safety-Il: A White Paper. Brussels.
https://www.skybrary.aero/bookshelf/books/2437.pdf



https://www.skybrary.aero/bookshelf/books/2437.pdf

The
Doctors’

Assoclation
UK

Ist story
Human error and violations

Appears quickly after an event
High personalisation

Low context

Low complexity

High newsworthiness

Appears easily preventable and
fixable (with hindsight)

2nd story

System vulnerabilities

Emerges slowly after delay
Lower personalisation
Higher context
Higher complexity
Low newsworthiness
No easy prevention or
remediation
Steve Shorrock

@StevenShorrock
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19.1% 19.1%

Focus of Safety-I:
accidents &

incidents

0.1% 0.5%

EUROCONTROL (2013). From Safety-I to Safety-Il: A White Paper. Brussels.
https://www.skybrary.aero/bookshelf/books/2437.pdf
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How do we ensure that “just culture” does not
become another meaningless platitude?
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COME AND JOIN THE BIG CONVERSATION

What do we mean by a
“Just Culture” in the NHS?

An event to open up and take forward a collaborative
dialogue between patients, families, and healthcare
professionals on what we mean by a just culture in the NHS.

With participation from Patient Safety Congress speakers
Scott Morrish, Susanna Stanford, Clare Holt and Jenny Vaughan,
and legal input from Edward Henry QC, QEB Chambers

6.30-8pm
Tuesday 2nd July 2019

Friends Meeting House
6 Mount Street, Manchester, M2 5NS

Free entry | Tea and Coffee will be provided

https://www.eventbrite.co.uk/fe/what-do-we-mean-by-
a-just-culture-for-the-nhs-tickets-63320347865

Friends Meeting House is
Centrally located directly
behind the distinct Central
& contact@dauk org Library building 2 minutes
walk from Manchester
Central Convention Complex,

® www.daukorg

€3 TheDoctorsAssociation UK

(©) Doctorsassociationuk the Patient Safety Congress
: location.

W @rheDA_UK
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RESTORATIVE JUST CULTURE CHECKLIST BACKGROUND OF RESTORATIVE JUSTICE

Restorative Just Culture aims to repair trust and relationships damaged after anincident. - -
It allows all parties to discuss how they have been affected, and collaboratively decide Rea‘;”:r:‘;ii‘;" Culture asks:
what should be done to repair the harm. What do they nesd?

Wheose obligation is that?

An account

WHO IS HURT? Retributive Just Culture ask

Ha U v the 3 - + What rule is broke
"' ’ ) b ) . . A is the breach?
Firstvictim{s] — patients, passengers

Second victim(s)  the pr

Organization(s) — may have suffered re putational or other harm
Community itnessed or were affected he incident
Others — ple

at should consequences b

WHY AVOID RETRIBUTIVE JUST CULTURE?

just culture can tum inte a blunt HR

en’offender and empl v B agues, community.
just cuture is linked with hiding incidents and an unwillingness to re port and learn.
erful peeple are in an o L ‘just’ nd their retributive just culture.
response doesn't identify a sntributions to the incident, thus inviting repetition

ve you ool
Firstvictim(s) — i

GUIDANCE FOR USE OF RESTORATIVE JUST CULTURE CHECKLIST
Second victim(s) - p .

Organization(s) X ! . Onthe ‘ \ ° ere k i Du:l::j li i, . * . orso I

HURTS, NEEDS AND OBLIGATIONS

An incident causes (potential) hurts or harms, This creates n
These needs p bligations for the (other) parties in

heir hurts, their needs and the resulting
They also { potentially) harm the s nd
3 ] " C a " y relationships and the sur
Second victim(s) — ing
Organization(s) —
Community —
Others - please s

First victim(s) — tall thair =

READY TO FORGIVE? s

first v
Forgf 55 IS not a si
Confession - telling the truth
Remorse — expre
Forgiveness — mo

p
. Incidents
eaty to forget that it is also a
hat is the
aims b A ings such as grief, resantment, humiliation, guilt and shame. It
iring trust and relationship
Heintegrating the practitioner expresses the trust and confidence thatthe incident is about more than
just the individual. janization if the practitioner is not
intothe jo c 9 a9 = bstruct the three other

http://sidneydekker.com/wp-content/uploads/2018/12/RestorativelustCultureChecklist.pdf
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