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Learning
Outcomes
A the end
of this
session you
will be able
to...

Define Organisational Culture and describe its features

A\eJelg=lelzii=l  Appreciate the importance of a Culture of safety

Consider interventions to measure and influence Safety

Consider -

Discuss the principles of Just Culture and outline its
importance in delivering safe care

Discuss

Sl aaianziiie = Summarise the evidence for Just Culture

Describe how to effectively implement Just Culture in an
organisation

Describe



What is Organisational
Culture?

“ A set of shared, often implicit assumptions,
beliefs, values, and sensemaking procedures
that influences and guides the behaviour and
thinking of organizational members, and is in
turn continuously enacted and reinforced - or
changed - by the behaviour of organizational
members”

Martin & Fellenz, 2010



Edgar Schein’s — 3 levels of culture
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Behaviours & Artefacts
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Espoused Values




Edgar Schein — 3 levels of culture

Behaviours &
Artefacts

Espoused Values

Beliefs & Assumptions




Implicit Association Test .

Take a Demo Test Background Tech Support The Scientists Project Implicit
Take a Demo Test
Skin-tone Skin-tone (Light Skin-Dark Skin IAT).This IAT

requires the ability to recognise light and dark-skinned
faces. It often reveals an automatic preference for light-
skin relative to dark-skin.

Sexuality Sexuality (Gay-Straight IAT).This IAT requires the
ability to distinguish words and symbols representing
gay and straight people. It often reveals an automatic
preference for straight relative to gay people.

Countries (Ireland-United States IAT). This IAT
requires the ability to recognise photos of national

[ ] [ ] e
P rO e Ct | I I . ‘ I C I t leaders and other national icons. The results revealed
by this test provide a new method of appraising

nationalism.

www.implicit.harvard.edu/implicit/

Age Age (young-old IAT). This IAT requires the ability to
distinguish old from young faces. This test often
indicates that people have automatic preference for
young over old.

Race (Black-White IAT). This IAT requires the ability
to distinguish faces of European and African origin. It
indicates that most people have an automatic
preference for white over black.

Gender Gender (Gender-Science IAT). This IAT often reveals
a relative link between liberal arts and females and
between science and males.

Weight Weight (Fat-Thin IAT).This IAT requires the ability to
distinguish faces of people who are obese and people
who are thin. It often reveals an automatic preference
for thin people relative to fat people.

s

Project Implicit Services Copyright © IAT Corp.




Building a Culture

of Patient Safety,
2008

“Efforts are required
to improve national,
professional and
organisational culture Building a Culture of Patient Safety
to ensure that patient
safety culture is
understood,
rsromoted and Report of the Commission
Supported at a” on Patient Safety and Quality Assurance

evels"




Patient Safety
Strategy

2019-2024

Patient Safety Strategy 2019-
2024

“Nurturing a culture of patient
safety which places emphasis
on a culture of transparency
and organisational learning is
key.”



Importance of Culture

A promise to learn
- a commitment to act

Improving the Safety of Patients
in England

National Advisory Group on the
Safety of Patients in England

‘In the end, culture will trump rules,
standards and control strategies every
single time, and achieving a vastly safer
NHS will depend far more on major
cultural change than on a new reqgulatory
regime.’

Berwick Review, 2013, (p.11)1



What is Safety Culture?

“The product of individual and group values, attitudes,
perceptions, competencies, and patterns of behaviour that
determine the commitment to, and the style and proficiency
of an organization's health and safety management”

Health and Safety Commission Advisory Committee on the
Safety of Nuclear Installations, 1993
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James
Reason’s

5 Components
of a Safety
Culture

Informed culture

Reporting culture

Just culture
Flexible culture

Learning culture




Features of a Safety Culture...

e Always on (“never sleeps”), always looking to be safer (“never satisfied”)

* Includes everyone - people (patient & staff focused) — curious, respectful &
trusting. Collective leadership.

» Safe to speak up, safe to step up, safe to screw up

* Continuously learning and changing




High Reliability Organisations

“HRO’s seek an ideal of perfection but never
expect to achieve it

Demand complete safety but never expect it
Dread surprise but always anticipate it

Deliver reliability but never take it for granted
Live by the book but are unwilling to die by it”

Rochlin, 1993




Overheard
Attitudes and beliefs that do not indicate a Safety Culture

* ‘I'm in control”

“This is not a problem for me - I’'m very careful”

“That would not happen here”

“It won’t happen to me & if it does, I'll be fine. I’'m strong.”

“It’s just not possible — I’'m too busy, no time, they’re not interested, nobody else cares”




Building a Culture
of Safety

* Leadership for Safety

* Learn about Safety &
Ql

* Supporting Structures
& Methods




“The only thing of real importance that leaders
do is to create and manage culture”

Edgar Schein




IHI Framework for Safe, Reliable, and Effective Care

Culture
Psychological Accountability

Leadership

Engagement of
Patients & Family

Transparency Negotiation

Reliability Continuous
Learning

Learning System

Measurement

Frankel A, Haraden C, Federico F, Lenoci-Edwards J. A Framework for Safe, Reliable, and Effective Care. White
Paper. Cambridge, MA: Institute for Healthcare Improvement and Safe & Reliable Healthcare; 2017.



Improvement Knowledge
and Skills Guide
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Framework for Improving Quality
www.hse.ie/eng/about/Who/QID/

Parti:
Introducing the Framework




Manchester Patient Safety Framework
MaPSaF

- .
MANCI “\‘\._lll R National Patient Safety Agency

The University of Manchester Lovel Description

A - Pathological Why do we need to waste our time on patient safety issues?

g : \We take patient safety seriously and do something
L when we have an incident.
We have systems in place to

C - Bureaucratic e el Aty

Manchester Patient Safety Framework (MaPSaF) D — Proactive D e A Al
about patient safety issues that might emerge.

Managing patient safety is an integral
part of everything we do.

E - Generative

MaZal s bewed on Parkar and Hudhon %{2001) application of Bodarsecas
Wtramis (1772) stage ool of rgeriational ndtam materty Parkar 0 andHahon, 7(2007) Undentanding yeur coture,
Shall It ionad Explorston end Procucton.
Wimtram, R (1952) Cubanem with Anqste knaginetion b= Wi, 1, Hoplin
0 and Stager. Plach ), Verdication end veldetion of comples systes: bumen
o mam{pp 401-416) Barke: Sornger- Verlss




AHRQ Safety Surveys

https://www.ahrg.gov/sops/surveys/hospital/index.html

HOSPITAL SURVEY ON SECTION C: Communications
PATIENT SAFETY CULTURE How often do the following things happen in your work arealunit?
pERo e N Rarel ?m- t.h‘“ut e Alw
! ever arely mes e time ays
USER'S GUIDE Think about your hospital work arealunit... v v v v v
1. We are given feedback about changes put into place based on event
reports gl ........ ee gem| ...... p ..... ‘.3 ............................... |y O 0Os O Os
2. Staff will freely speak up if they see something that may negatively
ANOCL PAHONL CANS ...t ciniiecaseacssncossessinssnnesensseenstansaansaannssnnces D’ Dz D3 D“ D5
3. We are informed about errors that happen in this unit __...............cc.coc...... 4 O: O: O« Os
4. Staff feel i ish } i
sy e e . B O Os Oi O
5. In this unit, we discuss ways to praevent errors from happening again ..... D1 D2 D3 D., Ds

6. Staff are afraid to ask questions when something does not seem right.... [ ]+ (P 0O: O (.




Structures and Methods
[governance, training,
incentives, rules, hiring]

ID Vital
Behaviors
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Catalyst
Environment,
Leader...

Source: Adapted from The Improvement Guide: A Practical Approach to Enhancing
Organizational Performance, 2nd edition, Figure 13.4, p. 316.

Importance
of Structures
and
Methods to
influence
Culture
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Structured
Practices for
a Culture of
Safety

Appreciative Inquiry (Power of the positive)

e Uses appreciation for what is working well and why to discover
organisational strengths

(David Cooperrider, Learning from Excellence)

Humble inquiry (Power of the curious)

e Uses curiosity to help build respectful relationships.
(Edgar Schein, QSWR)

Kindness & Compassion (Power of belonging)

e Uses ideas of kinship to build supportive and nurturing teams
(Penny Campling & John Ballart, Compassionomics, IHI Joy at
Work, Schwartz Rounds)

Psychological safety (Power of hearing everyone)

e Uses trust to create a sense of confidence that the team will
not embarrass, reject or punish someone for speaking up

(Amy Edmondson)



Humble Inquiry

The Gentle Art of Asking Instead of Telling

BUILDING POSITIVE RELATIONSHIPS AND BETTER ORGANIZATIONS

Humble Inquiry is the fine art of drawing
someone out, of asking questions to
which you do not already know the
answer, of building a relationship based
on curiosity and interest in the other

person.

HEGENTEEE

P Edgar H. Schein

INSTEAD
OF TELLING




Quality & Safety Walk Rounds

www.hse.ie/eng/about/who/qgid/governancequality/resourcespublications/

Quality and Safety

Walk-rounds

A Co-designed Approach
Toolkit and Case Study Report

I —
If’

Feidhmeannacht na Seirbhise Stélnte
Health Service Executive

Quality Improvement Division

Exposure to Leadership WalkRounds
in neonatal intensive care units

Is associated with a better patient
safety culture and less caregiver
burnout

J Bryan Sexton, "2 Paul J Sharek,*>%> Eric J Thomas,® Jeffrey B Gould,34%7
Courtney C Nisbet,?*4 Amber B Amspoker,®° Mark A Kowalkowski,®°
René Schwendimann,?'° Jochen Profit347

Providing feedback following
Leadership WalkRounds is associated
with better patient safety culture,
higher employee engagement and
lower burnout

J Bryan Sexton,'? Kathryn C Adair,?

Michael W Leonard,*® Terri Christensen Frankel,? Joshua Proulx,*
Sam R Watson,® Brooke Magnus,7 Brittany Bogan,8 Maleek Jamal,®
Rene Schwendimann,'® Allan S Frankel?




Quality &
Surface -
Visible & available leadership. S a -ety \Na ‘ k
Demonstrates interest in Quality & Safety
Rounds

Middle

Respect for the challenges and the insights of staff.
Listening to learn & really understand the work

e 3 Levels of
ot relaonchip ouilding. QOutcome
All can happen at
the same time




Schwartz Rounds

-~ Building a Seirbhis Slainte
Better Health Nios Fearr P . f
- Service 4 Forbair oint of Care
= National Quality Improvement Team ) it

What are Schwartz Rounds?

Schwartz Rounds are tightly structured, monthly meetings for multi-

Final Report of the Evaluation of the professional groups of staff working in health care environments. The
. ; Rounds provide an opportunity for staff from all disciplines across a
Introduction of Schwartz Rounds in Ireland healthcare organisation to reflect on the emotional aspects of their work.

The focus is on the human dimension of care.

Executive Summary | May 2019

= v Trinity College Dublin ~ s
B Coléiste na Trionbide, Baile Atha Cliath — D . (et
w The University of Dublin = National Quality improvement Team

What are staff saying in Ireland about Schwartz Rounds




INTELLIGENT

reforming the culture of healthcare

rrrrrrrrrrrrrrrrrrrrrrrrr

John Ballatt & Penelope Campling

Kindness & Compassion




Directs

Enables

Attentiveness
(noticing, thinking, feeling,
| learning, understanding)
Kindness
(warmth, generosity,
sympathy, compassion) Attunement
(empathic, warm
engagement, rasponsive-
ness, sensitive caring)
Promotes &
Kinship
VI rt u O u S {recognition of belonging Builds

together, sharing resources,

sharing risk, working for
the common good)

Circle of
Kindness

Trust
(a sense of being kindly
recognised, reduced anxiety,
optimisim, self-disclosure)

Whole process reduces anxiety
and defensiveness and
reinforces conditions for kindness

Generates

R — Therapeutic alliance

(symptomatic improve- (improved
ment, well-being communication,
: cooperation)

and satisfaction)

Produces
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learning from excellence

LEARNING FROM
EXCELLENCE

A CALL TO LEARN FROM WHAT

GOES WELL IN HEALTHCARE

OUR PHILOSOPHY

WHO ARE WE?

BLOG

Learning from Excellence

@adrianplunkett

OUR PHILOSOPHY

Safety in healthcare has traditionally focused on avoiding harm by learning from error. This approach may
miss opportunities to learn from excellent practice. Excellence in healthcare is highly prevalent, but there is
no formal system to capture it. We tend to regard excellence as something to gratefully accept, rather than
something to study and understand. Our preoccupation with avoiding error and harm in healthcare has
resulted in the rise of rules and rigidity, which in turn has cultivated a culture of fear and stifled innovation.
It is time to redress the balance. We believe that studying excellence in healthcare can create new

opportunities for learning and improving resilience and staff morale.

We have been capturing and studying peer — reported excellence in healthcare for over 2 years. This site is a

source of open — access resources and ideas to promote this initiative and share experiences.

Learning from excellence in healthcare:
a new approach to incident reporting

Nicola Kelly," Simon Blake,"? Adrian Plunkett’

Tell me how you measure me, and I will
tell you how I will behave.

Eliyahu Moshe Goldratt'

EXCELLENCE IN HEALTHCARE SAFETY
The pursuit of patient safety is a key com-

second-victim phenomenon.'? Effects on
second victims may include detachment,
anxiety and depression, as well as reduced
clinical confidence and cognitive function-
ing, potentially impairing that individual’s
clinical performance. Some may go on to

cniffar lana ctandina icciiac cimilar +a nact.

Leading article

further cultivate a negativity bias within
healthcare professionals.”’

However, recent psychological research
has revealed that people can learn effect-
ively both from reflecting on failure (nega-
tive reinforcement) and success (positive
reinforcement).”” In fact, animal studies
suggest that success and positive experi-
ences have an enhanced positive influence
on the brain compared with failure by
triggering dopamine surges, thereby
improving neural processing and future
performance.”’

Studies involving front-line healthcare




Leaders

Pebbles

Joy in Work

Swensen et al

Second
Victims

Resilience

Swensen, Kabcenell, Shanafelt. Journal of Healthcare Management. 61:2 105-127 March/April 2016
ensen Gorringe Caviness Peters . Leadership by Design. Journal of Mgmt Development Vol. 35 (4) 20




&he New Hork imes Magazine

THE WORK ISSUE

What Google Learned
From Its Quest to Build
the Perfect Team

New research reveals surprising truths about why some work
groups thrive and others falter.

Charles Duhigg
Feb 26t 2016




Psychological Safety

Amy Edmondson

~the ,
1CATICSS
& i ga Nnizartl

Amy C. Edmondson

Ol

WILEY

Psychological safety: a sense of confidence that the
team will not embarrass, reject or punish someone for
speaking up

Questions that demonstrate psychological safety:

- Can | ask questions without looking stupid?

- Can | be respectfully critical without looking negative?
- Can | seek feedback without seeming incompetent?

- Can | be innovative without looking disruptive?



Psychological Safety - Rescuing Team Failures

Volume 119 Number 4 Part 1 April 2000

The Journal of

THORACIC
AND

CARDIOVASCULAR
SURGERY

HUMAN FACTORS AND CARDIAC SURGERY: A MULTICENTER STUDY

Marc R. de Leval, MD? Objective: To study the role of human factors on surgical outcomes. with a

Jane Carthey, PhD* series of 243 artenial switch operations performed by 21 surgeons taken as a
David J. Wright. PhD" il




“Never start with the idea of
changing culture. Always start with
the issue the organisation
faces...only when you are clear on
this should you ask whether the
culture aids or hinders the issue?

Always think of culture as your
source of strength — it is the residue
of your past successes. Even if some
elements of your culture look
dysfunctional, remember that they
are probably only a few among a
large set of others that continue to
be strengths”

Edgar H. Schein

Culture needs a Stage




ORICINAL RESEARC A

Huddling for high reliability
and situation awareness

Linda M Goldenhar,' Patrick W Brady,? Kathleen M Sutcliffe,*
Stephen E Muething’

» Additional material is ABSTRACT opportunities to stay informed, review
gulitied oofoe Oy B Yiew Background Studies show that implementing events, make and share plans for ensuring
please visit the journal online : ’ . I i d 3
(http:#dx.doi.org/10.1136/bmigs- huddles in healthcare can improve a variety of well coordinated patient care. ,
2012-001467). outcomes. Yet little is known about the Studies show that huddles can improve
. . : . 14
S, mechanisms through WhICh huddles exert their f}iitlent saft_ell;y and can Ltz\lrleal f(ziictors
Health Systems Excellence, effects. To help remedy this gap, our study aF contribute to potentially adverse
Cincinnati Children’s Hospital objectives were to explore hospital administrator patient outcomes, such as medication
Improved efficiencies
and quality of
information sharing Increased
quality
of collective
Implementation Accou il
Of HRO-SA > s | Collaboration l'w:""e“
eadingto
Huddles and
-ll Empowerment ! Collegiality enhanced
capacity to
reduce failures
Sense of Community and eliminate
patientharm

Figure 2 Proposed model of how emerging themes/concepts might work together to improve collective awareness, reduce failures
and improve patient care. HRO, high-reliability organisation; SA, situation awareness.



Culture as a Cure — OECD 2020

https://www.oecd.org/health/culture-as-a-cure-6eelaeae-en.htm

OECD Health Working Papers No. 119

Katherine de Bienassis,

Culture as a cure:
Assessments of patient
safety culture in OECD

countries

Solvejg Kristensen,
Magdalena Burtscher,

lan Brownwood,

Nicolaas S. Klazinga

@) OECD




Guides for Leading and Changing Culture

Leading a Culture of Safety:
A Blueprint for Success

e AmesicanCollege of
_ HealtheareExecutives
for duadons whe cum *

THROUGH THE EYES
OF THE WORKFORCE

Creating Joy, Meaning, and Safer Health Care

Lucian Leape Institute

IRSTITOTE Report of the Roundtable on
e, Joy and Meaning in Work and Workforce Safety

Culture
Change ,
Toolbox ©




Healthcare Improvement & Leadership Resources

Resource Website
HSE Framework for Improvement www.hse.ie/eng/about/Who/QID/
Institute for Healthcare Improvement (IHI) www.ihi.org

- White Paper on Safe, reliable and effective care
- White Paper on Joy in Work

Health Foundation www.health.org.uk

- Vincent Framework for Measuring and Monitoring Safety

NHS Leadership Academy https://www.leadershipacademy.nhs.uk

Aurum Guide for Quality Improvement Google for PDF — Available from several sites
Healthcare: A Better Way. Transformation Handbook https://www.healthcatalyst.com/ebooks/healthcare-

transformation-healthcare-a-better-way-ebook/

Leading a culture of safety — A Blueprint for Success https://www.osha.gov/shpguidelines/docs/Leading a
(Lucian Leape Foundation) Culture of Safety-A Blueprint for Success.pdf
Culture Change Toolbox — Surgical Quality Action Network https://www.patientscanada.ca/site/patients canada

/assets/pdf/culture-change-toolbox.pdf

Human Factors in Health & Social Care — White Paper 2018 https://www.ergonomics.org.uk

The Berwick Report, 2013 Google for PDF


http://www.hse.ie/eng/about/Who/QID/
http://www.ihi.org/
http://www.health.org.uk/
https://www.leadershipacademy.nhs.uk/
https://www.healthcatalyst.com/ebooks/healthcare-transformation-healthcare-a-better-way-ebook/
https://www.osha.gov/shpguidelines/docs/Leading_a_Culture_of_Safety-A_Blueprint_for_Success.pdf
https://www.patientscanada.ca/site/patients_canada/assets/pdf/culture-change-toolbox.pdf
https://www.ergonomics.org.uk/

