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Objectives

• Define “just culture.”

• Distinguish between actions and consequences of an error.

• Articulate how to evaluate a deviation from expectations 
using the Performance Management Decision Tree® or 
similar culpability management tool.
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Goal:

ZERO events of preventable harm to patients, team members, and visitors

Aspiration:  
To be America’s safest & most caring health system

Common Purpose:

Our caring service begins with me.

High Reliability Culture By Design:

VCU Health System
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VCU HEALTH EPITOMIZES “COMPLEX, HIGH RISK”:

 High Volume: 25,000 Surgical Cases      36,000 Inpatients 90,000 ED Patients 600,000+ Outpatients

 Complex/High Risk Care: trauma/burn/transplant/etc.

 AND thousands of students and trainees involved in care delivery

 AND the safety net mission with the socio-economic issues that this brings

High Reliability Organization:  “An organization that has succeeded in avoiding catastrophes in an 

environment where adverse events can be expected due to risk factors and complexity”

1100
Licensed Beds

200+
Specialties

13000
Employees

5000
Learners 

A HIGH

RELIABILITY

“SEEKING” 

ORGANIZATION
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High Reliability Culture - Recognition
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High Reliability – Just Culture: Results

OTHER HIGHLIGHTS:

1. 50% REDUCTION IN SERIOUS SAFETY EVENTS

2. TOP QUARTILE PERFORMER IN AHRQ COMPOSITE: MANAGEMENT SUPPORT FOR SAFETY

3.  IMPROVEMENTS IN ALL AHRQ COMPOSITES INCLUDING “COMMUNICATION OPENNESS” 

4.  EXTERNAL VALIDATION OF THE APPROACH: 
Winner of the AHA-McKesson Quest for Quality Prize (2014) 
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Nonpunitive response to error

AHRQ all response

2017: 75th percentile of AHRQ “Team members feel like their 

mistakes are held against 

them.”

“When an event is reported, it 

feels like the person is being 

written up, not the problem.”

“Team members worry that 

mistakes they make are kept 

in their personnel file.”



HIGH RELIABILITY –THE OUTLINE

1. Leaders Acknowledge ZERO, design the culture

2. Leaders Connect, Reinforce, “Walk the Talk”:

3. Explicit Behavior Expectations

4. Just Culture 

5. System Focus + Robust Cause Analysis/Lessons Learned 
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Do you know how many mistakes you 
made in the past hour?

1. Everyone makes errors – even experienced, 

professional people.

2. We work in high-risk situations that increase 

the chance we will make an error.

3. We can avoid most errors by practicing low-

risk behaviors.

4. Culture affects how we behave, and our 

behaviors determine outcomes.

5. Most near-misses and significant events are 

due to system or process problems.

Adapted from Excellence in Human Performance, The Institute of Nuclear Power Operations, 1997

http://smlpx.mobi/_tn/std/bizarre/_more2003/_more01/SOTP-huge-white-misspelled-freshly-painted-stop-sign-on-road-ANON.jpg
http://smlpx.mobi/_tn/std/bizarre/_more2003/_more01/SOTP-huge-white-misspelled-freshly-painted-stop-sign-on-road-ANON.jpg
http://1.bp.blogspot.com/_xKorkO2WiyU/SxSdrm4MW7I/AAAAAAAAAP4/S2xe85FkdC0/s320/backwards-clock.jpg
http://1.bp.blogspot.com/_xKorkO2WiyU/SxSdrm4MW7I/AAAAAAAAAP4/S2xe85FkdC0/s320/backwards-clock.jpg


Dekker’s Certaintudes

#2 People Drift#1 People Make Mistakes

HRO Lesson: Do not detect drift through actual events. 
Find drift before it finds you.

Sidney Dekker
Associate Professor

Centre for Human Factors in Aviation

Linköping Institute of Technology, Sweden

http://upload.wikimedia.org/wikipedia/commons/3/3a/High_precision_Low_accuracy.svg
http://upload.wikimedia.org/wikipedia/commons/3/3a/High_precision_Low_accuracy.svg
http://upload.wikimedia.org/wikipedia/commons/1/10/High_accuracy_Low_precision.svg
http://upload.wikimedia.org/wikipedia/commons/1/10/High_accuracy_Low_precision.svg


“Just Culture” is the “sweet spot” that 

must be achieved for healthy 

reporting culture and overall safety culture.

Accountability cultures rest on a continuum

Blameless Blame 

and 

Shame

Just or Fair

Culture



Console, Coach or Counsel?

Marx, 2001, Patient Safety and “Just Culture:” A Primer for Healthcare Executives

THERE IS A DIFFERENCE

Human 

Error

Reckless 

Behavior 
At-Risk

Behavior

Doing other than 

what should have 

been done; slip, 

lapse, mistake

A behavioral choice: 

conscious disregard 

for an

unjustified risk

A behavioral choice: 

risk not recognized 

or believed justified

ConsoleCounsel/

Discipline 
Coach



Just Culture:  Fair Response to Mistakes
VCUHS Performance Management Decision Tree ©

One of keys to reliability is removing blame while maintaining appropriate 
accountability -- Holding individuals accountable for knowing violations 
but NOT for unintended human error.

Challenges:
1. Achieving this shift in thinking.

2. Consistency in leader response to 
errors across hundreds of work 

units and thousands of leaders is 
challenging.



Just Culture:  Fair Response to Mistakes
VCUHS Performance Management Decision Tree ©

PMDT is a tool to guide VCUHS 
leaders in distinguishing between 
individual and organizational 
accountability (system-driven). 

• Helps guide manager thinking away 
from who is to blame to why did the 
individual act this way.
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1. Developed via 8 PDSA cycles:

• Real VCUHS scenarios

• Diverse stakeholder engagement

2. Endorsements:

• Developed with HR

• Physician “actions” developed with Medical Staff                                                                       

Quality Oversight Committee, endorsed by                                                            

School of Medicine & Med Executive Committee

3. Incorporated into HR policies & practice

• Used for ANY deviation from expectations                                                                           

- not just safety events

4. Training: initial and ongoing

5. Coaching: HR, Quality, Safety,                                                                                               

senior leader champions, Compliance/Ethics

JUST CULTURE: FAIR RESPONSE TO MISTAKES

VCUHS PERFORMANCE MANAGEMENT DECISION TREE©  (PMDT)





When considering discipline following a 
breach in performance or behavior 
expectations such as repeated tardiness 
or failure to follow policy.

When do I use it?

When determining if negligent behavior, 
at-risk behavior, or human error, whether 
intentional or non-intentional, was a 
factor in an event or error.



HOW do I use it?

STEP 1: 

Initiate a review to consider the true 
cause of the occurrence.

• Gather all the facts—don’t assume, ask!

• Interview team members involved.

• Review documentation of the event or error.
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STEP 2:

Determine what the action/lack of action 
you are reviewing. 

HOW do I use it?

• Many events have more than one action 

and/or team members involved. 

• Walk each team member action through the 

decision tree.



As you use the Decision Tree you will see that there are 4 

components to each event that you look at.  Let’s look at these 

four components in a little more detail.

1.

2.

3.

4.



Component 1:

Team Member Behaviors

Component 2:

Contributing Factors

• Intent of the team member

• Policies relating to the situation

• Performance history

• Training, experience and selection of the team member



Component 3:

Possible Actions

Component 4:   

Error or Behavior Type



Let’s run through 

a few scenarios for 

practice…….



Start at the top 

left of the tool.

Answer each 

question with a 

yes or no, 

following the 

arrows to 

continue 

through the 

decision tree’s 

purple and 

green sections.



Possible actions 

are based on 

policies.

Always: when in 

doubt, call HR 

for guidance.

Have questions on what action to take?



A team member intentionally mixes two cleaning 
chemicals resulting in him passing out and hitting 
his head. He drops the container when he passes 
out spilling the contents and requiring a 
hazardous materials clean-up. He has been 
trained in the use of the chemicals and the policy 
against mixing these two particular chemicals.  
Blood work later reveals that he was intoxicated.

Practice Scenario #1



A team member 
intentionally mixes two 
cleaning chemicals 
resulting in him passing 
out and hitting his head. 
He drops the container 
when he passes out spilling 
the contents and requiring 
a hazardous materials 
clean-up. He has been 
trained in the use of the 
chemicals and the policy 
against mixing these two 
particular chemicals.  Blood 
work later reveals that he 
was intoxicated.

What is the team member action that 

we are looking at in this situation?

If you chose that the team member 

intentionally mixed two chemicals 

together that should not have been mixed 

together you are correct!

Practice Scenario #1

Now lets walk through the decision tree…

a. Drinking/intoxicated on the job

b. Hazardous materials spill

c. Mixing of two cleaning chemicals

The consequence of this action is the 

team member injury and hazardous 

material spill. 



Practice Scenario #1



You have a team member who failed to check 2 
patient identifiers and incorrectly gave departure 
paperwork intended for Patient A to Patient B.  
She does not have a known drug, alcohol or 
medical issue. 

What action are you reviewing?

What is the consequence of that action?

Practice Scenario #2



You have a team member who failed to check 2 
patient identifiers and incorrectly gave departure 
paperwork intended for Patient A to Patient B.  
She does not have a known drug, alcohol or 
medical issue. 

What additional information do you need?
• 3rd patient identification error for team member in one 

month.
• Team member able to articulate the correct process and 

identifiers.
• Team member stated she was rushed because patient’s 

spouse had dropped in to obtain paperwork.

Practice Scenario #2



Practice Scenario #2



You have a team member 
who failed to check 2 
patient identifiers and 
incorrectly gave departure 
paperwork intended for 
Patient A to Patient B.  She 
does not have a known 
drug, alcohol or medical 
issue. 

Is there evidence of unacceptable risk 

OR a history/trend of poor 

performance?

Yes.  Our review indicated this is the 3rd

error the team member has experienced 

this month and the team member is 

knowledgeable about the policy and 

process.

Practice Scenario #2

a. Yes

b. No

If there were a trend of errors by 

different team members, a recent 

policy change, or perhaps a new team 

member, you might answer differently.



Practice Scenario #2



The Drivers of Non-Compliance

Non-Compliance = 
Perceived Burden

Perceived
Risk +

Coworker 
Coaching



There was an emergency in your clinic and 
decisions had to be made quickly.  One of your 
team members made a decision based on their 
limited experience in the situation which resulted 
in a minor injury to a patient.  There were no 
policies or procedures to guide him.  Before 
taking action, he conferred with a co-worker who 
agreed this action was the only way to go.  This 
is a model team member who has no history of 
poor decision-making or repeated human errors.

Practice Scenario #3
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Practice Scenario #3



A team member was wiping down an exam table 
with Sani-Cloth wipes after a patient visit.  The 
cleaning solution splashed into his eye as he 
pulled the wipe out of the container, resulting in 
a splash injury.  The team member was 
counseled on the importance of wearing goggles.

Was this the correct leadership action?

What additional information do you need?
• Is there a trend of these types of events?
• What is the performance history of this team member?
• What does overall compliance with wearing goggles look like?
• Were goggles available to the team member?

Practice Scenario #4



Practice Scenario #4



RECIPE FOR SUCCESSFUL JUST CULTURE

Ingredients:

1 part leadership commitment

1 part medical staff input

1 part HR buy-in

97 parts perspiration [ongoing effort, care, refreshing]

Build on a solid foundation of safety culture:

Mix Marx just culture principles with real case studies 

Rotate through 8 rapid cycles of PDSA to refine

Add medical staff, HR & executive leadership

Prepare HR, PI, Risk champions; managers, executives

Do not leave the mixture unattended … continually monitor

Attend to other factors that stifle speaking up/reporting

Make a part of larger reliability culture transformation!!!



L. Dale Harvey, MS, RN, Director, Performance 

Improvement and Patient Safety

dale.harvey@vcuhealth.org

Jenifer Murphy, MHA, CPPS

Patient Safety Manager, Performance Improvement

jenifer.murphy@vcuhealth.org

Contact information

mailto:dale.harvey@vcuhealth.org
mailto:jenifer.murphy@vcuhealth.org


Questions?


