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Patient Safety Needs A Culture Of Learning

“The ultimate success of this reporting system(PA-PSRS) will 

not be found solely in the data collected. Rather, improved 

patient safety will be the result of actions taken by individual 

facilities in response to what they learn through PA-PSRS.” 

Quote: Dr. Robert Muscalus, Former Pennsylvania Physician General

Source:  Pennsylvania Patient Safety Authority. Statewide Mandatory Reporting System in Place [News Release on line]. 6/28/2004.

[cited February 4, 2013]. Pennsylvania Patient Safety Authority. Available from the internet:

http://patientsafetyauthority.org/NewsAndInformation/PressReleases/2004/Pages/pr_2004_June_28.aspx

http://patientsafetyauthority.org/NewsAndInformation/PressReleases/2004/Pages/pr_2004_June_28.aspx
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Objectives

1. Identify how errors occur in healthcare

2. Discuss strategies for investigating causes of errors

3. Describe the two key principles associated with Just 

Culture™
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Medication Events Reported to PA-PSRS 2011-2021
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There Are Not 823,250 Bad Nurses
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Socio-Technical System

Values and 
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System 
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Poll Everywhere
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Defenses

Barriers

Safeguards

How Errors Occur
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Active Failures and Latent Conditions

Active Failures:

▪ Unsafe acts by people

– Slip: Correct plan 

made, incorrectly*

– Lapse: Step of plan 

omitted*

– Mistake: 

Misinterpretation of 

rules*

– Violation: Person 

knows the rule, but 

doesn’t follow it*

Latent Conditions:

▪ Hidden in the design and 

workings of a system, 

equipment, or 

environment

▪ May lie dormant in a 

system until they 

combine with active 

failures and create an 

opportunity for harm to 

occur*
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Reason’s Model

▪ Systems approach of Reason’s model regards failure as an 

inevitable result of the human condition. System 

countermeasures are based on the idea that we cannot 

change the human condition but we can change the 

condition in which humans work.
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Learning from Errors
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Event Investigation: Three Stages

-Information Gathering -Event Analysis -Action Planning*
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Maslow’s Hammer

"I suppose it is tempting, if the 

only tool you have is a hammer, to 

treat everything as if it were a 

nail.“

- Abraham Maslow 
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Information Gathering

▪ Timeline

▪ Chart Review

▪ Interviews

▪ Observation

▪ Policy Review

▪ Literature Search
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Create a Timeline
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Chart Review
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Interviewing 

Staff
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What Questions to Ask?
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Interviewing Patients/Patient Family Members
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Observation
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Policy Review
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Literature Search
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Investigate Any Unknowns
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Putting the Pieces Together

25
© 2016 Pennsylvania Patient Safety Authority 
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Event Analysis

▪ Find the “Why”

– Cause and Effect

– Fishbone

– RCA

– FMEA

– Apparent Cause Analysis

– Common Cause Analysis

– Process Mapping

– Investigation Prompts
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Find the Why



©2022 Patient Safety Authority 2828

Communication/ 

Teamwork
Environment

Equipment/ 

Technology

Task/ Process/ 

Policies

Staff 

Performance/ 

Training

Organization/ 

Culture

Causal Factors
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Cause and Effect

CauseProblemOutcome
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Fishbone
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Root Cause Analysis (RCA)
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Failure Modes and Effects Analysis (FMEA)

Click to add text
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Apparent Cause Analysis (ACA)
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Common Cause Analysis (CCA)

Click to add text
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Process Mapping
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Medication Event Investigation Prompts
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The Basics of Event Investigation

What normally happens?

What does procedure require?

Why did it happen?

How were we managing it?

Increasing 

value

What happened?
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Managing Errors
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“First Do No Harm”
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Healthcare – History of Blame
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Punitive Culture
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What is “Just Culture”?™

▪ Not to be confused with “blame 

free” or “punitive” environments

▪ It is about system design and 

behavioral choices*

▪ It is balancing system and 

personal accountability*
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Why System Design Matters…
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“To Err is Human”

Human Fallibility
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System Design vs Behavioral Component
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Three Distinct Duties

▪ Duty to Produce an 

Outcome

▪ Duty to Follow a 

Procedural Rule

▪ Duty to Avoid Causing 

Unjustifiable Risk or Harm
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Duty to Produce an Outcome
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Duty to Produce an Outcome

▪ Ask these questions…

– Was the duty known?

– Was it possible to produce the outcome?

– Does the social benefit exceed the risk?

– Is the rate of failure to produce the outcome within the 

expectations of whom the duty is owed?
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Duty to Follow a Procedural Rule
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The Duty to Follow a Procedural Rule

▪ Ask these questions…

– Was the duty to follow a rule 

known to the employee?

– Was it possible to follow the rule? 

– Did the employee knowingly 

violate the rule?

– If the employee knowingly violated 

the rule, did the social benefit 

outweigh the risk?
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What Role Do Rules Play?
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Do Rules Get Violated?
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Duty to Avoid Causing Unjustifiable Risk or Harm
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The Duty to Avoid Causing Unjustifiable Risk or 

Harm

▪ Ask these questions…

– Was the employee’s purpose to cause harm? 

– Did the employee knowingly cause harm?

– Was the harm justified as the lesser of two evils?

– Did the behavior represent a substantial and unjustifiable 

risk?

– Did the employee consciously disregard the substantial 

and unjustifiable risk?



©2022 Patient Safety Authority 5656

Behaviors

▪ Human Error

▪ At-Risk

▪ Reckless
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Human Error

▪ Human Error: inadvertently 

doing other than what 

should have been done: 

slip, lapse, mistake.*
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At-Risk Behavior

▪ At-Risk Behavior: a 

behavioral choice that 

increases risk where risk is 

not recognized or is 

mistakenly believed to be 

justified.
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What is drift?
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To Drift is Human
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Individual Motivation
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Organizational Influences
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Reckless Behavior

▪ Reckless Behavior: a 

behavioral choice to 

consciously disregard a 

substantial and 

unjustifiable risk.
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Copyright 2007, Outcome 

Engineering, LLC. All rights 

reserved.

The Three Behaviors

Reckless

Behavior

Conscious Disregard of 

Unjustifiable Risk

Manage through:

• Remedial action

• Disciplinary action

At-Risk

Behavior

A Choice: Risk Believed 

Insignificant or Justified

Manage through:

• Removing incentives 

for at-risk behaviors

• Creating incentives for 

healthy behaviors

• Increasing situational 

awareness

Human

Error

Product of Our Current 

System Design

Manage through 

changes in:

• Processes

• Procedures

• Training

• Design

• Environment

Console Coach Punish



©2022 Patient Safety Authority 6666

We Are All Accountable

▪ Across All Departments

▪ Across All Positions

▪ Across All Behaviors:

– Human error

– At-risk behavior

– Reckless behavior
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Good vs Bad Investigations

Good Investigations:

▪ What 

▪ What = outcome

▪ System improvements

Bad Investigations: 

▪ Who

▪ ??? = outcome

▪ Education
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Systems

“People make errors, which lead to 

accidents. Accidents lead to deaths. 

The standard solution is to blame 

the people involved. 

If we find out who made the errors 

and punish them, we solve the 

problem, right? Wrong! The problem 

is seldom the fault of an individual; 

it is the fault of the system. Change 

the people without changing the 

system and the problems will 

continue.”

(Norman, The Design of Everyday Things, 2013)
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What questions 

do you have?

Moquesenbe@pa.gov
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Thank You!

@PennsylvaniaPatientSafetyAuthority @PAPatientSafety
Pennsylvania Patient

Safety Authority

Pennsylvania Patient

Safety Authority


