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A Fair and Just Approach to When Things Go Wrong
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Learning Objectives

At the end of this session, participants will be able to:

1. Describe the current approach to fair and just culture

2. Develop an approach that begins with a system focus

3. List the activities necessary to change the approach in your organization
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The Case of Wrong Route



Four-Fold Overdose of Chemotherapy



Your Reaction



Just Culture Evolution 

Blame and Shame

Blame Free

Focus on Individuals
Behavior

Just and Fair 
Approach

All Approaches do NOT apply to willful misconduct or criminal acts



David Marx







• The decision guide is a tool that supports a balanced 
approach to a just and fair process focusing on systems, 
teams, and individuals.

• A Just Culture approach results is an effective and reliable 
approach for leaders and staff when things go wrong

• This is about learning, transforming culture and a mindset



System Person



Who decides what is to be 

investigated?
Blameworthy:  responsible for wrongdoing and 

deserving of censure or blame

What criteria do you have?

Who investigates?

What method(s) are used?



Systems’ View or Individual’s view? 



A Just Culture approach begins with

• Understanding systems issues
• Uncovering contributing human factors
• Understanding the culture: What behaviors that may have 

contributed are tolerated?
• Focusing on frequency of the defect or event and focusing on 

improving processes

• Ensuring the well being of the patient/family and staff



A Fair and Just Culture

Fair and Just Culture is a workplace culture 
built on trust and transparency. 

• Empowers clinical and non-clinical staff to 
report safety concerns and errors without fear

• Holds both staff and the hospital's systems 
accountable by responding to safety events 
with reasonable, learning-based 
consequences

https://www.pennmedicine.org/news/internal-newsletters/whats-new/2019/april/creating-a-fair-and-
just-culture-at-pah-from-the-top-down



What will it take to change your 
approach?

• Leaders commit to approaching when thigs go wrong through 
the lens of improvement

• Spreading the methods and tools to all areas and all 
disciplines

• Review and adjustments to Policies, procedures, by-laws and 
other governance duties

• Training through simulated cases



The Approach is not Outcome or People Driven

• Individuals will be held accountable for their actions but not 
for faulty systems, processes, or culture

• The same behavioral standards for everyone – leaders, 
physicians, nurses, other clinicians and all staff



Common Language
Objective: Adoption of a common language and 

approach for when things go wrong 

• Variability in terms and definitions in the entity policies 
• Occurrence, event, serious safety event, never event

• Culture of Safety Philosophy
• Just Culture definition

• Approach to communicating with patients/families similar

• Standard approach to a Patient Safety Plan



Responding to When Things Go
Wrong

• Individuals are accountable for their behaviors and action and not for system 
defects/flaws

• Learning is always the priority

• Support for patients/families and staff involved is paramount

• Agreement on the types of events that trigger application of the approach

• Includes a focus on systems first

• Designated individual(s) who decide ‘where to draw the line”

• Reflect when things go right

• The decision tool is a tool which fits in and supports the fair and just 
approach



How will we know we are making a 
difference?

• Greater feeling of psychological safety

• Increase in reporting of events

• Better teamwork

• More confidence in work

• Organizations that have implemented a fair and just approach 
have greater levels of psychological safety



What Does This  Mean for YOU?
Person providing care

• How do you respond to your colleague?

• How do you approach the defects?

Manager/Core Leader

• How do you support the staff involved?

• Do you use these events as learning opportunities?

Executive/Senior Leader

• How do you respond to the event?

• Are you encouraging learning?

• What are your behaviors when things go wrong?



Root Cause Analysis and Action (RCA2)

• Purpose: To improve the effectiveness and utility of root cause 
analysis work with a focus on the ultimate objective, which is 
preventing future harm. 

• Methodologies and techniques to best answer the questions of: 
• What happened?

• Why did it happen?

• What can we do to prevent it from happening again?



In a “Just Culture” Approach
• There are three behaviors contributing to errors or unsafe conditions 

that we can expect:

• Human Error
• At-Risk Behavior
• Reckless Behavior

• RCA2 does not address Reckless Behavior, or Blameworthy 
Acts – instead, those are managed through administrative 
mechanisms

Marx, D. Patient Safety and the “Just Culture”: A Primer for Health Care Executives. Columbia University; 2001



Let’s revisit the cases



Summary A Fair and Just Approach
• Focuses on systems defects first
• Is independent of outcome
• Applies to all regardless of discipline, role, responsibility
• Ensures the safety and well-being of patients and families
• Ensures the safety and well-being of staff involved
• Addresses personal behaviors but does not hold individuals 

accountable for system defects- uses a decision support tool​
• Is transparent with patients/families
• Shares lessons learned and improvement efforts widely to 

minimize the opportunity of future defects​



What will you take away from this session that 
you will begin using as soon as you get back to 

work?
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Thank you                                                شكرًا
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