
In our May 17, 2012 newsletter, we
published PPaarrtt  II of a feature on Just
Culture in which we shared key questions
to help organizations assess their progress
toward creating a Just Culture. We chose
this topic primarily for two reasons: 1) an
organization’s culture is a primary determi-

nant regarding its success or
failure with patient safety
matters, and 2) hasty affirma-
tions of a Just Culture without
visible proof cause us to worry
that “Just Culture” has simply
become a popular catchphrase
used by many, without fully
understanding its key tenets
and nuances, and its crucial
link to patient safety.

In PPaarrtt  II, we shared probing questions
associated with the organization’s values,
fairness to the workforce, and reduction of
at-risk behaviors. In PPaarrtt  IIII, presented here,
we cover components associated with the
establishment of an effective safety infor-
mation system and learning environment.
When applicable, we have included
selected results from the 2012 report on
the Agency for Healthcare Research and
Quality (AHRQ) HHoossppiittaall  SSuurrvveeyy  oonn
PPaattiieenntt  SSaaffeettyy  CCuullttuurree (TTaabbllee  11) to provide

a national snapshot of where hospitals
stand regarding certain aspects of a Just
Culture. Although not inclusive or suffi-
cient alone to presume a Just Culture, the
questions in PPaarrtt  II and those that follow
can help you assess your progress on this
journey. We plan to present the final
component of a Just Culture, designing
reliable systems, in PPaarrtt  IIIIII of this feature
in a future newsletter issue.

Safety Information System and Learning 
Is there an effective patient safety information
system that collects and analyzes information
about hazards, at-risk behaviors, close calls (i.e.,
good catch), and errors both within the organiza-
tion and externally? An organization operating
under a Just Culture has established a well-
functioning safety information system to
address system and behavioral risks both
before and after events occurs. This safety
information system forms the nucleus of a
learning culture in which people convert
the lessons they learn into actions to
improve safety. 

One essential part of the safety information
system is a user-friendly reporting system.
This part is integral because understanding
the types of risk, errors, and patient injuries
and their causes is key to the development

of effective preventive
measures. The reporting
system must gather the
right kind of data about
a hazard or error, includ-
ing information about
causal factors that may
be included in the
report or gathered dur-
ing follow up. Without
information about the
underlying causes of risk
and errors, the report
holds little value for
improving safety. Res-
pondents to the AHRQ
culture survey demon-
strate another problem

Methadone dispensed for
methylphenidate. A community

pharmacy inadvertently dispensed methadone to a
7-year-old boy who normally takes methylphenidate
10 mg BID. The bottle was labeled as methyl-
phenidate 10 mg. The boy’s mother gave the
medication as prescribed and the child became
lethargic and vomited after taking
one dose. The same symptoms
developed again after giving the
child the BID dose the following
day. The child was taken to a
hospital emergency department,
and naloxone injection was adminis-
tered. The child was admitted to a
pediatric intensive care unit where
he received a naloxone infusion and
recovered. The dangerous mix-up
between methadone and methylphenidate has also
happened in hospitalized children on
methylphenidate. The risk of error is increased
because of the shared “meth” prefix and overlap-
ping tablet strength of 10 mg. Both drugs are also
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Survey Items (%)
Agreement

When a mistake is made, but is caught and corrected before
affecting the patient, how often is this reported? 57%

When a mistake is made, but has no potential to harm the
patient, how often is this reported? 59%

Staff feel like their mistakes are held against them. 50%
When an event is reported, it feels like the person is being
written up, not the problem. 54%

No events reported by respondent in the past 12 months. 55%
1-2 events reported by respondent in the past 12 months. 27%
We are given feedback about changes based on event reports. 56%
We are informed about errors that happen in this unit. 65%
It is just by chance that serious mistakes don’t happen here. 38%
Mistakes have led to positive changes. 64%

Table 1. Partial Results: 2012 AHRQ Hospital Culture Survey Report

Source: www.ahrq.gov/qual/hospsurvey12

In deepest sympathy…
ISMP sadly reports the death of our esteemed
colleague and dear friend, George Di Domizio.
He was a vibrant force in the pharmaceutical
industry, playing a crucial role in the history of
our organization as an advisor on industry topics
and as an ISMP trustee since our founding in
1994. We met George when he was at Merck, in
charge of developing drug names for new
products (ZOCOR, PRILOSEC, BEXTRA,
PEPCID, and others). George became a strong
advocate for medication safety after Astra and
co-marketer Merck ran into problems soon after
the launch of LOSEC (omeprazole), which was
repeatedly confused with LASIX (furosemide),
sometimes with fatal results. George champi-
oned changing the name of Losec to Prilosec
and went on to help develop the name-testing
methods upon which FDA and the PhRMA
industry have built. He has been, hands down,
ISMP’s most important industry advocate for
safe medication practices and patient safety. For
more about George’s contribution to drug safety,
visit: www.philly.com/philly/blogs/healthcare/
George-Di-Domizio-made-our-lives-better.html.

http://www.ahrq.gov/qual/hospsurvey12
http://www.philly.com/philly/blogs/healthcare/George-Di-Domizio-made-our-lives-better.html
http://www.ismp.org


July 12, 2012 Volume 17  Issue 14

2

available from the same manufacturer—Covidien—
and the drugs may be stored near one another or
appear together on computer selection screens
during order entry. ISMP and FDA have received
multiple reports of confusion between methadone
and methylphenidate. To avoid errors, configure
mnemonics in order entry systems to prevent
confusion between methadone and other drugs that
start with “meth” and also have similar strengths. A
review of medication errors with methadone is
planned for an upcoming newsletter. 

Too many numbers. A hospice
prescription for "fentanyl transdermal

72h apply 1 patch 12 mcg/hour externally q3d"
was incorrectly dispensed in several increments
over 60 days as transdermal fentaNYL 75 mcg per
hour. The error was eventually discovered when a
new prescription was issued that simply stated the
medication as "fentanyl transdermal patch 12
mcg/hour." The error occurred because the initial
drug order unnecessarily contained "72h" which
refers to the standard release time of 3 days for all
transdermal fentaNYL products. The number was
misread as 75 and mistaken as the mcg per hour
dose. Since a 75 mcg/hour patch exists, pharmacy
personnel did not refer to the original typed
prescription upon refilling it during the first 60 days,
which might have led to earlier recognition of the
error. Fortunately the patient did not exhibit any
adverse effects and also reported that his pain was
adequately controlled. Upon evaluation, a hospice
nurse determined the patient was stable, and the
higher dose was ordered and continued. Pharmacy
policy now requires pharmacists to refer to the
original prescription when handling refills. 

with many reporting systems: they fail to
capture information about hazards and
close calls. Respondents said that mistakes
caught and corrected, and mistakes without
the potential to cause harm, are reported
just 57-59% of the time, respectively. 

Another crucial component of a safety
information system is the gathering and use
of information about risks, errors, and
patient injuries from external sources.
Experience has shown that an error
reported in one organization is likely to
occur in another, given enough time and
similar circumstances. Much knowledge
can be gained when organizations look at
external errors to learn from the experi-
ences of others. Unfortunately, there are
too many in healthcare who feel that if it
hasn’t happened to them, the adverse
experiences of others do not apply. Insights
regarding patient safety are not possible in
an organization with only an internal focus.
Knowledge from the outside provides
organizations with the lens they need to
examine what they are doing, suggestions
for what might be done differently, and a
roadmap for improvement. Organizations
do not want to wait until the event happens
in their facilities before reacting.

Additional components of a safety informa-
tion system observed in organizations
operating under a Just Culture comprise
alternative ways to learn about risks, errors,
and outcomes that lead to patient harm.
Examples include self-assessments, focus
groups, surveys, concurrent or retrospective
monitoring of triggers that may signal risk or
errors, concurrent or retrospective audits,
data from technology reports, targeted
observations, check processes that lead to
interventions, failure modes and effects
analysis, and root cause analysis.

Are staff committed to safety and willing to report
hazards, risks, close calls, and errors, thus arming
the organization with an accessible body of safety
information? A learning culture is dependent
on the willingness of staff to report
mistakes and observed risks that are often
interpersonally and interdepartmentally
troubling. An organization cannot learn if
staff are uncomfortable discussing and
analyzing mistakes. Thus, organizations

that operate within a Just Culture have
created an open and learning reporting
environment in which staff are comfortable
raising their hand when they have observed
a hazard, cut a corner to achieve an organi-
zational goal, or made a mistake. In fact,
self-reporting is indicative of a Just Culture. 

Unfortunately, many respondents who
participated in the AHRQ culture survey
expressed discomfort with reporting risk
and errors. Half feel like the person is being
written up, not the problem, and that
mistakes are held against them. As a result,
more than half of respondents admitted
that they had not reported a single hazard,
close call, or error during the past year, and
another quarter reported only one or two in
the past year. Low reporting reduces an
organization’s opportunity to improve safety.   

Another reason staff may not report risk or
an error is a belief that nothing will change.
Staff may abandon most efforts to report
problems or change practices because
attempts have continually been fruitless.
Over time, people simply grow less willing
to speak up. The power of observation is
suppressed, and problems may go
unnoticed. If they are noticed, the
problems are often reasoned away rather
than pursued. Because people want to be
safe, they look for evidence of safety, not
hazards, and they see a smaller number of
errors reported as a positive factor.

Does the patient safety information system provide
staff with knowledge of the current risks, errors,
and prevention strategies necessary to improve
safety? An organization operating under a
Just Culture is willing to talk to its
employees about risk and errors. The organ-
ization understands that one of the most
fundamental strategies to create change is
to share compelling stories about risk and
errors and impactful change strategies, thus
drawing attention to problems and encour-
aging people to act. Improvement strategies
are most effective within a culture that
ensures any changes are well understood,
embraced, and sustained; employees must
clearly see the risks in front of them in order
to change. There is no better way to inspire
and sustain change than through the simple
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Please encourage your patients and staff to visit www.consumermedsafety.org often. It may save a life!

Darryl Rich joins ISMP staff.
ISMP is happy to announce that Darryl Rich,
PharmD, MBA, has joined its consulting staff.
Darryl has more than 30 years of experience in
safe medication management that he will use to
bring ISMP’s system-based philosophy to
healthcare organizations. His career has included
serving as director of pharmacy for a university
medical center, managing pharmacy operations
for a national home infusion company, and
spending nearly 20 years at The Joint
Commission, most recently as a surveyor in the
hospital, home care, and ambulatory accredita-
tion programs. He is a fellow of the American
Society of Health-System Pharmacists, and has
received numerous awards, including the ISMP
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widespread problem; only 56% said they are
given feedback about changes put into
place based on event reports, and only 65%
said they are informed about errors that
happen in their unit. This cloak of secrecy
makes it virtually impossible for the entire
organization to learn from its mistakes.

Does the organization seek long-term system
remedies to safety problems? An organization
operating under a Just Culture learns from
both big and small failures and seeks
remedies that can sustain safety rather than
short-term fixes. It is not a culture in which
workarounds are the dominant response to
problems. Workarounds are symptomatic of
first-order problem solving (short-term
fixes) rather than second-order problem
solving (long-term fixes). Whereas short-
term remedies patch problems temporarily
so work can be accomplished, long-term
remedies change the underlying system and
process, thus preventing recurrence. 

In first-order problem solving, staff compen-
sate for a problem by using any means
possible to complete a task but do not
discover or address underlying causes.
Thus, the problem reappears, and the
workarounds continue, risking patient
safety. First-order problem solving is often
rampant in healthcare. One study showed
that nurses used first-order problem solving
to implement short-term fixes for 93% of
the failures they encountered;1 for example,
they removed medications from an auto-
mated dispensing cabinet (ADC) for an
entire shift when faced with congestion at
the ADC. The nurses were often gratified
that they were able to handle problems
quickly and meet the daily challenges of
patient care. However, problems were not
reported to those who could investigate the
causes and remedy them. Second-order
problem solving, as seen in organizations
operating under a Just Culture, involves
both handling the unexpected problem and
then taking steps to address its underlying
causes. Nurses in the study reported
problems to managers just 7% of time. It is
likely that many other healthcare profes-
sionals, including physicians and pharma-
cists, behave similarly—managing the
unexpected by using a short-term fix, but
never reporting the problem.

Does the organization possess the willingness and
competence to draw responsible conclusions from
the organization’s safety information system so
they can make substantial changes when neces-
sary? Developing safety information systems
for identifying and tracking hazards and
errors is a first step, but it is not enough.
Safety information systems have value only
if they lead to changes that reduce risk and
improve patient care. Thus, organizations
operating under a Just Culture do not
simply collect safety information; they
devote sufficient resources and maintain
highly skilled staff to analyze the data so
they can understand the underlying behav-
ioral and system causes of risk and errors.
Reporting events and investigating events
are very different tasks, and an assumption
that a good reporting culture always trans-
lates into learning is unfounded. Organ-
izations will not necessarily learn from
reports unless staff, including frontline
managers, have been properly trained and
given adequate time to uncover why human
error, at-risk behaviors, and other actions
leading to adverse events occur. The failure
to expertly analyze and, thus, appropriately
act upon reported information may account
for why 38% of respondents to the AHRQ
survey reported that it is just by chance that
serious mistakes don’t happen in their
organization, and why only 64% said
mistakes have led to positive changes. 

Part III 
A learning culture must be capable of
acting. Without action at both a behavioral
and system level, learning is meaningless.
In PPaarrtt  IIIIII (in a future newsletter) we will
discuss the final component of a Just
Culture—designing reliable systems. We
hope organizations will consider the
questions posed in this three-part feature
and take a hard look at their culture and
how it compares to a Just Culture. “Just
Culture” is so much more than a trendy
metaphor for what was previously called a
“non-punitive” or “blame-free” culture. It’s
a robust set of values, beliefs, and actions
that provide solid guidance on how an
organization can best manage safety.

RReeffeerreennccee::  11))  Tucker AL, Edmondson AC. Why
hospitals don’t learn from failures; organizational
and psychological dynamics that inhibit system
change. Calif Manage Rev. 2003;45(2):55-72.
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Cheers Award and Lifetime Achievement
Award. ISMP is pleased to add Darryl’s experi-
ence to our consulting team. For more infor-
mation on ISMP’s consulting services, visit:
www.ismp.org/consult/default.asp.

Extended deadlines
Participation in the 2012 ISMP International
Medication Safety Self Assessment for
Oncology has been extended to September
30. Visit https://mssa.ismp-canada.org/
oncology to register, download the assessment
tool, and enter your findings. 

ISMP is still accepting comments on its Sterile
Preparation Compounding Safety Summit
Proceedings until July 31 (www.ismp.org/
Tools/guidelines/IVSummit/default.asp).
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errors to the ISMP National Medication Errors
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EEddiittoorrss:: Judy Smetzer, RN, BSN, FISMP;
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reviewed publication.  
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craft of telling factual stories, ideally within the
context of actual errors, that move listeners
into action (see www.ismp.org/sc?id=83).
They are an efficient vehicle for getting people
to understand, remember, and accept new
information. One thing is certain; lessons
without stories rarely lead to learning and
change. It is the contextual details and the
exposed humanity in stories that serve as the
catalyst for change. 

The primary barriers to sharing stories about
risk and errors in healthcare, particularly if a
patient has been harmed, are legal and social
(public disclosure) concerns. Organizations
may be hesitant to tell their stories outside the
confines of internal peer review/quality
improvement processes, so staff feedback
about risk and errors is narrowly focused on
involved units and individuals. Respondents to
the AHRQ culture survey suggest this is a
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