
Do you believe your organization operates
within a Just Culture? We have asked this
question many times while working collab-
oratively with healthcare organizations and
professionals in pursuit of our shared goal
of preventing medication errors. It’s not an
easy question to answer; it’s mostly
intended to trigger valuable dialogue on the
topic. Yet, we often receive hasty affirma-

tive responses, particularly from
organizational leaders, assuring
us that the organization has,
indeed, established a Just Cul-
ture, when our direct observa-
tions belie such attestations. As
a result, we worry that “Just
Culture” has simply become a
popular catchphrase used by
many, without fully under-
standing its tenets andnuances,

and its crucial link to patient safety.

To assess how far along an organization is
on their journey to a Just Culture, we often
look for certain components regarding the
organization’s values, justice (fairness to the
workforce) and safety, reduction of at-risk
behaviors, design of safe systems, and
establishment of a reporting and learning

environment. We thought it might be
helpful to organizations that have embarked
on a JustCulture journey if we shared some
aspects of these components. Although not
inclusive or sufficient alone to presume a
Just Culture, the questions that follow can
help you assess your progress on this
journey. In addition, when applicable, we
have included results from the 2012 report
on theAgency forHealthcare Research and
Quality (AHRQ) HHoossppiittaall  SSuurrvveeyy  oonn
PPaattiieenntt  SSaaffeettyy  CCuullttuurree (Table 1) to provide
a national snapshot of where hospitals stand
regarding certain aspects of a Just Culture. 

In PPaarrtt  II, we cover components associated
with values, justice and safety, and reduc-
tion of at-risk behaviors. 

Organizational Values
WWhhaatt  aarree  tthhee  oorrggaanniizzaattiioonn’’ss  pprriimmaarryy  aanndd
sseeccoonnddaarryy  vvaalluueess??  An organization oper-
ating within a Just Culture has defined its
primary (high) and secondary values to
ensure that workers know how to prioritize
their work. Safety should always be a
primary value. Values such as efficiency and
productivity should be considered second-
ary values. Overzealous commitment to
these and other secondary values can

Disposal of fentaNYL patch-
es in hospitals. We received

several email messages after our May 3 newsletter
regarding an alert we issued about a child’s death
after placing an improperly disposed fentaNYL
patch in his mouth. Product labeling specifies the
drug should be disposed of by flushing it down the
toilet. However, FDA stated that the issue of
hospital disposal in a secured sharps
container was not discussed for in-
clusion in product labeling. Addition-
ally, FDA’s advice addresses indivi-
dual patient disposal in the home,
not institutional disposal. ISMP be-
lieves that, in a healthcare setting, if
the used fentaNYL patch cannot be
flushed down the toilet, it may be
disposed of in a secure sharps
container where the disposal is
witnessed and documented according to policy.
However, some states may have other require-
ments for disposal of fentaNYLpatches.   

Arixtra—not a hemostat. A
hospital pharmacist got quite a scare

when he reviewed a surgeon’s discharge note that
said, in part, “There was some bleeding in the
pelvis that had been irrigated, and Arixtra was
placed in the pelvis for homeostasis.” The

pharmacist
reviewed hospital
records and
determined that
no ARIXTRA
(fondaparinux
sodium) injection
had ever been
charted in clinical
records or
charged to this
patient’s bill.
Soon thereafter,
the pharmacist
also received a

call for Arixtra to control a different patient’s
bleeding. When the pharmacist returned the call,
he explained that Arixtra would likely worsen
bleeding rather than treat it. But staff told him
they didn’t need it anyway because they’d already
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Figure 1. Arista packaging. 

Table 1. Partial results from the 2012 
AHRQ Hospital Culture Survey Report

Survey Items Average (%) 
in Agreement

standard
deviation

Staff worry that mistakes they make are kept in their personnel file. 65 9.14
When an event is reported, it feels like the person is being
written up, not the problem. 54 8.84

Staff do not feel free to question the decisions or actions of  
those with more authority. 53 7.78

Staff feel like mistakes are held against them. 50 9.05
We work in crisis mode, trying to do too much too quickly. 50 11.02
Staff are afraid to ask questions when something does not
seem right. 37 7.33

Patient safety is sacrificed to get more work done. 36 9.41
Whenever pressure builds up, my manager wants us to work
faster, even if it means taking shortcuts. 26 9.13

The actions of management do not show that patient safety is
a top priority. 25 9.65

My supervisor overlooks patient safety problems that happen
over and over. 24 6.53
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found a bag of Arixtra in a supply cabinet. The
pharmacist immediately went to the area and
found the nurse, who showed him the product to
which she was referring. It turned out to be
ARISTA AH, a sterile, absorbable hemostatic
powder consisting of microporous polysaccharide
hemospheres (www.medafor.com/products/arista.
aspx). According to product labeling, “Arista is
used in surgical procedures (except neurological
and ophthalmic) as an adjunctive hemostatic
device to assist when control of capillary, venous,
and arteriolar bleeding by pressure, ligature, and
other conventional procedures is ineffective or
impractical.” FDA approved Arista AH as a device
after the drug Arixtra had been approved. Seems
the brand name similarity was not recognized
when Arista AH was approved.  

Drug shortage bills in
Congress. Last week the House Energy

and Commerce Committee unanimously approved
legislation to reauthorize the Prescription Drug User
Fee Act to help alleviate critical drug shortages. The
Senate Health, Education, Labor and Pensions
Committee recently approved similar legislation
(S. 2516). The bills require drug manufacturers to
report drug discontinuations and supply interrup-
tions to the FDA; expand FDA reporting on drug
shortages; expedite applications to manufacture
drugs in shortage; and speed Drug Enforcement
Agency review of requests to increase controlled
substance drug quotas. The full House and Senate
are expected to approve a reconciled bill before the
current law expires on September 30. In letters to
Congress sent earlier this month, ISMP joined
several other healthcare organizations to voice
support for the legislation.  

Pradaxa-Plavix mix-up. A
physician reported an error that

happened to a 99-year-old man with paroxysmal
atrial fibrillation and a recent arterial embolism.
He wrote a prescription for PRADAXA
(dabigatran etexilate) that was mistakenly
dispensed as PLAVIX (clopidogrel). The
pharmacy label identified the drug as Pradaxa, but
the manufacturer’s bottle said Plavix. The
pharmacy staff had picked up the wrong product
from the shelf and applied a correct label to it.
Our September 8, 2011, issue carried a Safety
Brief about similar errors in Canada (where the
drug is named Pradax). The platelet inhibitor
Plavix is available in 75 mg and 300 mg tablets
(usual dose 75 mg daily). The anticoagulant

threaten safety and confuse workers, partic-
ularly if they are not provided with direction
regarding which value takes precedence. In
general, it should be clear to workers that
safety should not be sacrificed to achieve
secondary goals such as productivity. Yet,
26% of respondents from hospitals that
participated in the AHRQ culture survey
said that, whenever pressure builds up,
managers want staff to work faster, even if it
means taking shortcuts. Fifty percent said
they work in crisis mode, trying to do too
much too quickly, and 36% reported that
safety is sacrificed to get more work done. 

DDoo  mmaannaaggeerrss’’  bbeehhaavviioorrss  ddeemmoonnssttrraattee  tthhaatt
ssaaffeettyy  iiss  aa  pprriimmaarryy  ((hhiigghh))  vvaalluuee??  The best
way to influence the day-to-day decisions
that staff make—which, in turn, affects
patient safety—is through employee obser-
vations of leaders’ and managers’ practices
and behaviors. Open discussion of safety as
a high value, and seeing leaders and man-
agers behave in a manner that demonstrates
that safety comes first, encourages and
supports staff decisions to do the same. But,
about a quarter of respondents to the
AHRQ survey reported that managers
overlook repetitive safety problems and do
not act in a way that demonstrates to staff
that safety is a top priority. Behaviors that
send mixed messages (e.g., safety vs.
productivity) create confusion and promote
unsafe behavioral choices.

IIss  ssaaffeettyy  aa  vvaalluuee  oorr  aa  pprriioorriittyy??  Many health-
care organizations have made patient safety
a priority that deserves their utmost atten-
tion right now. But priorities can easily
shift, and once again, patient safety could
take a back seat to other dimensions of
quality, leaving tragic patient injuries in its
wake. Patient safety should be a sustained
primary value associated with every health-
care priority, not a priority that can be
reordered based on competing demands.

Justice and Safety 
HHooww  ddooeess  tthhee  oorrggaanniizzaattiioonn  rreessppoonndd  ttoo
hhuummaann  eerrrroorr,,  aatt--rriisskk  bbeehhaavviioorr,,  aanndd  rreecckklleessss
bbeehhaavviioorr??Three types of behavior should be
anticipated in an organization: human error,
at-risk behavior, and reckless behavior. Each
type of behavior has a different cause, so a
different response is required.

Human error involves unintentional and
unpredictable behavior that causes or could
cause an undesirable outcome; it is not a
behavioral choice—we don’t choose to
make errors. Since most human errors arise
from weaknesses in the system, they are
managed within a Just Culture through
system redesigns that reduce the risk of
errors. Discipline is not warranted or
productive because the worker did not
intend the action or any undesirable
outcome that resulted. In a Just Culture,
the only just option is to console the worker
who made the error and to redesign systems
to prevent further errors. Unfortunately, the
AHRQ survey results uncover a different
reality in many hospitals. Half of respon-
dents feel like mistakes are held against
them; 65% worry that their mistakes are
kept in their personnel file; and 54% feel
like the person is being written up, not the
problem, when events are reported. 

At-risk behaviors are different than human
errors. Behavioral research shows that we
are programmed to drift into unsafe habits,
to lose perception of the risk attached to
everyday behaviors, or mistakenly believe
the risk to be justified. Our decisions about
what is important are typically based on the
immediate desired outcomes, not delayed
and uncertain consequences. Over time, as
perceptions of risk fade away and workers
try to do more with less, they take shortcuts,
violate policies, and drift away from behav-
iors they once knew were safer. These at-
risk behaviors, often the norm among
groups, are considered to be “the way we do
things around here.” In a Just Culture, the
solution is not to punish those who engage
in at-risk behaviors, but to uncover and
remedy the system-based reasons for their
behavior and decrease staff tolerance for
taking these risks through coaching. 

In comparison to at-risk behaviors, workers
who behave recklessly always perceive the
risk they are taking and understand that it is
substantial. They behave intentionally and
are unable to justify the behavior (i.e., do
not mistakenly believe the risk is justified).
They know others are not engaging in the
behavior (i.e., it is not the norm). The
behavior represents a conscious choice to
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disregard what they know to be a substan-
tial and unjustifiable risk. In a Just Culture,
reckless behavior is blameworthy behavior.
As such, it should be managed through
remedial or disciplinary actions according to
the organization’s human resources policies.

AArree  iinnddiivviidduuaall  aaccccoouunnttaabbiilliittiieess  ddooccuummeenntteedd
iinn  jjoobb  ddeessccrriippttiioonnss,,  ppeerrffoorrmmaannccee  eevvaalluuaa--
ttiioonnss,,  aanndd//oorr  ppoolliicciieess,,  aanndd  ccoommmmuunniiccaatteedd  ttoo
ssttaaffff??  Organizations that operate within a
Just Culture have defined and communi-
cated individual accountabilities so all staff
understand what is expected of them. In a
Just Culture, staff at all levels are held
accountable to perform at the highest level
of personal reliability while conscious of
human limitations. They are accountable
for making safe behavioral choices and
decisions that promote safety. They are
responsible for identifying patient safety
and other organizational risks, including
system vulnerabilities, human errors, at-risk
behaviors, and reckless behaviors. They
must work with others to identify and
manage everyday risks and coach individ-
uals who are engaging in at-risk behaviors. 

Managers and administrators have
additional responsibilities to continually
assess the behavioral choices of staff,
monitor systems and processes, design and
redesign systems to improve safety, investi-
gate the causes of risk and errors, and to
respond fairly and consistently to staff who
make human errors or engage in at-risk or
reckless behavior. In a Just Culture, all
workers know that safety is a primary value
in the organization, and they continually
look for risks that pose a threat. They are
thoughtful about their behavioral choices
and always thinking about the most reliable
ways to get the job done right.

DDooeess  tthhee  ppootteennttiiaall  oorr  aaccttuuaall  sseevveerriittyy  ooff  aann
oouuttccoommee  ppllaayy  aa  rroollee  iinn  hhooww  ssttaaffff  aarree  ttrreeaatteedd
wwhheenn  eevvaalluuaattiinngg  rriisskk  aanndd  eerrrroorrss??  An organ-
ization operating within a Just Culture does
not employ an outcome-based model of
accountability, meaning there is no severity
bias—the potential or actual severity of the
outcome plays no role in determining how
staff are treated. Instead, staff are judged
on the quality of their behavioral choices,
not the outcome or potential outcome of a

hazard or mishap. When patients are
harmed, this is a difficult but worthwhile
stance, as an outcome-based accountability
model often results in a “no harm, no foul”
approach to staff, with missed opportuni-
ties to console employees for human error,
coach individuals regarding at-risk behav-
iors, or to redesign systems to prevent
human errors from reaching patients. If an
error happens, employees should know
that they will be treated fairly when they
report their mistakes, and that they will be
accountable for the quality of their choices,
and not simply the outcome. 

Management of At-Risk Behaviors 
IIss  tthhee  ccuullttuurree  ttoolleerraanntt  ooff  aatt--rriisskk  bbeehhaavviioorrss??
Human behavior runs counter to safety
because the rewards for risk taking are often
immediate and positive (e.g., saved time),
while the punishment (e.g., patient harm) is
often delayed and remote. As a result, even
the most educated and careful healthcare
professional will learn to master dangerous
shortcuts, particularly when faced with an
unanticipated system problem (e.g.,
technology glitches, time urgency). Staff
will drift from safe and controlled processes,
as first learned, to unsafe and automatic
processes. Over time, the risk associated
with these processes fades and the entire
culture becomes tolerant to these risks.

For example, if you’re an experienced
pharmacist, you might not think twice
about answering the phone and managing
special requests at the pharmacy window
while entering complex medication orders.
You may no longer check the patient’s full
drug profile, allergies, and weight before
entering medication orders. You may now
rush past drug interaction messages with
barely a notice, and fill medication orders
using the label, not the order. If you’re an
experienced nurse, you may believe it’s
acceptable to maintain unauthorized
stashes of medications on your unit, prepare
IV admixtures instead of waiting for
pharmacy to dispense them, and administer
medications to patients before pharmacy
has reviewed the order. You may borrow
another patient’s medications for quick
administration to your patient and leave
medications at the bedside. You may no
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ISMP nurses recognized for
safety work. ISMP congratulates Judy
Smetzer, BSN, RN, FISMP, and Susan
Paparella, MSN, RN, each a vice president at
ISMP. On May 2 at the unSUMMIT for Bedside
Barcoding in Anaheim, CA, Judy was recognized
with the 2012 Way-Paver For BPOC Award
for her work in advancing bedside bar-coding at
the point of care (BPOC). Judy’s articles,
commentaries, news briefs, press releases, and
testimonials related to BPOC and patient safety
(approaching the 200 mark) not only compel
hospitals to use the technology but to use it the
right way. She has also not hesitated to point
out dangerous, unintended consequences of
poorly designed or improperly used technology
and the need to identify and share strategies. In
addition to her writing and editing responsibil-
ities, Judy is working on a 3-year study funded
by the Agency for Healthcare Research and
Quality (AHRQ) in the area of bar-coded
product verification in community pharmacies. 

On April 14, Susan Paparella was awarded the
Villanova University College of Nursing
Medallion, the College’s highest award for
“Distinguished Contributions to Clinical Practice.”
The College noted that she has demonstrated
continued leadership in patient safety on a
national and global stage. Susan is responsible
for the development and oversight of ISMP’s
consulting and educational services, and she
networks with constituents such as government
agencies, accrediting bodies, healthcare
providers, and other stakeholders. Susan also
serves as editor of a bi-monthly safety feature in
the Journal of Emergency Nursing. Congratula-
tions to both of our nurses! 

ISMP welcomes Fellow from
Saudi Arabia. Mohammed Aseeri, BS,
PharmD, BCPS, recently joined ISMP as one
of the 2012-2013 ISMP Safe Medication
Management Fellows. Before joining ISMP,
Mohammed worked as a clinical pharmacy
specialist in the pediatric oncology unit at King
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longer bring the patient’s medication
administration record to the bedside if you
are just administering a prn medication.
Successful outcomes foster continuance
and tolerance to the risks, particularly
when others ‘look the other way’ or begin
imitating the at-risk behavior.  

DDooeess  tthhee  oorrggaanniizzaattiioonn  tteenndd  ttoo  ppuunniisshh  ssaaffee
bbeehhaavviioorr  aanndd//oorr  rreewwaarrdd  aatt--rriisskk  bbeehhaavviioorr??
When organizational tolerance to risk is
high, safe behavioral choices may actually
invoke criticism, and at-risk behaviors may
invoke rewards. For example, a nurse who
takes longer to administer medications may
be criticized, even if the additional time is
attributed to safe practice habits and
patient education. But a nurse who is able
to handle four new admissions in the
course of a shift may be admired, and
others may follow her example, even if
dangerous shortcuts must have been taken
to accomplish the work. A pharmacist who
dispenses a “missing” medication quickly is
more likely to receive positive reinforce-
ment from the awaiting nurse than a
pharmacist who fully investigates the
reason for the request, thus delaying
receipt of the missing medication. The
pharmacist who typically ignores those
“nuisance” alerts and is able to enter a large
volume of orders without a backlog may
receive a better performance evaluation
than a pharmacist who takes longer
because he evaluates the significance of all
alerts. In fact, shortcuts like these and
many others could even be labeled as
efficient behavior.

At-risk behaviors represent the greatest risk
to patients given that reckless behaviors are
rare and human errors usually present as
single isolated failures. The faded percep-
tion of risk, the habitual nature of the
behaviors, and upside-down rewards that
discourage safe behaviors and encourage
unsafe at-risk behaviors make it difficult to
change the behaviors. In a Just Culture,
the solution is not to punish those who
engage in at-risk behaviors, but to identify
and report these behaviors, determine the
scope of the behavior, uncover and remedy
any upside-down rewards and the system-
based causes for the behaviors, and
decrease staff tolerance to risk-taking.

IIss  tthheerree  vviissiibbllee  eevviiddeennccee  ooff  ccooaacchhiinngg  aarroouunndd
aatt--rriisskk  bbeehhaavviioorrss??  Within a Just Culture, at-
risk behaviors are reduced by removing the
barriers to safe behavioral choices, removing
the rewards for at-risk behaviors, and
coaching staff to reduce their tolerance to
risk and encourage a decision-making
process that results in the desired safe
behavioral choices. Coaching involves
helping another see risk that was not seen
or misread as being insignificant or justifi-
able. It entails a productive discussion
between individuals about the risks vs.
rewards of certain behaviors and the
decision-making process for behaviors
under the control of the worker. Unlike
“counseling,” which is typically a boss-to-
employee discussion that entails putting the
employee on notice regarding potential
disciplinary action, coaching involves
manager-to-staff, peer-to-peer, and staff-to-
manager coaching. Staff willingness to
coach peers and managers and to be
coached by others can be a strong indicator
of a Just Culture. Yet, the AHRQ culture
survey results suggest that only about half of
respondents feel free to question the
decisions or actions of those with more
authority, and 37% reported that they are
afraid to speak up when something doesn’t
look right.

Part II
In one of our June 2012 newsletters, we will
cover the components of a Just Culture
associated with designing systems and
establishing a reporting and learning
environment. We hope organizations will
consider the questions above and those we
pose in Part II, and take a hard look at the
culture in which they operate and how it
really 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 organiza-
tion can best manage safety. For pharma-
cists attending the AASSHHPP  22001122  SSuummmmeerr
MMeeeettiinngg on June 9-13 in Baltimore, two
sessions on Just Culture will be offered
(117-L05, 118-L05). We will suggest
additional resources for organizations to
learn more about Just Culture in Part II of
this article.
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Abdulaziz Medical City (KAMC), National Guard
Health Affairs, in Jeddah, Saudi Arabia.
Mohammed was also a member of the
medication safety program at KAMC where he
helped implement ISMP and Joint Commission
International (JCI) recommendations pertaining
to safe medication management. In 2001,
Mohammed graduated from the College of
Pharmacy at King Saud University in Riyadh,
Saudi Arabia. In 2006 he received his Doctor of
Pharmacy degree from North Dakota State
University in Fargo. In 2007 he completed a
Pharmacy Practice Residency program at
Wesley Medical Center in Wichita, Kansas, and
in 2009, he attained board certification in
pharmacotherapy (BCPS). 

ISMP Cheers Awards! Nominations for
this year’s ISMP Cheers Awards are now
being accepted through September 14. The
Cheers Awards honor individuals, organiza-
tions, companies, and agencies that have set a
superlative standard of excellence in the
prevention of medication errors during the
previous year. For details, please visit:
www.ismp.org/Cheers.

ISMP webinar. Join us on June 14 for
The Joint Commission Medication Man-
agement Update for 2012. Our speaker,
Darryl Rich, will be reviewing The Joint
Commission’s 2012 requirements associated
with medication management standards and
medication-related national patient safety goals.
He will be focusing on compliance issues found
during surveys, new requirements, and current
interpretations along with examples of best
practices for meeting the requirements. For
details, visit: www.ismp.org/educational/
webinars.asp.  
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