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Manage Risk,
Build a Jus

Culture

BY JOSEPH PEPE, MD, and PETER J. CATALDO, Ph.D.

atholic health care organizations have a rich and robust moral tradition that per-
meates all that they do. The contemporary risk-management model called the “just
culture” is a perfect fit for Catholic health care because it has strong parallels in the

Catholic moral tradition.

The concept of a fair and just culture refers
to the way an organization handles safety issues.
Humans are fallible; they make mistakes. In a just
culture, “hazardous” human behavior such as staff
errors, near-misses and risky actions are identi-
fied and discussed openly in hopes of finding
ways to improve processes and systems — not to
identify and punish the individual.

Since 1997, David Marx and his risk manage-
ment firm, Outcome Engineering LLC, have pio-
neered the concept of the just culture.!

perfect doctors and nurses.* Rather, the moral
imperative is to deliver the safest health care by
taking account of human fallibility and the imper-
fection of systems. This is the only way we can
expose our vulnerabilities and learn the truth
about our actions and systems so as to improve
health care.

Catholic health care is, in fact, good medi-
cal care. As such, it requires caregivers to make
good choices — safe choices. It is the quality of

They and others have contributed to The moral imperative is to deliver

an important body of literature on just

approaches to human error and account- the safest health care by taking

ability in the pursuit of safety.?

The just Culture model has been gain_ account Of human fallibility and the
ing acceptance in such high-risk indus- imperfections of the system

tries as health care, nuclear power, aero-

space and aviation. Some Catholic health

care institutions have implemented the model, as
well, but it isn’t universally used.? In this article
we outline some of the parallels between the just
culture model and the Catholic moral tradition
and show that Catholic health care presents fer-
tile ground for the approach.

HUMAN FALLIBILITY AND IMPERFECTION

If we align the just culture model and the Catholic
moral tradition, we recognize that one of health
care’s moral imperatives should not be to create
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one’s choices that forms the basis of a just cul-
ture, not exclusive attention to outcomes. Simi-
larly, in the Catholic moral tradition, the assess-
ment of human conduct does not begin with and
is not defined by the outcomes or consequences
of actions. Outcomes do have a place in the evalu-
ation of an act’s status, but they are not decisive.
The moral value or status of a human act is deter-
mined on the basis of three integral components:
the act’s moral object or nature; its intention; and
the circumstances associated with the act.’
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As in the Catholic moral tradition, what some-
one does, together with the intention and circum-
stances of the action, are the focus of risk manage-
ment in the just culture. In 2000, the Institute of
Medicine released To Err Is Human, which con-
tends that medical errors are not the
result of “bad apples” in the health care
field, but that good people are working
in flawed systems and these systems
need to be re-engineered to be made
safer.

When we try to treat human beings
like perfect machines, we will always be disap-
pointed by variability and unexpected failures.
Here’s the truth: We may be able to reduce human
cognitive errors, but we will never be able to elim-
inate them.

While there are great efforts in the medical
community to pursue perfection with evidence-
based, data-driven performance improvement,
these efforts are continually hampered by our
flawed idea that humans are expected to be per-
fect. But as Marx points out, human action, with
its fallibilities, is more like the spinning of a rou-
lette wheel.”

The just culture model is built on the prem-
ise that the assessment of risk-taking ought not to
go beyond what can be reasonably expected from
fallible human beings and the subject matter at
hand. The Catholic moral tradition also holds that
these are central elements in the understanding
of human action. This important parallel is evi-
dent, for example, in the adaptation of Aristotle’s
insight that we ought not to expect any more pre-
cision in human knowledge than what a subject-
matter allows; in the work of Saint Thomas Aqui-
nas on voluntary and involuntary action and the
foreseeing of the consequences of action; and in
the work of Blessed John Henry Newman on rea-
soning in concrete matters.?

KEY DISTINCTIONS
Though fallibility is something that we must
accept, how do we manage it? In our current

MAKING IT WORK AT WORK

punitive culture — and the medical industry is
no exception — we blame people largely based
on outcomes rather on than their actions. Our
response to errors and to mistakes that end badly
is to spew out more policies, disciplinary mea-

Itis the quality of one’s choices that
forms the basis of a just culture, not
exclusive attention to outcomes.

sures, warnings, naming and blaming. Mistakes
that don’t cause repercussions somehow tend to
escape moral and ethical labels.

For example, a surgeon rips a glove during
an operation and the assisting nurse points it
out, admonishing the surgeon to put on a sterile
glove. The surgeon declines. If the patient winds
up with a life-threatening infection, the surgeon’s
irresponsible and reckless behavior may result in
a lawsuit and perhaps loss of hospital privileges
and medical license. Yet if the patient’s recovery is
uneventful, the surgeon isn’t likely to be punished
for his choice.

The just culture model distinguishes among
human error, at-risk behavior, reckless behavior,
malicious willful violations and the correspond-
ing levels of accountability.

A mistake or error is not necessarily a choice.’
If a doctor writing a prescription doesn’t know
the medication contains an obscure ingredient to
which his patient happens to be allergic, the doc-
tor hasn’t chosen an action that caused an aller-
gic reaction. He has made a mistake, and the just
culture response is one of consoling, educating,
emphasizing situational awareness and/or hand-
ing out remedial work — but not punishment. In
fact, mistakes should trigger a look at the over-
all system to see if there are ways to prevent
such errors from passing through and reaching
patients.!?

A nurse chooses to save valuable time by not
checking a patient’s identification wrist band per

Type of Mistakes, At-risk behavior Reckless Malicious Malicious/criminal
action lapses, errors (mild to severe) behavior behavior behavior

State of Antecedent Consequent ignorance Concomitant With knowledge
knowledge isnorance ignorance and intention
Foresight of Reasonably Outcomes may have been reasonably unforeseen in Clearly foreseen
outcomes unforeseen some cases but should have been foreseen in others
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hospital policy before administering a medica-
tion. Even if there is no adverse result, the choice
puts the patient at an increased risk. The nurse
who violated the wrist-band rule either didn’t
recognize the action as a violation, or mistakenly
believed it to be justified — but the nurse’s action
was no mistake. It was an intentional choice that
would be considered an at-risk behavior, what-
ever the outcome. The just culture’s response to
at-risk behaviors involves coaching, incentives,
disincentives and sometimes firm counseling.
The focus is on the behavior, not on the individual,
and there would be an investigation to determine
why that kind of conduct takes place and how
prevalent it is.

Reckless behavior is action that carries sub-
stantial and unjustifiable risk for an adverse event.
The person who acts recklessly fully recognizes
the risk, but does not actually intend

rance as an excuse for not knowing laws or rules
that she or he is obligated to know is showing
consequent ignorance. This ignorance is willed.
Another type of consequent ignorance is due to a
person’s inattention or carelessness in making an
effort to acquire the knowledge he or she should
possess for an action. The person is responsible
for his or her lack of relevant knowledge, and this
makes the action voluntary to varying degrees,
depending upon the extent to which the igno-
rance is willful. Just as consequent ignorance in
the Catholic moral tradition covers a range of
willful ignorance, so too is there a range of at-risk
behaviors, from mild to severe, in the just culture.

Consequent ignorance straddles both at-risk
and reckless behaviors. The drunk driver knows
that becoming drunk before driving will prevent
him from operating a vehicle in a way that would

the adverse consequence. Examples Both the just culture and the

of reckless behavior are driving drunk

and the surgeon who knowingly oper- CUlIture of Gatholic health care are

ated with a ripped glove.
Malicious willful acts intend harm.

about “doing the right thing” in the

They are acts (or omissions) in which ~ treatment of caregivers.

the person fully knows or foresees the
result but proceeds in spite of it. The clinician
who knowingly causes a patient needless suffer-
ing by diverting her pain pills in order to sell them
is behaving maliciously, not recklessly.

Whatever their outcome, reckless behavior
and malicious willful acts call for punishment due
to conscious disregard of an unjustifiable, well-
known medical risk. Punishment is a punitive
deterrent of a behavioral choice. It usually involves
a loss, such as a loss of privileges, license, job, sta-
tus, rank, money and freedom (jail)."

PARALLELS WITH CATHOLIC MORAL TRADITION
The just culture model shares additional paral-
lels with the Catholic moral tradition in respect
to the voluntariness of human action.? Human
error is similar to what is known as antecedent
ignorance in the Catholic moral tradition. This
type of ignorance both precedes the act of the will
and causes the action, because the person would
have acted differently had he or she known all the
circumstances. This ignorance is categorized as
morally invincible because it could not have been
reasonably overcome and the person is therefore
not obligated to know the circumstances.

At-risk behavior is parallel to consequent igno-
rance in the Catholic moral tradition. In the case
of an adverse event, a person who pleads igno-
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help him avoid a harmful event. This direct will-
ingness to ignore the way alcohol impairs his driv-
ing ability is consistent with the notion of conse-
quent ignorance.

Reckless behavior also parallels what is known
in the Catholic moral tradition as concomitant
ignorance. Concomitant ignorance is consistent
with the real will of the person. The person may
not have known at the time that an act would have
an adverse consequence, but even if the person
did know, he or she has no regret and would have
done the same anyway. Concomitant ignorance
and reckless behavior share a clear willingness to
take substantial and unjustifiable risks. A nurse,
for example, may unknowingly give the wrong
medication and cause a very sick patient’s death.
Later, she might rejoice in her action because
she believes that the suffering of dying patients
should be ended with lethal medications.

The ability to foresee the consequences of
an action factors into an act’s moral evaluation.
Both in the Catholic moral tradition and in the
just culture model, a person’s responsibility for
an action’s unforeseen consequences depends on
how those effects relate to the action.”® Unfore-
seen consequences that cannot be reasonably
anticipated parallel the concept of human error
and mistakes. However the person who engages
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in at-risk behavior is expected to know what the
unforeseen consequences could be, given how
those consequences are normally related to the
action. Acting despite reasonably foreseeable,
numerous or substantial adverse consequences is
parallel to reckless behavior.

NATURAL LAW, SAFETY AND A LEARNING CULTURE

Commenting on the logic that underlies society’s
laws and rules, Marx correctly observes, “It is
about doing the right thing. Somewhere along the
way, we transitioned into a society that says, ‘Do
what you want . . . as long as you don’t hurt any-

The goal is not blame but rather

process improvement, ultimately

to advance patient safety.

one.””* In this view of human action, the duty to
produce an outcome is the only significant mea-
sure. It is the predominant view in our culture.

In the just culture model, this duty must strike
a balance with two others — the “duty to follow a
procedural rule” and the “duty not to cause unjus-
tifiable harm” — but the duty to not cause unjusti-
fiable risk transcends the others.” Both the Catho-
lic moral tradition and the just culture model rec-
ognize this duty as a norm of the natural moral
law.'° It is the duty to preserve human life and is
in part fulfilled by not taking unjustifiable risk
either for oneself or others. Moreover, for both
the Catholic moral tradition and the just culture
model, it is a duty closely related to another natu-
ral law obligation: to live justly in society.

A well-designed system of delivering health
care is one that promotes shared accountability
and embraces the multifaceted relationships of
consoling human error, coaching at-risk behavior
and punishing reckless and malicious behavior.
Such a system necessarily promotes a learning
culture in which all participants are motivated to
be truthful about mistakes and at-risk behavior,
therefore allowing improvements to the system so
that the duty to avoid causing unjustifiable risk is
better fulfilled.

Itisimportant to note that in alearning culture,
we learn not from mistakes as such, but from truth.
Mistakes and ignorance presuppose truth, and the
organization that doesn’t promote a truth-seeking
culture drives potential learning underground.

Learning as the acquisition of knowledge about
reality comes not from a lack of truth (ignorance,
mistakes) but from what is known to be true. Mis-
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takes are the occasion for learning the truth of
what we previously did not adequately know or
fully accept.

This view of learning is also consistent with
the Catholic moral tradition, which views the
human person as being created to know truth and
freely act. Pursuing truth is central to freedom
of action and to the moral evaluation of action in
the Catholic moral tradition, according to which
freedom is fulfilled through the realization of the
truth about human dignity.

An organization that incorporates a just cul-
ture is designed for truthfulness and is one that
is committed to the proper balance of truth
and freedom in the assessment of risk and
in the design of safe systems.

A learning environment should be an
essential part of a health care organiza-
tion’s strategy for survival and growth. The
goalis not blame but rather process improvement,
ultimately to advance patient safety. In order for
an organization to learn, it is important to real-
ize that human error can be mitigated but never
eliminated. Punitive action is reserved for the
relatively uncommon reckless behaviors and the
rare outright malicious, willful violations. In most
punitive cultures, one only feels safe to report
about equipment malfunctions. As the learning,
just culture grows in an organization, one feels
safe to report on other people accurately, then
report one’s own mistakes, and lastly report one’s
own violations in policy.”

THE CULTURE OF CATHOLIC HEALTH CARE
So why should health care, and Catholic health
care in particular, adopt a just culture? The only
fair option is to recognize that individuals are fal-
lible human beings who work within imperfect
systems. Thus, it is important to identify mistakes
and near misses openly so that we can learn from
the truth and redesign systems to engineer out
the fallible human element as much as possible.
If risk management is to be truly effective, it must
hinge on establishing a “reporting culture.” Per-
formance improvement professionals have a man-
tra: We cannot improve what we cannot measure.
Just culture proponents offer the principle that we
cannot measure what we cannot identify. We can
only identify mistakes and near-misses when we
feel safe to do so without the risk of unjustified
punishment. If we cannot identify these mistakes
and near-misses, then we cannot evaluate and
learn the truth.

Both the just culture and the culture of Catho-
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lic health care are about “doing the right thing”
in the treatment of caregivers. The culture of
Catholic health care is characterized by, among
other things, absolute respect for human dignity,
respect for the nature of human action, mutual
respect among caregivers, justice and fidelity to
the Catholic moral tradition. All of these factors
coalesce to provide Catholic health care with a
solid moral foundation for the implementation of
the just culture model. This congruency between
the Catholic moral tradition and the just culture
model means that the culture of Catholic health
care everywhere ought to be a just culture.

JOSEPH PEPE is chief medical officer and vice
president of medical affairs at Catholic Medical
Center, Manchester, N.H.

PETER J. CATALDO is director, office of Catholic
identity at Catholic Medical Center, Manchester,
N.H.
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