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Purpose: To implement a comprehensive training seminar on Fair & Just Culture
(FJC) for our radiology leaders (radiologist and staff) within Emory Healthcare and

determine the impact on knowledge of key concepts

Increased Reduced s
afety

reporting errors

Implementing FJC helps
organizations to achieve
high reliability and
increase the following

areas
'mPf|°Ved Conflict Engaged
employee Resolution Leqdership

experience

Increased sense
of belonging

Accountability
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Intro 10 min

Understand Key Concepts in Just Culture 40 min

Describe the benefits of a Just Culture

Define Fair & Just Culture

List the three human behaviors involved in errors
Discuss how human errors are best managed
Apply Emory’s Just Culture Algorithm
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BREAK 10 min

Investigate Error Events 20 min
a. Describe when to use RCA vs ACA
b. Tools for investigation

Manage Your Team(s) 30 min

Debrief (Survey & Discussion) 10 min

a. Describe the experience of a second victim
b. Use appropriate language when investigating/giving feedback
C. Practice apologizing

2.5-hour long course (in person only)

Pre & Post survey on knowledge,
skills, and attitude towards FJC
principles (17 & 22 questions )

FJC POST
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To Error is Human... Conceptual Models

“Blunt End”
Latent Failures

At R is k Unsafe System
BehOVior Unsafe Organization

Unsafe Conditions

Human Error

Regulatory Factors
Organizational Factors
Unsafe Design Work Environment

Unsafe Acts Interprofessional Team )

Healthcare Provider

| -

Patient
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Failed or Absent
Defenses

“Sharp End”
Active Failures
Adapted from Reason (2000)




FJC Algorithm: Practice Scenarios S
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Emo ry Just Culture AlgO rithm Building Intelligent Connections

Step 1: Step 2: Step 3: Step 4:
Intent Awareness Substitution test Repetition

Did the person If Error (unaware): e R a d i O l.O gy S p e C ifi C

Was there . . Has th
malicious intent | 1o knowingly violatea | Ng Could others of similar mzsde ;E:;ZE .
ideline, policy or || training h. d
or substance Bul ) error) raining have made
procedure or the same error in this EEEITHEE C e n a rl O S

abuse L .
nowi i - - itis a simple

involved? knowingly risk situation? P
causing harm? error, 5o no

Yes \l/ If a Behavioral Choice: o, I m p l.i C a ti O n S fo r

Yes{behaﬁoral choice) B ——

Immediate Were applicable similar training in this Ifa .Beha\rloral
PP — Choice:
referral to guidelines, policies situation have made
g £ . ; Has the person
Human and procedures the same choice, OR is
Resources " this behavior or B e
available, workable i
' 4 o or choices
and correct? practice commonly it e ap researc

B despite pri
observed in this area? espite prior

T e = ‘;11“‘“8" tool developed for
Console Were there
person, P deficiencies in e a Sy u S e

correct training, experience, No blame: At Risk:

system or supervision? Console Console and
deficiencies person, coach person

correct to make

system better future
Reckless: Did the person DTS judgments .
Consider believe there was a Use aS tOOl. tO gLHde
punitive justifiable reason to *If the actionis

action take the action? commonly observed, C O nve rS a ti O n

consider system or
managerial responsibility

For all events, identify system contributors and continually improve the environment
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Investigating Errors Coaching tool

« Apparent cause Analysis (ACA)
* Root Cause Analysis (RCA)

Knowledge

« Use of SAFE, safety event reporting

* 5 Whys Skills

*Team members went through many
scenarios for coaching and practiced
apologizing




and Just Culture Fair and Just Culture

A Key to Quality & Safety

100 Radiology Leaders
(Directors, Managers,
Supervisors, Physicians)
completed intensive Fair and
Just Culture (FJC) training.

-

Covered EHC FIC algorithm and |}
key FJC concepts for error
investigation and team
management.

d Just Culture:

Equipped leaders with skills to
foster fairness, justice, and
continuous improvement.

Enhanced competencies in
error management, promoting
patient safety and quality care.
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Radiology Leadership Improvement m FJC RSN(@%Z 4

K‘[IOWIG dge ) Sk]lls . & Ntltllde Building Intelligent Connections

Knowledge 54%
Skills 268%
67.1%
Improvement across Attitude 74%

All Domains

*

T * Helped to establish
T the culture of newly
restructured Emory
Radiology Core

Service Line in 2023
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What did our trainees say?

Great!/ Very
Important topic!

Learned impact of
effective/candid
conversations

Scenarios and
stories were helpful

Learned difference
in ACA/RCA

Learned how to
better approach
errors and mistake
with team members

Course was very
beneficial

Should make this
standard HLC
training

Useful algorithm!

Loved the
engagement
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Contact:
Susan Reich

Director, Radiology Quality & Patient Safety
susan.reich@emoryhealthcare.org
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Building Infelligenf Connecfions

hank You

#RSNA24
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