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OBJECTIVES

1. Recognize individual and system accountability
2. Address and eliminate barriers to medication error reporting
3. Recognize the psychological impact of medication errors
4. Promote a supportive environment focused on learning and improvement 

rather than blame

TECHNICIAN OBJECTIVES
1. Differentiate between the types of accountabilities
2. List barriers to medication error reporting
3. Identify medication errors and their psychological impact
4. Demonstrate a culture focused on learning rather than blame 

PHARMACIST OBJECTIVES



NO CONFLICTS OF INTEREST 

TO DISCLOSE



Just Culture

If reporting an error could cost you 
your job, would you still report it?



Origins of Just Culture

High-Risk or High-Hazard 
industries
• Mistakes could cost hundreds of 

lives
• Blaming individuals discouraged 

reporting
• Loss of information about system 

vulnerabilities
Need for change
• Learn from mistakes
• Minimize errors
• Safe environments



Core Principles of Just Culture

• TRUST

• TRANSPARENCY

• OPEN COMMUNICATION



Core Principles of Just Culture

• TRUST

oReporting without fear

oAccountability 
standards

oFocus on learning and 
system improvement



Core Principles of Just Culture

• TRANSPARENCY

oErrors reported openly

oFindings are shared

oCommunication of all 
action

oHonest disclosure



Core Principles of Just Culture

• OPEN COMMUNICATION

oPsychologically safe

oLeaders actively listen

oLessons are discussed

oFeedback is valued



Why Just Culture Matters

• Learning 
Opportunities
•System Improvement
•Employee Reporting
• Identifying errors 

prevents future harm



Error Reporting Saves Lives

•Near misses
•No patient harm
•Fix faulty processes
• Identify dangerous trends

• Improvements
•Barcode Scanning
•Standardization
•Medication Labels



When Just Culture Fails



Loss of Communication

• Mistakes may jeopardize employment
• Less willing to report errors
• Repeated mistakes
• Adverse patient outcomes



Loss of Transparency

• Focus shifted to individual
• Missed opportunity to 

identify faulty process
• Employees feel excluded



Loss of Trust

• Will my organization support 
me in the event of an error? 

• Trust is difficult to build, but 
easy to lose



Human Error is Inevitable

•Distractions
•Fatigue
•Memory
•HUMAN



Task Switching and Healthcare

• Healthcare workers often 
operate in environments 
filled with constant 
interruptions
• Questions
• Phone calls
• Alerts
• Documentation



Three Types of Behavior

•Human Error
•At-Risk Behavior
•Reckless Behavior



Human Error

•Behavior
o Unintentional
o Inevitable

•Response
o Support
o Empathy
o Understanding



At-Risk Behavior

•Behavior
o Intentional
o Use of shortcuts
o Use of work-arounds

•Response
o Education
o Coaching



Reckless Behavior

•Behavior
o Intentional
o Disregard risk

oResponse
oDisciplinary action



Accountability Reimagined

•OWNERSHIP
• Taking Responsibility
•Helping Repair Harm
•Participating in 

Improvement Efforts



Organizational Accountability

•Workflow design
•Communication
•Coordination
•Technology
•Staffing models
•Training



Why Errors Go Unreported

•Barriers
•FEAR
•Time Constraints
•Lack of Resources
• Insufficient Training



Fear and Reporting

•FEAR
•Disciplinary action
•Loss of employment
•Legal consequences
• Judgement 
•Damage to reputation



Reporting Systems as a Barrier

•Complex
•Time-Consuming
•Difficult to navigate



The Second Victim

• Internalize responsibility
• Self-Blame
• Guilt
• Shame
• Anxiety
• Overwhelming stress
• Loss of confidence
• Workforce attrition



Recovery After an Error

• Initial shock
• Repeated reflection
• Questioning competence
• Fear of consequences
• Seeking emotional support
• Eventually moving forward



Building a Better Just Culture

• Visible and Approachable Leaders
• Effective Reporting Systems
• Psychologically Safe Environment
• Support Systems
• Meaningful Action 



What Healthcare 
Professionals Can Do

• Report errors
• Report near misses
• Support coworkers
• Avoid UNSAFE shortcuts
• Safety discussions
• PRIDE in ACCOUNTABILITY

Every report represents an opportunity to improve patient care!!



Key Takeaways

•Human Error is INEVITABLE
•Accountability should be fair and shared
•Patient safety improves when people speak up



Closing Slide

•Make a commitment
• Transparency over 

silence
• Improvement over 

complacency
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