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Action-error cycle
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Error Prevention

Belief: ‘Errors are highly negative’

Mind-set: ‘Errors can and
be prevented’ (zero error
tolerance)
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Modified from Frese M et al. Annu Rev Psychol 2015
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Failure Is an option
here. If things are
failing, you are ne
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Move fast and break things.
Unless you are breaking stuff, you
are not moving fast enough.
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Action-error cycle

[ Action ]—) [ Error ] —_> [Consequences}

1~

/ Error Management \

» Belief: ‘Errors are inevitable and
while negative can be turned into
something positive’

* Mind-set: ‘Errors Happen”
\ (acceptance of human error)

%

Modified from Frese M et al. Annu Rev Psychol 2015
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OK Team. i '
Today Let’s Aim To Fail .
Early and Fail Often! A 4
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| love that we

fail so quickly

and fail so 8 |

often... .
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“A master class in navigating failure”
ANGELA DUCKWORTH. #1 New Yark Times bestsalling suthor of Grit

Uncertainty
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THE SCIENCE OF
FAILING WELL

AMY Basic Complex Intelligent
EDMONDSON Failure Failure Failure
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A Question For You If | May

How Often Do Failures in Your Program...

o\

ResUltdaten Bklnehey tResAltts?
From Blameworthy Acts?




Always Searching To Blame

s Illogical

People are not trying hard enough.

People are not motivated to avoid mistakes.




Always Searching To Blame

ls Counterproductive

This stance doesn’t make people perfect.

You just increase the chances that you won't hear
about the problems when they occur.




"You have a thoughtful experiment that
ends in failure. That’s a praiseworthy
action as long as it was thoughtful and
not foolhardy. And so you did your
homework. You thought it through. You
thought this might help our customers
and you were wrong. We should be
giving you a nice round of applause”
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Action-error cycle

[ Action ]—) [ Error ] —_> [Consequences}
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Error Prevention / Error Management \
» Belief: ‘Errors are highly negative’ » Belief: ‘Errors are inevitable and
, » | while negative can be turned into
*  Mind-set: Err;ors can and need to something positive’
be prevented’ (zero error
tolerance) * Mind-set: ‘Errors Happen”

\ (acceptance of human error) /

e

Modified from Frese M et al. Annu Rev Psychol 2015
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.earning Cycle - Process
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Analysis of a cluster of surgical failures
Application to a series of neonatal arterial switch operations

A pediatric cardinc surgeon performed 104 noomatal arterial switch operations for transposition of the
great arteries with or without ventricular septal defect between Jume 1987 and February 1993, Initial
cuphocia on having only ome death in the first 52 patients gave way (o Increasing concern when pathents
S3, 55, 59, 63, 64, 67, and 68 died. Sensing & problem, the surgeos visited a low.risk institution ufter
patients 55 and 64 had died and then decided to retrain after pationt 68 died. One death has ocomrred
since. To find out whether the cluster of fallures could have been refated (o chance alooe, to variability
of risk factors scress time, or to suboptimal performance, we conducted the Tollowing analyses: First,
identification of trends with the cumulative sum procedure was undertaken and actual mortality
compared with the mortality predicted from an equation derlved from » multiinsitutional study,
Second, bogistic regression unalysés of risk factors was dooe. If a mechanism of continuous moaitoring
had boen in place, unfavornble trends and & meed for change im protocol would have been detected
eurfier. Retrospective risk factor analysis suggested an excessive risk for patients with origin of the
circumflex or eft anterior descending coronary arteries from sious 2 and a protective effect of
phesoxybenzamine. However, about half of the risk associated with the cluster of failures was nol
sccounted for by the varinbles analysed. There was therefore an indication of seboptimal perfornmance
that appears to have been neutralized by retradning. (J Tosowa CARDIOVASC SURG 1994:107:914.24)

Mure R, de Leval, MD, FRCS, Katrien Frangois, MD (by invitation), Catherine Bull, MRCP
{by imvitation), William Brawn, FRCS (by mvitation), and David Spiegelhalter, PhD
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NASA Model of “Threat and Error” in
Pediatric Cardiac Surgery: Patterns of

Error Chains

Edward Hickey, MD, FRCSC, Eric Pham-Hung, HBSe, Yaroslavna Nosikova, 1D, MAS<,
Fredrik Halyorsen, MD, PhD, Michael Grittl, HBSc, Steven Schwartz, MD, FRCPC,
Christopher A- € aldarone, MD, FRCSC, and Glen Van Arsdell, MD, FRCSC
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L.earning Cycle - Culture

Organizational
Culture




Culture

An Essential Component of a Positive
Organizational Culture Which is
Essential for Learning and Innovation is.-

PSYCHOLOGICAL SAFETY

~the
fearless

orgamzamon

Creating Psychological Safety in the
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Culture

If we are to be a Learning Organization
we need to combine high levels of
Psychological Safety with an elevated
sense of

ACCOUNTABILILTY

PSYCHOLOGICAL SAFETY
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For A Healing Relationship is
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Enterprise Risk Management

Including patients in root cause £
and system failure analysis: =
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Potentially we are at risk of
our greatest failure of all.
That will be our failure to
develop the culture and
systems so that we can
learn from the failures
which are inevitable in our

cdare.
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