Fostering a Just, Honest, Open and Learning Culture - Chris Gale
John: So, our next speaker is Chris Gale if I can invite Chris up to the stage. Chris is going to be talking about organisational cultures. Over to you. 
CG:	So, good morning, everyone, I’m Chris Gale, Head of Education for Avensys Training, I have a background in human factors training which comes from my aviation military career.  I’m going to be talking about organisational culture and fostering a just open and honest learning culture. So, there was a study released this morning by the ONS that said by 2030, there would be up to a 73% shortage in technical trades and engineering and potentially a 50% shortfall in staff in healthcare.  So, there’s never been a more prevalent time to readjust the organisational culture within your departments and your organisations for the benefit it will have.  So, mine is a slightly different presentation, some of you will have seen my hand, I’ve got this, it’s not for failure, I’m going to ask some questions and I’m going to wander round, I genuinely want your input because human factors are about the people in the system, and you are the people in the system.  
So, the first question I’m going to ask is what is a culture? Anyone going to answer, what is a culture?  Someone, anyone its going to be either really quick or really long. 
SP4:	Agreed upon a set of rules. 
CG:	Good yeah, that is definitely something that’s in a culture.  Anyone else, anyone going to have a go.  Go on then, have a go. 
SP5:	Just culture. 
CG:	Just culture, if your lucky enough to work in a just culture, then you’re one of a few.  
SP6:	A certain tradition set out by a department. 
CG:	Definitely tradition comes into it.  The easiest definition of what is a culture, is quite simply what we do around here, that’s what it is.  Just like if we look at the country of England, we have different counties, we have different regional dialects, people do different things in different ways, it’s pretty good for diversity but if you take an organisation that’s run by rules, legislation and government, you can establish cultures within cultures, that certain groups of individuals do things the way they’re supposed to do them.  The problem is, the legislation and the governance that’s overarching and all the safety nets against any error are actually written and established that everyone will do what they are supposed to do but when we have a sub-culture or a culture within a culture, we can actually build in, unsafe normalisation, which is dangerous because you’re actually circumnavigating the safety nets that are put in for you to be able to be safe.  
So, the next thing I’m going to talk about, and the next question get ready, I’m on my way with the mike is, blame.  Why do we need to blame, well they say that blame is the most delicious human emotion, we’re taught it as a child, the dog ate my homework, you haven’t even got a dog, that’s how it works but why do we need to blame.  Anyone?  Anyone tell me why we need to blame.  My arm isn’t that long but if you shout, I’ll hear you.  
SP7:  	So, you don’t have to claim responsibility yourself then. 
CG:	To avoid responsibility, yeah.  
SP8:	I was going to say, relinquish responsibility from yourself. 

CG:	Relinquishing responsibility, that’s one.  We’ve got another one. 
SP9:	You can’t solve the problem unless you know who’s fault it is. 
CG:	Yes, it’s got to be someone’s fault because it’s definitely not yours. 
SP10:	Perceived unfairness.
CG:	Perceived unfairness yeah.  So, I’m going to bring a picture up now and again, I’m going to walk round with a mike, and I’ll tell you the first think I thought when I saw this picture.  No, you don’t.   This is a genuine accident that happened, it was a Halfords lorry.  So, I’m going to walk round now, and I want you to tell me, who’s fault is it.  Anyone? 
John, who’s fault, is it? 
John:	The bridge builder, it’s too low. 
CG:	That’s a first but I’ll take it.  Anyone?
SP11:	I would say it would be slogan because lorry driver believed that he could fit. 
CG:	Okay, the slogan writer, again that’s a first and I’ll take it. 
SP12:	Depends, in the cab, the height of the lorry.
CG:	We’ll come onto that in a minute, hold that.  No one going to say the obvious. 
SP13:	The driver.
CG:	The driver and that’s usually most people’s first one but obviously we’re in a medical engineering, clinical engineering conference and your particularly intelligent individuals who work out problems for a living, that’s why it’s a little bit different. 
So, if I were to tell you that the driver had just got back after a two-week holiday, and it was his first run.  Whose fault is it. 
John:	The driver’s because he’s been driving a hire car while he was on holiday. 
CG:	Yeah, the driver, anyone else want to say the driver again. 
SP14:	Management. 
CG:	Management?  
SP15:	Maybe the driver is stressed. 
CG:	Maybe the driver is stressed or maybe he was a bit too relaxed.  So, if I then add in that this driver had driven his truck, because it was his truck and done this route many, many times before and it fitted under, whose fault is it.  
SP16:	The people who loaded it.
CG:	People who loaded it, I’ve heard that one before.  Anyone else, shall I come down here?  
SP17:	The tree that blocked the sign. 
CG:	The tree that blocked the sign, could be.  
John:	The people that lifted the level of the road. 
CG:	That’s a good one, have they resurfaced the road?  I’ll tell you what actually happened.   While the driver was on holiday, there was some maintenance done on his truck, has everyone heard of something called the fourth wheel, it’s the big greasy plate that you see on the end, well there was actually a modification to have a greaseless fourth wheel and the company were like, that’s brilliant because with the grease on it and the dirt, it acts like a grinding pace and it was costing them a lot of money to replace them so, they went out and they went to the truck company DAF in fact it was and they came up with design of how they were going to do this modification and the DAF engineers had been all the way through it and sorted it out and then Halfords had signed off that it was going to be done, it raised the height of the lorry by eight inches. So, whose fault was this accident then?  
SP18:	Management.
CG:	Management yeah.  Anyone else?  
SP19:	DAF. 
CG:	So, the actual manufacturer but Halfords signed it off didn’t they, so have they got any liability for it do you think?  The ultimate question is, does it really matter, can they stop it happening, is it not better that they find out why and it doesn’t happen again?  So why do we need blame, do we need it at all? 
So, what does blame do then, to an organisation, what does blame do? Well appeases corporate guilt, the management like it because its not their fault.  It makes the problem go away, it justifies peoples actions and sometimes keeps their job and it allows action to be taken, some kind of action to be taken.  What does blame not do then?  Does it stop the error happening again?  If they had sacked that driver, what would have happened to the next truck that would have had the modification on it and tried to go under a bridge, would that have happened again?  Okay, bit of expense to the lorry firm bit of a delay on people getting their new bikes, which I know is a bit of a thing over the pandemic but really, no one got hurt in it, so if we know that if we do the right thing and someone doesn’t get blamed, we can stop a simple truck driving into that, surely in your profession, is it not very very important to not admonish blame and therefore hide a problem.  
If we look at something called the Heinrich ratio, the iceberg model, we have that thing that underneath the water there’s a lot that you don’t see, the captain of the Titanic missed a big bit sticking out the top that was white so sometime, it isn’t that easy.  In a blame culture, people won’t talk, they won’t communicate, because what it does, it closes people in, they go into defence mode.  So, anyone here who is a manager, doesn’t have the information, doesn’t have the metrics that are required to know what is going on, so how can you do your job as EBME managers, if you’re told everything is rosy, you think everything is rosy.  How do you feel when you’re blamed for something?  Anyone going to admit to this, anyone going to say anything.  
CF:	Annoyed.
CG:	Annoyed, so we get annoyed.  Anyone else feel persecuted?  
SP20:	Defensive. 
CG:	Defensive, that’s good.  
SP21:	You can feel ashamed as well. 
CG:	So, if someone gets blamed for something in their workplace, one of your friends for example, next time something almost goes wrong for you, what are you definitely not going to go and tell your management, you’re not going to tell them that something almost happened, that’s there’s a potential for risk.  When we look at the Heinrich model, 30-1, there’s 30 reportable incidences that happened, that if we reported just one of them, that fatal accident would never occur but if we’re in a blame culture, no one wants to report that incident because they think there’s going to repercussions so we go into defence mode so, we never have that data, so ultimately if you’re in a blame culture, you are just waiting for the next fatal accident and in this incidence, someone to die.  It’s a bit dark isn’t it.  
So, what damage is caused by this blame culture then?  Well, the near misses aren’t reported but it also normalises unsafe practices because if you don’t want to get in trouble for doing something, you’ll cut corners, you’ll do what you can because you don’t want to be able to report something.  What did I say right at the beginning, the procedures and the policies and the regulations are written are your safety net, to protect you and the patients but ultimately if you’re following those policies and procedures and something goes incorrect, it’s the policy’s fault, not yours.  If you start to cut corners for fear of being blamed of not doing something, you’re actually contributing to the problem, you’re not making it better, the good engineer fixes one thing correctly in a day in line with policy, not ten things badly in a different way and produces numbers. 
We can get these cultures within cultures that I talked about at the start, that’s clearly evident to me when we look at the NHS and obviously you’ve got the different type of thing where you’ve got the clinical team, you’ve got the medical engineering team and the clinical team, just shove a bit of equipment in the corridor with it broker, on a post-it.   So, if we can breakdown and get a full organisational culture but by educating them to know why you need the information you need, then we can start actually make it easier for everyone, not only will you have more information, be able to turn around the kit quicker, the kit will then be more accessible for the clinicians so its sort of a self-fulfilling prophecy but my biggest thing is with blame, you’re just waiting for it to happen again.  So, can we have a blame free culture then?  Do what you want, does that work?  Definitely not, it’s even more dangerous because we need that legislation, that policy, those rulings in order to be able to keep people safe.  So, if we can’t have a blame culture and we can’t have a blame free culture, but we’ve got to have some kind of culture. So, the biggest way to look at this and tell me what type of culture we should establish in any organisation is looking at the difference of errors versus violations.  So, what is an error, someone want to tell me what an error is, best guess?
SP21: 	Accident.
CG:	Accidents yeah.
SP22:	Miscalculation. 
CG:	Anyone this side.  
SP23:	Inaccuracies. 
CG:	Do you know what, those three together are really really good but the biggest thing about errors are, they unintended actions with unintended outcomes, you didn’t mean to do it and you didn’t mean for it to happen, so if you didn’t mean to do it and you didn’t mean for it to happen, how can you get blamed for it, because it wasn’t your fault.  Then we look at violations, these are intended outcomes with unintended outcomes, sometimes with the best intentions, things don’t matter, I’m sure when someone was trying to do something a quick way, they didn’t mean to hurt someone at the end of it, so that’s why it’s unintended, intended.   
So, if we separate out these two, that is the clear distinction where blames lie, and it doesn’t.  An error, unintended action, unintended outcome, this is when we should have an error investigation, what happened to make things better for everyone. In a violation, there was a decision made to not do something and at that point, I’m not saying that you should sack them, throw them over the coals or that kind of thing, at some point we also have to weigh up as an organisation what is the benefit of disciplinary action, we also need to look at, why did they make that conscious decision to do something differently, is it an organisational issue or a management issue that we forced them to do that.  With the distinction between these two and the fact that we know that blame is no good, but you also can’t have a blame free culture because you can’t do what you’d like to do, we need to look at something which is called a just open, honest, and learning culture. 
This is kind of the middle ground between a blame and a blame free. Just in the fact that every individual in that organisation must know that if an error occurs, an unintended action, with an unintended outcome, they will not be blamed for repercussions for things they didn’t do but adversely if they wantonly chose to violate, they must know that its just in the fact that they may get blamed, there may be disciplinary action taken out. 
Open, open in the fact that you need to tell people what really happened, an error occurs which I’ve already said, is unavoidable as a human, you need to be completely and utterly honest and open about what occurred because how can we investigate to make things better if we don’t know the truth.  It’s been mentioned quite a few times and it was mentioned earlier about metrics, if you don’t have the correct information, how can you put in a correct action plan.  Honest, honest in the fact that you need to tell the truth, hold your hands up if you made an error, but if you as managers are fostering this good culture and if you work for an organisation that has this culture, you’ll be willing to be honest, you’ll be willing to report one of these thirty reportable incidences which should mean that the fatal accident never happens. 
Learning, you should have an inherent right for yourself and your organisation that anything that is reported should be learned from, it should be actioned and if we involve this in an organisation, if it’s just, it’s open, it’s honest and learning, things will get better.  There are tangible gains that people can see that an organisation is getting better and then the workforce invest into this.  Something I said right at the beginning about the ONS survey and there being up to a 73% shortfall in engineering and a 50% shortfall in healthcare, there’s never been a more important time, to bring this type of culture into the workforce because if you have a good culture, people stay, people want to work for you, people feel invested in it, they feel part of the organisation.  
If you have any other type of culture the grass appears greener on the other side, and you start to lose staff. So, what’s required to have this and it’s up there as JOHL because it was a long title and I didn’t want to write just, open, honest, and learning culture. What you need to communication, open lines of communication with everyone okay.  Yes there is a hierarchal structure within the NHS but we should always try to feed the information as much as we can and I’m talking about the fact that if there is a problem, as much as it ruffles some feathers, maybe you do have to circumnavigate the next person up if it’s that important that you know that by reporting this, it’s potentially going to safe someone’s life. 
Education, and I’m not just talking about specific training on a device or how to maintain this and maintain that there should be specific education on this kind of subject to involve people, to engage people in it as well, how can you expect people to just oh yeah, you’ve got to report everything, and you’ve got to be open and honest.  People need to know the why’s, if you tell someone the why we are doing something, then people invest in it, if they invest in it, it becomes part of them, and they will then feed that back.
Processes, yes, we do.  If you’re going to have a just, open, honest learning culture, the organisation has to have robust, accurate processes that it expects you to follow but in the same vein, if its not a good accurate process, then you shouldn’t just circumvent it and do what you want, you should report that up the chain, you should get it changed, a bad procedure can be changed, it should not be followed, or manipulated without authority.  
Consistency.  If you’re in a just, open, honest learning culture and all of a sudden one manager starts to blame someone for something, this is dead in the water and you’re back to a blame culture and you’ve got to start again from the ground up, so it needs to be a consistent thing throughout the organisation and it needs to be across all levels. In a hospital it would need to be from CEO, chief executive, all the way down to porter, absolutely everyone should be involved in this and it shouldn’t be done, it shouldn’t be spoken about in groups of specialisms or certain hierarchical groups, you should have a mixed group of individuals of mixed backgrounds across all levels so there’s input to it, so they feel part of the solution, it’s not just something that imposed on them and lastly there needs to be results, it needs not to just be another buzz word, another tick box, another mandatory training video online that you’ve got to do and it sounds really good and it gets put on as a thing on the website, it needs to be tangible results, everyone in the Trust needs to see that it’s of benefit to them so, there needs to be engagement across all levels.  
Any questions about a just, open, honest, and learning culture? 
SP24:	Yeah, the honest culture, are you knocking on a locked door as far the NHS is concerned? 
CG:	Potentially but I’ll keep banging until I break it down. Yes, its always going to be hard when you’ve got something that’s built in such a way, especially where there’s inconsistency, where you’ve got what most people outside of it and I’m relatively new to the health care industry, I’ve only been a year from my previous military background is, there’s a perception that the NHS is one big thing with one big person at the top but it’s a multitude of different things, with so many different people in different sections, it’s an absolute nightmare but realistically, you’re the guys that work in it, so, it’s actually far more for your interest to make sure that this gets in than it would be of mine.  So, I would say that it’s a hard task, but if you want to make it better for yourselves and look at you all here, you’re here because you want to make a difference, you want your industry to strive.  So, I think there’s potential to do it, it just needs some people internally to grip it and drive it and then I think its possible.  Does that answer your question, loosely? 
SP24:	Yeah. 
SP25:	So, its quite easy for us as managers to see the results and see how that pans out.  How do you feed that back to all levels and get that education loop in there? 
CG: This kind of thing is part of human factors training which you’re all aware of what that is and I’ve seen some of it and it wouldn’t be my preferred methodology but then I come from an aviation background, it slightly difference, its been around for a while but its kind of in its infancy, but the big thing about it is you need to humanise this training, you need to humanise this.  So, one of the best ways to do it is to make sure that you have a working group, that needs to be not an execs working group and its reported to the execs, it needs to be across the board, you need complete engagement, its very, very hard and we found it quite hard in the miliary, we had to strip it down of rank and we had to say that no one had a rank in there and everyone had a voice and it does take a while to set up but if you can break down those hierarchical barriers, those system barriers where you have this section and that section and unify inside the Trust, if you can get that unification, then everything seems to work smoother and that’s the only way to be able to get it there, not have it at managerial level and report but to try and build up a culture within the entire organisation rather than just focusing on a culture because if you focus on this just like an honest learning culture say in medical engineering, you’re creating a culture within a culture which therefore, as I stated at the start, won’t work so, it needs to be a total sort of management and Trust engagement to be able for this to work as an overarching thing. 
David:	His this is David; I work at Kings college.  In my experience in the NHS, the sharp end of when the just culture kind of falls down is lawsuits, someone gets hurt, someone gets killed and it all goes off to NHS resolution.  Are there some examples of organisations that have successfully navigated that inherent tension between the legal system that always assigns blame, there’s always a loser and a winner the internal side where you have to try and foster just culture and kind of learn from your mistakes? 
CG:	Yes, the police, honestly, the police use this, they use human factor, something called area management strategy, which is a subject of human factors and its all about that error investigation thing.  From what I’ve seen in my limited experience with the NHS its very much a jump, oh, there’s an error, let’s not do a robust investigation internally, work out was it a process that had to be manipulated, was it a Trust induced process because this says its step 1.2 that you must use this tool but we don’t have any therefore, we have to use this one.  You didn’t use the right tool, you’re done, you’re gone, it’s your fault.  So, again, the police did it very very well, they do a bit internal investigation before it goes external but then that takes time, it costs money, and you need to have the right people involved in it. Is it possible yes, but with anything, total trust, engagement, getting everyone involved, it’s a big task. Some of you in Trust will have a human factor specialist on there which this really should be something that’s driven by them, along with the area management strategy of it as well. So, again, it will be very hard to pinpoint, who could I pinpoint in a Trust that would be able to help with this because what was frustrating, me in my first year, every Trust is made up completely differently with people doing different things and different titles.  I wish I could just turn round and go, its X and its Y, it would depend on the make-up of the Trust. Does that answer your question?
John:	Okay, thank you very much Chris. 
CG:	You’re welcome.
