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Learn how to apply HRO principles 
to solve patient safety and quality problems. 
Patient safety and quality of care are critical concerns of healthcare consumers,
payers, providers, organizations, health systems, and governments. Although 
a strong body of knowledge shows that high reliability methods enable the most 
efficient, safe, and effective care, these methods have yet to be completely 
implemented across healthcare. According to authors Cynthia A. Oster and 
Jane S. Braaten, nurses—who are on the front line of providing safe and 
effective care—are ideally situated to drive high reliability. 

High Reliability Organizations: A Healthcare Handbook for Patient Safety &
Quality, Second Edition, equips nurses and healthcare professionals with the 
tools necessary to establish an error detection and prevention system. This new 
edition builds on the foundation of the first book with best practices, relevant 
exemplars, and important discussions about cultural aspects essential to 
sustainability. New material focuses on:

n High reliability performance during a pandemic

n Organizational learning and tiered safety huddles 

n High reliability in infection prevention and ambulatory care

n The emerging field of human factors engineering within healthcare

n Creating a virtual resource toolkit for frontline staff
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“Enhancing people’s adaptive capacity on the front lines makes all the difference 
for high reliability in healthcare. Oster and Braaten, along with their A-list lineup
of contributors, explore how to understand and support how practitioners make 
successful outcomes occur in complex, dynamic environments.” 
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FOREWORD
2020 was designated by the World Health Organization as the Year of the Nurse and Midwife. Instead, 
it has been the year of COVID-19. Healthcare organizations across the continuum of care have been 
besieged with critically ill people, with shortages of supplies and equipment to deliver care, and with 
frontline clinicians often forced to provide care with insufficient personal protection equipment. The 
pandemic—which already has claimed more than 215,000 lives (Johns Hopkins University of Medicine 
Coronavirus Resource Center, 2020) and more than 1,700 healthcare providers (Frellick, 2020) in the 
US—must lead to systemic change in the healthcare industry. If ever we have been in need of highly 
reliable healthcare organizations, this is the time. 

Leadership commitment, a culture of safety, and continuous quality improvement processes are three 
necessary elements of high reliability organizations (HROs). Leadership comprises the governing body, 
medical staff, management, and nursing leaders. A safety culture is one that has a relentless focus on 
delivering safe care, where frontline nurses and others feel comfortable reporting near misses and actual 
errors. A continuous focus on quality improvement means all people in an organization are knowledge-
able about quality indicators for their particular areas and their progress in meeting target outcomes. 

The recently released report Frontline Nurses (WikiWisdom, 2020) poignantly describes the experiences 
of nurses working on the front lines of the COVID-19 pandemic. They propose solutions to improving 
healthcare settings, which completely align with HROs. These include:

■ Developing a comprehensive plan for crisis care that includes input from frontline nurses

■ Providing nurses emotional support on the job

■ Increasing administrative transparency for patient safety

■ Giving frontline nurses a place at the table and committing to integrating their recommendations

While the focus of nurses and other healthcare providers is primarily on the provision of care, what 
these solutions point to is the importance of equal attention to our systems of care delivery and safe 
working environments for people who work in highly complex systems. 

This volume, the second edition of High Reliability Organizations: A Healthcare Handbook for Patient Safety 
& Quality, builds on its predecessor by retaining the concepts of high reliability and HROs from the 
first edition but with updated evidence. What is new is the application of the principles and practices of 
HROs to many contemporary challenges in healthcare. The various chapters attend to the multiple fac-
ets of HROs and apply the standards to everyday components of care. Multiple contemporary practice 
applications exist, such as Chapter 27 on the COVID-19 pandemic and HROs, or the use of HRO prin-
ciples in the operating room suite in Chapter 28. The book also introduces readers to the importance of 
applying HRO principles and practices to ambulatory care and to the increasing use of telehealth. 
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Editors Cynthia Oster and Jane Braaten continue to provide clear information on how to develop 
HROs so they facilitate safe passage for patients and families and guidance in moving toward zero harm. 
They stress the importance of active nursing engagement in building HROs focused on safety and 
quality across the continuum of care, and they provide a virtual resource toolkit to prepare nurses to be 
at the table building safe systems of care. Never has the need been more acute in healthcare.

–Jane Barnsteiner, PhD, RN, FAAN
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INTRODUCTION
“There is a severe danger that blindness from tradition and practice will prevent proper exploitation of the potential of 
improvement actually present.”

–Rasmussen, Pejtersen, and Schmidt, 1990

Patient safety and quality are of increasing importance to consumers, payers, providers, and organiza-
tions. As a large majority of the workforce, nurses are on the front lines of the delivery and provision 
of safe and effective care. Although there is an abundance of new theory and research on the topics, the 
practical application of these concepts is challenging for the clinical nurse in practice. Furthermore, the 
current hospital environment of complexity, interdependent processes, and unpredictable conditions 
demands that new models and theories be applied to achieve outcomes. There is a need to bridge the 
gap between theory and practice to improve quality outcomes and patient safety in our current health-
care climate.

High reliability is not a new concept. These days, the term is used contagiously in healthcare organi-
zations. Although high reliability is often discussed, and excitement and support grow, high reliability 
methods and science have still not been totally implemented into our healthcare culture. For example, 
although numerous efforts have been undertaken to improve safety, we still have adverse events in 
hospitals and are not as reliable and safe as we desire to be (James, 2013). It seems that as soon as we 
begin to see improvement, another issue arises. Emergent issues and unintended consequences of 
well-intentioned improvements seem to characterize healthcare today. It has been said that complexity 
leads to error, and the best way to prevent error is to acknowledge complexity and to adapt or cope with 
it (Woods, Dekker, Cook, Johannesen, & Sarter, 2012). Acknowledgment of complexity entails accepting 
that perhaps we cannot control all factors and emergent situations that lead to outcomes. This is diffi-
cult for those in healthcare delivery systems to accept, as the linear cause-and-effect model is still the 
prevailing method for process improvement.

Although high reliability thinking has drastically increased, the deployment of high reliability still has 
been in the traditional model of healthcare change management and quality improvement. We have 
added many new protocols, expectations, and structures but have not really delved into how the human 
beings on the front lines make successful outcomes occur in complex environments. We focus on the 
absence of negative events to tell the story of our quality and safety while not focusing on the abundance 
of small things that happen every day to ensure that negative events do not happen. It is sometimes not 
the protocols and processes that lead to success but the ability for people to adapt and critically think 
through unexpected events. We have focused on compliance but perhaps not as much on adaptability 
and resilience in the face of the unexpected. 

Weick and Sutcliffe (2015) state that “managing the unexpected is not simply an exercise in going 
down a checklist” (p. vii). In their most recent work, Managing the Unexpected: Sustained Performance in a 
Complex World (3rd ed.), they assert that we need to focus on the human factor and how human beings 
adapt with resilience to make things go right. 

This gap in the advancement of healthcare high reliability might be explained by Thomas Kuhn’s view 
of normal science and revolutionary paradigm shifts (1962). Kuhn argued that large shifts in thinking 
occur when current thinking and approaches become unacceptable because they do not solve current 
problems. Within hospitals, traditional thinking focusing on prediction, production, and control is  
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common practice, although there is evidence that patient safety exists in a complex system that is 
dynamic, unpredictable, and emergent (Dekker, Cilliers, & Hofmyer, 2011; Effken, 2002). The thinking, 
however, is beginning to change. Many are realizing that solving patient safety and quality problems 
requires a new approach. High reliability concepts provide the antidote to the traditional method, which 
is not effective in a highly complex environment.

So, what is a highly reliable organization? High reliability organizations (HROs) are those organizations 
that are high-risk, dynamic, turbulent, and potentially hazardous, yet operate nearly error-free (Weick 
& Sutcliffe, 2015). Examples include aviation, nuclear engineering, defense operations, and acute care 
hospitals. HROs stay error-free by doing the following:

■ Recognizing that small things that go wrong are often early warning signs of trouble

■ Recognizing that these warning signs are red flags that provide insight into the health of the whole 
system

 ■ Valuing near misses as indicators of early trouble and acting on them to prevent future failure

■ Being innovative and creative and valuing input from all corners of the organization

■ Recognizing the value of preparing for the unexpected and the unknown, as failures rarely occur if they
are expected

This book elaborates on and gives practical examples of the following principles of HROs, as described by 
Weick and Sutcliffe (2015): 

■ Preoccupation with failure: HROs are preoccupied with all failures, especially small ones. Small
things that go wrong are often early warning signals of deepening trouble and give insight into the
health of the whole system. However, we tend to ignore or overlook our failures (which suggests
we are not competent) and focus on our successes (which suggests we are competent).

■ Reluctance to simplify: HROs restrain their temptation to simplify through diverse checks and
balances, adversarial reviews, and the cultivation of multiple perspectives.

■ Sensitivity to operations: HROs make strong responses to weak signals (indications that some-
thing might be amiss). Everyone values organizing to maintain situational awareness.

■ Deference to expertise: HROs shift decisions away from formal authority toward expertise and
experience. Decision-making migrates to experts at all levels of the hierarchy during high-tempo
times.

■ Commitment to resilience: HROs pay close attention to their capability to improvise and act—
without knowing in advance what will happen.

The current message in patient safety and quality literature is that we, in healthcare, need to strive to be 
highly reliable, meaning that we should be a system that detects and prevents errors from happening even 
though we operate in high-risk, emergent conditions. Most often, the conversation goes in the direction 
that healthcare should be similar to aviation. This message is not helpful to healthcare providers as they 
strive to understand what high reliability is and looks like in the healthcare field. This book addresses that 
gap by providing an understanding of HRO and the application of its concepts to clinical practice. Practical 
examples are provided that support each of the five concepts of HRO along with useful tools, measure-
ments, and design strategies.
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This book is meant to change current thinking by highlighting challenges in our healthcare system and 
our current process of addressing safety and quality and then suggesting HRO principles as an overarch-
ing framework for promoting a better model. This organizing framework expands reader knowledge and 
understanding by providing concrete examples that illustrate principles of HRO.

The first edition of this book described why HRO is needed and how it can be applied. Material included:

■ High reliability science as an organizing framework for quality and patient safety

■ Practical applications of high reliability science, focusing on quality and patient safety

■ Knowledge and tools that can be applied to current quality and safety practices

■ Real-world examples of high reliability principles employed in a variety of patient care areas

The second edition builds on the foundation created in the first by updating previous material, adding 
relevant exemplars, and providing a more in-depth discussion of cultural aspects essential to sustainabil-
ity. Organizational culture is key to success of an HRO and is reflective of leadership. It is imperative 
that leaders, both formal and informal, skillfully build a culture of safety and shape a work environment 
conducive to psychological safety to make zero harm a reality (Edmondson, 2019). Second edition new 
material includes:

■ Zero harm and the role of leadership in achieving it

■ Creating a culture supporting HRO along with discussion of cultural barriers that hinder progress

■ Just Culture focusing on healing, resilience, and second victim syndrome

■ Human factors and the emerging field of human factors engineering within healthcare

■ Psychological safety

■ Organization learning and tiered safety huddles

■ High reliability in infection prevention and ambulatory care

■ Designing a resilient work environment and clinician well-being

Nurses represent the majority of healthcare workers and are on the front lines of delivery and provision 
of safe and effective care. As a result, nurses are ideally situated to drive the mission to achieve high 
reliability in healthcare. We expect the primary audience of this text to be frontline nursing staff, nurses 
in administration, quality and patient safety professionals, advanced practice nurses, and nurse educators. 
The healthcare professional who purchases this book will do so with the desire to learn more about 
the application of HRO principles to patient safety and quality problems. This book is unique in that it 
uses HRO principles as an organizing framework for practical application. The intent of the editors is 
to provide a quality and patient safety book that is useful to professionals doing the work of healthcare. 
Although we do not intend this as a textbook, it could be used in graduate courses focused on patient 
safety or quality management in nursing, health services administration, or clinical programs.

The book is divided into eight parts:

■ Part 1: This part provides background for the current safety and quality climate. Chapter 1 provides
the rationale for a paradigm shift to a new model and the current challenges internal and external
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to safety and quality. Chapter 2 and Chapter 3 review the current patient safety and quality drivers 
within our healthcare environment. Chapter 4 describes how the journey to high reliability is 
connected to organizational culture and presents tools for this culture change. Chapter 5 discusses 
the vital role of leadership in creating an HRO.

■ Parts 2–6: These parts offer HRO concepts as a framework for the new model with examples. The
first of these HRO concepts is that HROs have a preoccupation with failure. Chapter 6 discusses
how to use failure mode and effects analysis to predict failures. Chapter 7 provides the reader with
a review of close calls and near misses along with associated myths. The second of these HRO
concepts is that HROs restrain the impulse to view events through a single lens and are reluctant
to simplify. Chapter 8 discusses human factors science and the practice of designing work systems
to better fit the needs, limitations, and capabilities of humans. Chapter 9 presents how to use root
cause analysis as a high reliability tool in a complex environment. Chapter 10 offers a discussion
of how Just Culture affects high reliability. The third HRO concept is that HROs demonstrate
sensitivity to operations by making strong responses to weak signs. Chapter 11 provides a discus-
sion of working solutions for alarm safety. Chapter 12 explains how innovative technology and
standardization affect high reliability. Chapter 13 provides a discussion on how learning on safety
can occur throughout a large organization. The fourth HRO concept is that HROs shift decision- 
making away from formal authority and apply deference to expertise. Chapter 14 provides a
discussion for interprofessional collaborative care and teamwork. Chapter 15 presents a discussion
of nurses creating highly reliable care through patient engagement. Chapter 16 describes how
high reliability can be achieved in pediatric care through safety coaching. The final HRO concept
is that HROs have a commitment to resilience. Chapter 17 presents resilience as the path to high
reliability. Chapter 18 discusses opportunities for designing a resilient work environment with
clinician well-being. Chapter 19 describes building high reliability through simulation. Chapter 20
expands on resilience and teamwork through the lens of emergency response teams. Chapter 21
communicates strategies to sustain and maintain the gains in a resilient organization.

■ Part 7: This part puts it all together and provides the reader with examples of how HRO concepts
are assimilated into practice across the care continuum. Chapter 22 describes how a clinical nurse
specialist uses HRO concepts to improve pain management effectiveness and patient safety. Chap-
ter 23 describes how high reliability principles can be used to address the unique challenges to
quality and patient safety in the ambulatory care setting. Chapter 24 explains how a leader working
with staff nurses applied HRO principles to reduce patient falls across a large healthcare system.
Chapter 25 describes the synergy between high reliability and the Magnet Recognition Program®.
Chapter 26 illustrates the role of the bedside scientist in achieving high reliability.

■ Part 8: This part provides the reader with real-world examples of HRO principles employed in a
variety of patient care areas. Chapter 27 describes using the principles of high reliability and a tar-
get of zero preventable harm to identify and prevent the spread of infectious diseases. Chapter 28
describes one operating room team’s journey to becoming a highly reliable surgical team. Chapter
29 describes how a team of nurses in an intensive care and step-down unit used high reliability
principles to reduce catheter-associated urinary tract infections. Chapter 30 describes how one
hospital designed a highly reliable process to achieve timely reperfusion of myocardial infarction
patients to achieve better patient outcomes. Chapter 31 describes how telehealth processes can
reliably prevent hospital readmissions. Chapter 32 explains how a committee was intentionally
formed to foster an environment of high reliability and promote growth in a culture of safety
through the creation of a virtual resource toolkit.
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Healthcare professionals are constantly seeking practical tools and descriptions of practices that will 
improve and enhance patient safety and quality outcomes. High reliability is a current goal for hospi-
tals, and the principles are sound. However, there is little in the literature that discusses how to apply the 
principles at the front lines of care to improve outcomes. This text hopefully addresses this gap by placing 
the need for high reliability concepts into our current climate in healthcare through illustrative discussion 
(theory and research) of each of the five concepts of HRO, along with a description of a current best practice 
and/or tool that applies to the model. The goal of this book is to stimulate organizations to embrace high 
reliability concepts while striving to improve the quality and safety of care delivered to patients and 
families. We all benefit from a safer healthcare environment.
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Malcolm Gladwell (2002), in his book The Tipping Point: 
How Little Things Can Make a Big Difference, describes how 
an idea, trend, or social behavior crosses a certain point and 
then begins to spread like wildfire. It is often not one big 
idea or action that causes the change but a series of small 
events. Changes in thinking that succeed are driven by 
exceptional people who message an idea that is impossible 
to ignore. A precursor to Gladwell’s thinking is the philoso-
phy of Thomas Kuhn (1962) about  how thinking in science 
changes. Kuhn famously described a paradigm shift as a 
change in thinking about normal science. His theory is that 
science experiences a paradigm shift when relevant scientific 
questions are not able to be answered with the prevailing 
view. High reliability thinking is a tipping point and is part 
of a paradigm shift in science and a social shift in thinking 
as described by Gladwell. High reliability thinking is on the 

Look at the world around 

you. It may seem like an 

immovable, implacable 

place. It is not. With the 

slightest push—in just 

the right place—it can be 

tipped.

–Malcolm Gladwell

“

”
© 2021 by Sigma Theta Tau International Honor Society of Nursing. All rights reserved. 

Visit www.sigmamarketplace.org/sigmabooks to purchase the full book.



HIGH RELIABILITY ORGANIZATIONS, SECOND EDITION4

threshold, and we as healthcare providers are 
the exceptional people to message and drive 
this change. A key factor in crossing the tipping 
point is the “stickiness” of the message or the 
factors that make the message impossible to 
ignore and easy to spread (Heath & Heath, 
2007). To message high reliability in a way that 
it will take hold, we need to make the message 
straightforward and impactful. The purpose of 
this chapter is to shape a message that can be 
taken to promote and spread high reliability 
thinking. This chapter will discuss internal and 
external challenges facing healthcare, explain 
why a highly reliable model is needed to 
address these challenges, and end with examples 
of success in organizations that have crossed the 
tipping point to achieve the paradigm shift. 

Background
In the United States, the healthcare industry 
has shifted from a mostly provider-controlled 
culture to consumer-driven and value-based 
models. This has revealed the need to raise 
the bar on both quality and patient safety—in 
other words, on reliability. In healthcare, 
reliability means delivering failure-free 
health-related processes, procedures, or services 
in the required time. In this context, failure 
can result from not applying the appropriate 
evidence-based practices, failing to respond in a 
timely manner, or failing to practice patient- 
centeredness by including patient preference 
(Nolan, Resar, Haraden, & Griffin, 2004). 

Because of the complex, fragmented, and imbal-
anced healthcare system in the United States, 
the nation’s healthcare industry is struggling 
with how to respond to the growing demands 
of the government, private payers, and consum-
ers. Each of these parties needs to see the value 
of each dollar that is spent. 

In addition, under the Affordable Care Act 
(ACA) (US Department of Health and Human 
Services, 2014), health insurance exchanges now 

give patients the option to shop for and com-
pare health plans. This has made patients more 
conscious and aware of the service and quality 
of care they receive. As a result of these shifts, 
demands on the healthcare system to improve 
value, accessibility, efficiency, cost, service, and 
quality are growing. These issues are causing 
tremendous strain, stress, and safety risks 
among healthcare organizations and systems. 
There is pressure on all fronts for organizations 
to identify sustainable strategies to meet the 
needs of consumers and create a more reliable 
healthcare system. The challenges are ever 
present. The tipping point is here. Clearly, a 
paradigm shift in healthcare is in order.

Twenty some years have passed since the 
Institute of Medicine’s (IOM) report To Err 
Is Human (1999), which sparked the nation to 
reflect on the state of the healthcare delivery 
system. It called for action to change how 
healthcare was being delivered. Although 
many healthcare systems and hospitals have 
made tremendous changes that have resulted 
in improved quality of care and patient safety, 
as a whole, the healthcare system and hospitals 
continue to experience unstirring results in 
preventable harm adverse events (Chassin, 
2019). Mark Chassin, one of the authors of the 
1999 report, reflected on the impact of To Err Is 
Human and stated that we have made progress 
in singular projects adapting a “one size fits all” 
best practice, which is difficult to spread and to 
sustain. He suggests that to continue to move 
the needle on safety and quality, we need to:

■ Focus on zero harm

■ Commit to overhauling the organizational
culture to allow safe reporting of safety
issues

■ Utilize effective process improvement
methods incorporating lean, Six Sigma,
and change management (Chassin, 2019)

Undoubtedly, more work is needed to elevate 
patient safety to the top of the list of strategic 
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priorities for healthcare systems and hospitals, 
with a focus on the three areas suggested by 
Chassin being imperative. The three focus 
areas are clear and simple to message, although 
perhaps not as simple to implement. The next 
sections discuss current contextual drivers that 
promote and at times compete with these three 
focus areas. 

External Drivers

Cost, Cost, and Cost
The US healthcare system is in a state of flux. 
Many forces play a role in how the healthcare 
system is viewed as a whole. In addition, there 
is growing pressure to approach the delivery 
of healthcare differently. There is no doubt 
that the gap between the actual cost of care 
and reimbursement is increasing. The cost of 
healthcare is growing at an alarming rate, and 
access to care continues to be a challenge for 
many.

The US is viewed by many countries as a lead-
ing nation in the world—except in its funda-
mental approach to providing healthcare to its 
citizens. In the US, healthcare is one of many 
goods in a free-market economy that citizens 
are expected to provide for themselves (with the 
exception of emergency services and Medicare 
benefits for inpatient, hospice, and home health 
services) (Barton, 2009). Many barriers affect 
citizens’ access to health services and have a 
direct impact on healthcare expenditures and 
health outcomes.

The US consumes a higher percentage of its 
gross domestic product for healthcare— 
17.8%—than any other developed country 
(Papanicolas, Woskie, & Jha, 2018). According 
to the Organisation for Economic Cooperation 
and Development (2020), the per-capita total 
expenditure for healthcare by US citizens in 

2017 was $10,209. In comparison, in Canada, 
which is similar in size and on the same conti-
nent, citizens spend $4,826 per capita. 

The cost of healthcare in the US has not only 
strained the federal government, but affected 
state governments and the private sector as 
well. Health spending estimates for 2018 
through 2027 project that healthcare spending 
will increase at an average rate of 2.5% per year 
up to 2027. This is the fastest growth in over a 
decade (CMS, 2019b). The increased coverage 
of the ACA may contribute to increased usage 
of physicians and outpatient services and higher 
spending in hospitals. Along with the over-
utilization of diagnostic tests and procedures, 
healthcare providers experience challenges 
in encouraging consumers to become active 
participants in their health.

Other factors affect healthcare spending, too. 
The growth of the elderly population, pre-
scription drug charges, and the rising cost of 
caring for a segment of the population suffering 
from chronic diseases make up a large portion 
of healthcare spending. Prescription drugs 
represent approximately 11% of the overall 
US healthcare expenditure—a number that 
is expected to climb due to the expansion of 
healthcare coverage (Schumock et al., 2014). 
Lastly, the failure to manage chronic diseases 
has become a crisis in the US and is draining 
the healthcare system. The most common and 
costly, yet preventable, health problems are 
heart disease, stroke, cancer, diabetes, and obe-
sity. These conditions are the leading drivers of 
the US’s $3.5 trillion in annual healthcare costs 
(Centers for Disease Control and Prevention 
[CDC], 2019). According to the CDC (2019), 
approximately half of Americans have one or 
more chronic health conditions. All these key 
areas can take a toll on the government and on 
private insurers’ bottom lines. 
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A highly reliable healthcare industry can aid 
in bending the cost curve. A highly reliable 
healthcare environment is unique in that it 
embraces the use of standardized processes and 
procedures to provide efficient and effective 
care. 

A Push for Performance
Because of the enormous dollars spent on 
healthcare, and because quality outcomes are 
below the standards expected in a developed 
country, health insurance payers have begun 
to question the value their beneficiaries are 
receiving. Healthcare organizations are expe-
riencing a shift away from fee-for-service to 
value-based payment models. Payment models 
such as pay-for-performance and at-risk models 
have become more common. An example of a 
pay-for-performance program is the Centers 
for Medicare and Medicaid Services (CMS) 
Value-Based Purchasing program (CMS, 
2015b). This approach moves away from incen-
tivizing solely for quantity and moves toward 
accountability for quality, efficiency, and cost 
management. Pay-for-performance models have 
defined measures and require data collection 
and public reporting. In an at-risk model, base 
payment is predicated on the estimated expect-
ed cost of care to treat a condition or patient 
population. Success is based on the ability to 
manage cost control and expenditures.

These new payment models are a step toward 
improving quality and services, but they do 
not come without challenges. One challenge is 
agreeing on how to define and measure quality 
in healthcare. How value is defined by CMS 
and other regulatory agencies does not always 
align with the definition used by physicians, 
healthcare organizations, and consumers. 
CMS and commercial payers view value-based 
payment as a solution to growing healthcare 
costs. However, there are conflicting views on 
what quality measures to use to achieve value 
and lower cost. Some private insurers follow the 

CMS lead, whereas others have developed their 
own measures (Birk, 2015). This misalignment 
has contributed to uncertainty and unpredict-
ability in the healthcare delivery system, where 
the overwhelming cry from providers, payers, 
and consumers is for standardization, transpar-
ency, and consistency.

Another key driver that is shifting the culture 
of healthcare is consumers’ growing demand 
that the healthcare delivery system demonstrate 
value. More and more, consumers are evaluat-
ing the healthcare services they receive. They’re 
accessing public reporting quality measures 
to choose their health plans and healthcare 
facilities. In 2012, Keckly and Coughlin pub-
lished their longitudinal study of consumers’ 
perceptions of the healthcare delivery system 
between 2008 and 2012. The study revealed 
that the healthcare system’s overall performance 
has increased. However, the system was seen 
as confusing, complex, costly, and wasteful. 
There was little confidence that the healthcare 
industry was prepared to deal with future care 
expenses. Consumers did have confidence in 
their primary care physicians, but not in hospi-
tals or their health plans. The current state of 
healthcare has made little progress since 2012. 
Healthcare spending remains out of control, 
and the industry has made only small incremen-
tal gains on the quality front.

To summarize, one driver that is shifting the 
healthcare culture paradigm is the focus on 
healthcare quality. More and more, quality 
performance and expectations have moved to 
center stage. Public reporting of healthcare 
systems’ and hospitals’ quality performance is 
used by insurance payers, financial institutions, 
and consumers to make decisions about their 
healthcare and investment. Unfortunately, the 
added spotlight on quality performance has not 
reduced incidences of patient harm or deaths 
due to preventable harm events in healthcare 
systems and hospitals.
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 Healthcare Reform
The history of healthcare reform in the US 
dates back to 1965, when President Lyndon 
Johnson introduced legislation that enacted 
Medicare (LBJ Presidential Library, 2012). In 
the past decade, progress has been made in both 
affordability and accessibility to healthcare. 
In March 23, 2010, President Barack Obama 
signed the Patient Protection and Affordable 
Care Act (PPACA), colloquially known as the 
Affordable Care Act (ACA). On March 30, 
2010, PPACA became law after it was amended 
by the Healthcare and Reconciliation Act of 
2010 (US Department of Health and Human 
Services, 2014). On June 28, 2012, two years af-
ter PPACA became law, the US Supreme Court 
upheld the ACA. A key part of the ACA was an 
individual mandate to obtain health insurance 
or to pay a penalty (US Department of Health 
and Human Services, 2014). Since the passage 
of PPACA, there has been an increase of 11 
million US citizens with healthcare coverage 
(Congressional Budget Office, 2015). Although 
there have been attempts to repeal the ACA, in 
2020, the ACA is still alive but softened a bit 
with lesser demands on individuals and  
employers.

In addition to expanding healthcare insur-
ance coverage, healthcare reform shifted the 
landscape and paradigm of healthcare from 
volume to value. This shift has placed pressure 
on providers—healthcare systems and hospi-
tals, delivery systems, and administrators—to 
demonstrate quality and service (Wagner, 
2014). For healthcare systems and hospitals 
to be successful in this new environment, they 
must take a different approach to quality and 
service.

Value-Based Purchasing
The financial structure of the US healthcare 
system is far from universal. The government 
funds significant areas in healthcare to support 
the public health programs known as Medicare 

and Medicaid. The remainder of insurance 
purchasers are employers and private payers 
(CMS, 2011). Given the rising cost of care, the 
government and private purchasers of health-
care have become more involved in the process 
of paying for healthcare. These purchasing 
groups have begun to monitor and measure 
how their dollars are spent. They also have 
come to expect improved quality and better 
clinical outcomes and service. This is collective-
ly known as value-based purchasing (VBP), which 
is a purchasing practice that aims to increase 
the value of a dollar spent on improving quality 
and managing expenditures (CMS, 2019a).

In 2010, the VBP program was established 
as part of the ACA. The VBP program is a 
way for CMS to hold healthcare systems and 
hospitals accountable and to incentivize the use 
of evidence-based practices. It aims to enhance 
the quality of care and health outcomes and 
to improve the experience of care and value to 
its Medicare beneficiaries across various care 
settings (CMS, 2019). Not only are participat-
ing hospitals paid for quantity of service, but 
inpatient service is paid based on quality of 
service. The VBP program for 2020 “requires 
that 2 percent of the payments for all partici-
pating hospitals be withheld and redistributed 
to the hospitals based on their performance on 
a previously announced set of quality and cost 
measures. We estimate that the total amount 
available for value-based incentive payments 
in FY 2020 will be approximately $1.9 billion” 
(CMS, 2019a, p. 1). Distribution of funds is 
based on a Total Performance Score, which is 
made up of four quality performance measures:

■ Clinical Outcomes

■ Safety

■ Person and Community Engagement

■ Efficiency and Cost Reduction (CMS,
2019a)

CMS estimates that the “best performing hos-
pital will receive a net increase of 2.93 percent 
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and the lowest performing hospital will incur 
a net decrease in payments of 1.72 percent” 
(CMS, 2019a, p. 2).

HROs view the measurement of performance 
as one of the key ingredients in evaluating 
the organization’s efficiency and effectiveness 
(Sutcliffe, 2011). The measurement of CMS 
VBP clinical and process metrics demonstrates 
measuring compliance with evidence-based 
practices and supports the essence of the HRO. 
Many of the CMS measures possess complex 
process steps and potential failure points, which 
cause patient safety issues and affect the organi-
zation financially.

Improving the quality of care in a healthcare 
organization requires focus on processes and 
outcomes. To achieve the expected measures, 
organizational process must be reliable, pro-
viding the right care, to the right patient, at the 
right time. HRO principles encompass effective 
quality improvement tools that assist teams 
in eliminating waste and defects in a process. 
They also encompass robust analytics. Research 
demonstrates that health organizations using 
comprehensive process improvement tools 
improve quality of care (Chassin, 2015; DuPree 
et al., 2009).

Healthcare Regulation
Healthcare systems and hospitals are regulated 
by a broad range of regulatory bodies and 
programs from local, state, federal, and private 
organizations. All these agencies and programs 
set their own standards and measures. This can 
pose problems and sow confusion for those who 
provide care. Moreover, in some cases, the level 
of authority is not clearly defined. In addition 
to the federal regulatory bodies that provide 
oversight for healthcare systems and hospitals, 
physicians, and insurance companies are the 
coordinating bodies for the local and state 
agencies. On the private-sector side are organi-
zations such as the American Medical Associa-
tion and the Board of Nursing, which provide 

oversight of medical and nursing professionals, 
respectively. Supplemental government stan-
dards also exist, where the hospital industry can 
choose to supplement the state license through 
The Joint Commission (TJC) (Field, 2008).

Despite these oversight challenges, the 
healthcare community, the private sector, 
and consumers would agree that regulatory 
agencies are essential to balancing the pow-
er of one agency over another. Also, these 
regulatory agencies aid in advocating for the 
safety of patients and employees in healthcare 
facilities and in holding providers, healthcare 
systems, and hospitals accountable for health 
outcomes. Founded in 1951, TJC is a leading 
not-for-profit organization that has certified 
more than 20,000 healthcare organizations and 
programs in the US (2015a). TJC’s mission is 
to “continuously improve healthcare for the 
public, in collaboration with other stakeholders, 
by evaluating healthcare organizations and 
inspiring them to excel in providing safe and 
effective care of the highest quality and value” 
(2015). For hospitals to achieve accreditation 
from TJC, they must consistently meet many 
standards. Recently, TJC has added to these 
standards the accountability of hospital lead-
ership to assess the hospital’s culture of safety. 
Collectively, only a relatively small percentage 
of health systems and hospitals across the 
country achieve top-quality honors from TJC. 
In 2014, approximately, 36% of TJC-accredited 
hospitals were named “Top Performer on Key 
Quality Measured” (TJC, 2015a). Clearly, more 
than half the health systems and hospitals in the 
country have work to do in providing consistent 
care. 

Although progress has been made in healthcare 
systems and hospitals, the chief medical officer 
of TJC, Ana Pujols McKee, states there needs 
to be more focus on improvement processes 
and that building a high reliability safety 
culture is critical. Cultivating a culture of safety 
must start with senior leaders of the healthcare 
system or hospital (Birk, 2015). Because of the 
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incremental gains in safety improvement in 
hospitals as a result of the adoption of high re-
liability strategies and methodologies, TJC has 
become an advocate of the approach. TJC has 
developed a forum for best practices through 
the creation of TJC Center for Transforming 
Healthcare (Birk, 2015).

The HRO approach can help healthcare 
organizations design systems to aid in identify-
ing unsafe conditions well before they lead to 
harm (Chassin, 2015). This is different from the 
current healthcare environment, which is more 
reactive to mistakes. Also, HROs recognize that 
all errors cannot be prevented and that safety 
can be derailed. And, there is a willingness to 
grant the team or individual with the greatest 
expertise the decision-making authority to 
address the safety risk.

Social Determinants of Health 
Healthcare, social, and regulatory agencies 
are looking deeper into the reason for the 
rising spending in healthcare and are taking a 
preventative stance to look further upstream at 
what leads to unhealthy conditions. Improve-
ments in health and well-being seldom begin 
at the hospital level but occur long before a 
person engages with the system. Thus, there is 
a focus on prevention and social determinants 
of health. The World Health Organization 
(WHO, n.d.) defines social determinants of health 
(SDOH) as “conditions in which people are 
born, grow, live, work and age. These circum-
stances are shaped by the distribution of money, 
power and resources at global, national and lo-
cal levels. The social determinants of health are 
mostly responsible for health inequities—the 
unfair and avoidable differences in health status 
seen within and between countries” (para. 1). 
According to the WHO (n.d.), SDOH include:

■ Socioeconomic factors

■ Access to healthy food

■ Neighborhood conditions

■ Social support

■ Access to employment and training

■ Access to available healthcare providers

Models are emerging to encourage healthcare 
organizations to engage with the community to 
assess and assist in providing care that addresses 
factors outside of the hospital. For example, 
not-for-profit hospitals are required to perform 
a community health needs assessment to gain 
input from the community on their needs, to 
know the number of healthcare providers in 
the community, and to assess community access 
to meet their needs. Medicaid is supporting 
programs that require hospitals to assess 
and mitigate SDOH to assist their clientele 
(Manatt, Phelps, & Phillips LLP, 2019). 

Furthermore, many organizations are inte-
grating assessment of social determinants into 
their intake assessments. Positive assessments 
can then be directed to resources. It is now not 
enough to only provide care in hospitals and 
healthcare clinics. The importance of address-
ing the determinants of health are our global 
priority as well. Our community has history 
and stories that contribute to their health and 
welfare that cannot be ignored. Care of patients 
cannot be limited to just one hospitalization. 
To reliably improve the health of those in 
our communities, we need to engage with the 
community. 

Response to Disasters and Surge
Another factor that is emerging as a significant 
challenge to the healthcare system is emergent 
situations that cause a surge in patients to the 
healthcare system. Healthcare organizations, 
now more than ever, need to be resilient to 
the many shocks and emergent conditions 
that threaten their existence. As the preceding 
sections have demonstrated, there are many 
drivers of healthcare that require intense effort 
to successfully navigate. These include cost, 
regulations, advances in science and technology, 
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and expectations from all fronts including 
consumers. In addition to these challenges, the 
tests of local disasters and emerging illnesses 
causing rapid change in patient volume and 
type are often looming on the horizon. 

Healthcare agencies must be resilient to these 
challenges. Resilience in this context is defined 
as the system capacity to “absorb, adapt and 
transform when exposed to a shock . . . and still 
retain the same control over its structure and 
functions” (Blanchet et al, 2017). Furthermore, 
Erik Hollnagel (2016) defines a resilient system 
as one that can adapt and adjust functioning 
prior to, during, or following events and 
thereby sustain required operations under both 
expected and unexpected conditions. A system 
is resilient if it can adapt, respond, and recover 
from events that are out of the ordinary.

Shocks to the healthcare system are occurring 
more often and require organizations to have 
a level of mindfulness and readiness to act that 
has not been required before. The resilience 
required of the healthcare systems following 
the Las Vegas mass shooting in October 2017 
is difficult for any organization to plan. During 
the aftermath of mass shootings, hospitals are 
now training on how to care for mass casualties 
in the emergency department, quickly coordi-
nating to obtain needed providers, rapid triage, 
and techniques to stop the bleeding (Castenada, 
2018). Consider the Ebola crisis in 2014/2015, 
which highlighted how poorly prepared our 
systems are to crisis (United Nations High- 
level Panel on the Global Response to Health 
Crises, 2016). An outcome of this event was 
starting the conversation on organizational and 
global resilience in the face of an epidemic. 
The focus on how health systems can cope with 
crisis has become a focal point, as crisis seems 
to be occurring more frequently. 

A key principle to high reliability is resilience. 
Within resilience is the knowledge that not 
everything is knowable and not everything can 
be expected. Reliable systems realize that they 

cannot anticipate every situation that might 
come through the door; however, they spend 
their time increasing their capability to respond 
by practicing how to do a quick study, commu-
nicate, collaborate, and act (Weick & Sutcliffe, 
2015). Healthcare systems know that every 
situation cannot be anticipated, but healthcare 
systems must spend time and resources practic-
ing how to respond to unanticipated events.

Internal Drivers

Complexity of the Healthcare System
Depending on the field of study, complexity 
has various meanings. In healthcare systems, 
complexity is defined as the interrelatedness of 
components of a system. Complexity increases 
with the number of components, the number of 
relationships between them, and the uniqueness 
of these relationships (Kannampallil et al., 
2011). For instance, consider the difference 
in complexity between a community hospital 
and the Mayo Clinic health system. The Mayo 
Clinic has more components than a community 
hospital; therefore, it is more complex.

Complex systems create cognitive and physical 
challenges for internal and external individuals 
who interact with the system. Individuals inter-
nal to the system expend substantial cognitive 
effort in performing tasks or creating shortcuts. 
External users of the system are challenged 
with interacting with the system, and significant 
aspects of the system may be ignored (Kannam-
pallil et al., 2011). 

The current healthcare system has many 
components: hospitals, clinics, nursing homes, 
rehabilitation units, patient homes, patients, and 
families. These components add complexity for 
users and produce unintended consequences, 
such as adverse drug reactions, hospital- 
acquired infections, readmissions, and function-
al declines (Lipsitz, 2012). These complex issues 
make it difficult for an organization to achieve 
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high reliability. Understanding the complexity 
of healthcare is central to improving quality and 
safety.

Serious events in healthcare organizations occur 
daily. These expose the failure of systems to 
provide a culture of safety for patients, staff, and 
providers as well as exposing ineffective com-
munication. The complex nature of healthcare 
organizations contributes to myriad uncertain-
ties that affect safety and quality of care. Teams 
that are well versed in high reliability are more 
likely to address complex issues and recognize 
the most minor variance in expected outcomes 
(Wilson, Burke, Priest, & Salas, 2005).

Regulatory agencies are another layer of com-
plexity that causes uncertainty and unpredict-
ability for providers, caregivers, and healthcare 
leaders. With the conflicting views on quality 
and outcome measures, healthcare systems and 
hospitals are at risk of becoming complacent. 
The opposite can occur in hospitals that ignore 
warning signs to meet VBP and pay-for-perfor-
mance measures (Lipsitz, 2012).

According to Lipsitz (2012), in complex systems, 
individual, self-organized behaviors naturally 
occur, such as the flocking of birds or the 
schooling of fishes. This creates silos. The key 
to success is driving collective outcomes that are 
greater than the sum of their parts. However, 
this is difficult in the current health system due 
to silos and the lack of care coordination. Also, 
the fee-for-service payment model does not 
support this partnership. The 2013 IOM report 
“Best Care at Lower Cost: The Path to Contin-
uously Learning Health Care in America” states 
that to achieve a high level of quality of care at 
a lower cost, there must be commitment across 
the system to learn from each other.

Coping With Complexity: Advances in Safety 
Science

A main issue with our attempts to harness 
complexity is our continued focus on the 
traditional view of safety. The current view of 
safety has focused our lens on avoiding things 
that go wrong. We are investigating accidents 
and adverse events but fail to use a powerful 
force that is right in front of us. That power is 
the adaptive nature of human beings to turn 
course and avert error. Studying what went 
wrong focuses on a very narrow field of view. 
Studying how we make things go right opens up 
our horizon and possibilities for safety.

Erik Hollnagel (2014) discusses that when we 
define safety or being safe, we are defining it as 
things will go right or the way we expect. He 
states, “strangely enough, this is not how we 
assess or measure safety. We do not count the 
tasks where people succeed and the instances 
when things work” (p. 99). He states that the 
current way forward in safety science is not to 
place the focus on what goes wrong but to focus 
on ensuring that things go right. 

Erik Hollnagel, Robert Wears, and Jeffrey 
Braithwaite were among the first to describe 
these two different lenses, coined as Safety I and 
Safety II, in a white paper published collabo-
ratively by their respective universities (2015). 
The group says that to move outcomes, we need 
to focus more on human resilience and adapt-
ability in a complex world to understand why 
things go right. These concepts are essential as 
we try to understand how resilience in human 
behavior and action, and what facilitates that 
behavior, lead to better outcomes and, in the 
end, high reliability.
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Safety I—What Went Wrong?

Hollnagel and colleagues (2015) describe Safety 
I as the basic understanding of safety that starts 
when something goes wrong. When work goes 
as planned, there are positive outcomes; when 
there is a missed step or malfunction or devia-
tion from the plan, there are negative outcomes. 
Negative outcomes do not occur that often but 
get a lot of attention and investigation to find 
a cause and a mitigation factor. On the other 
hand, positive outcomes occur most frequently 
but do not get the attention or study that might 
help us understand and harness the power of 
how to make things go right. 

Safety is judged by the system, regulators, 
and the general public as the rate of errors. As 
discussed, regulatory agencies, payers, and the 
public view health facility reports—based on 
the rate of hospital-acquired infections, falls 
with injury, hospital-acquired pressure ulcers, 
readmissions, and surgical site infections—and 
decide on the “safety” of the hospital. Although 
this is how we have built the transparency sys-
tem and this is how we define safety, it does lead 
us to rely on those numbers to tell our story of 
safety, when the real safety story may be on the 
other side. 

Safety II—What Went Right?

Hollnagel and colleagues (2015) describe the 
premise of Safety II as the fact that focusing 
on what not to do does not help us in deciding 
what we should be doing. Therefore, Safety 
II focuses on looking at the many times that 
things go right and to study and add tactics to 
fortify those efforts. When looking at a failure, 
it is more productive to understand how the 
process usually goes well rather than focusing 
on the one reason it did not. Resilience in this 
lens is the everyday adjustments that human 
beings make to avoid failures. The basic view of 
safety in this paradigm is understanding perfor-
mance variability.

Sensitivity to operations means paying atten-
tion to the reality of how work gets completed 
at the front line, paying attention to procedures 
and policies that do not work in the context and 
how those doing the work adapt to be suc-
cessful (Weick & Sutcliffe, 2015). Therefore, a 
highly reliable system can benefit from learning 
how things go right most of the time as well as 
studying how things go wrong. 

Zero Harm Commitment
The goal to achieve zero preventable harm to 
patients in the healthcare system is widespread. 
An internet search of the phrase produces 
massive amounts of hospitals and healthcare 
organizations that have made this lofty com-
mitment. A healthcare organization would be 
remiss in acknowledging that it has a goal of 
anything less than zero harm. TJC lists the 
steps that we must take to achieve zero harm:

■ Ensure leadership is committed to zero
harm

■ Ensure a culture of safety

■ Incorporate process improvement meth-
odologies into daily work

■ Demonstrate how everyone is committed
to safety and quality (TJC, 2020)

However, there is an emerging field of thought 
that although zero harm is our goal, we could 
get sidetracked into counting numbers to 
meet the goal and reflecting on the negatives, 
rather than actually changing the context of 
the healthcare environment to cause less harm 
(Dekker, 2018). 

Part of achieving zero harm is recognizing all 
the preventable harm that can occur and not 
just focus on the obvious cases of harm or the 
preset metrics set by outside agencies. Harm 
can be physical or psychological. Achieving zero 
harm means focusing on the right metrics and 
assuring that harm is detectable. 
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Current Healthcare Culture
Designing and sustaining a safety culture, which 
is required in order to improve reliability, is 
inherently difficult in healthcare due to com-
plexity. It is often difficult to visualize what is 
meant by safety. Patients add another level of 
complexity with regard to safety because human 
diseases are different from person to person. 
The design of the healthcare delivery process in 
itself creates safety risks and barriers, for which 
staff must implement workarounds (Khatri, 
Brown, & Hicks, 2009). Understanding the cul-
ture of healthcare and the various branches that 
add to the complexity can assist with developing 
solutions to address these challenges.

Many agree that the lack of a culture of safety 
in a healthcare organization could be a key 
contributor to organizational accidents. An 
organization’s culture can be viewed as what is 
valued, its beliefs, and the norms that determine 
how members interact and act toward patient 
care and safety. Dynamics of a safety culture can 
have a direct impact on how issues are detected, 
corrected, and understood. Therefore, orga-
nizations have begun to adopt mindfulness in 
their safety culture programs. The idea is that 
a higher level of mindfulness and individuals 
being more aware of their surroundings and 
actions can lead to fewer errors and incidents 
(Sutcliffe, 2011).

Building a culture of safety is essential in an 
HRO environment. Building a culture of safety 
requires the promotion of trust, reporting, and 
improvement. HROs balance learning and 
accountability through the implementation of a 
Just Culture, where discipline is equably applied 
across the system. There is a high sense of ac-
countability with regard to adherence to safety 
measures and processes. Staff are expected to 
speak up when there is an error or problem. To 
learn from communication, there is a system to 
support ongoing feedback (Chassin, 2015).

Reactivity Versus Proactivity
The approach an organization takes for man-
aging risk and preventing potential harm to 
patients depends on the organization’s approach 
to identifying and responding to patient safety 
issues. The approach used to manage and min-
imize risk varies from one healthcare system 
to another. More often than not, this approach 
is reactive rather than proactive. However, 
healthcare systems and hospitals should work 
to support a proactive approach to increasing 
patient safety and decreasing risk and exposure 
to liability. This is key to improving reliability.

When it comes to patient safety, what is the 
difference between being reactive and being 
proactive? A proactive approach involves an 
intentional effort to identify risks before events 
occur and to correct issues before they arise. A 
leader in a proactive organization takes owner-
ship of identifying risks and causes of incidents 
instead of blaming circumstances, conditions, 
or conditioning. Such a leader’s behavior is the 
result of a conscious choice based on values, not 
feelings (Covey, 1989). This approach in pre-
venting injury and loss allows for the ability to 
educate staff and the organization as a whole. In 
contrast, a reactive approach involves reviewing 
an event after it occurs for potential causes and 
process errors. With this approach, the patient 
could experience poor health outcomes as a 
result of the incident. This could lead to a legal 
claim (Stewart, 2011). A leader in this type of 
environment would more likely blame the event 
on circumstances or patient condition (Covey, 
1989).

Suppose an elderly patient received a severe 
second-degree burn from a heating pad, which 
was used to treat back pain. In a reactive orga-
nization, the patient would receive treatment 
for the burn—possibly even a skin graft—and 
would face a long recovery. In a proactive 
organization, however, the staff would have 
been educated on the appropriate steps to take 
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to apply the heating pad and the risk of burning 
to the elderly population, thereby preventing 
the incident in the first place.

It takes commitment, time, support, and an 
effective process improvement program to 
develop a proactive organization. Once the 
program is in place, the organization’s learning 
capabilities and collaborative nature help to 
increase patient safety and decrease organiza-
tional exposure to liability (Stewart, 2011). 

Blame/No Blame to Accountability
In managing risk, it’s important for an organi-
zation to have an understanding or philosophy 
of how providers, caregivers, and leaders are 
held accountable for their actions. It is human 
nature to demand answers for why an adverse 
event happens. There is often a strong need 
to blame someone for an error and hold that 
person accountable. With this approach, there 
is an assumption that the person chose to make 
the error instead of adopting a wrong proce-
dure or process that was on hand at the time of 
the event. In 1999, Charles Perrow suggested 
that 60 to 80% of operating errors were in part 
a result of system errors or failures. In other 
words, the system—rather than a person—was 
at least in part to blame for the error. But most 
company leaders have found that a blaming cul-
ture does not foster an environment that brings 
safety issues to the surface. Organizations that 
pride themselves on creating a culture of safety 
routinely examine all aspects of the system after 
an adverse event. Applying a system approach to 
investigating an error or adverse event ensures 
there is no blame.

In healthcare that involves human activity and 
a reliance on technology, it is likely there could 
be a situation in which individuals experience a 
problematic interaction or conflict or incorrect-
ly interpret the actions or words of another. It is 
also likely they will experience problems when 
interacting with technology.

HROs have transitioned from a culture of 
blame, in which an individual or group is seen 
as the reason for an error, to one that accepts 
that no organization is free from error and un-
derstands that identifying the cause of an error 
can both offer operational lessons and enhance 
organizational learning (Weick & Sutcliffe, 
2001; Provera, Montefusco, & Canato, 2010). 
Blaming an individual or group can seriously 
hinder an organization’s ability to learn from 
the experience. In a blaming environment, 
individuals who make errors usually are not 
willing to share this information with their 
colleagues or managers. Instead, they try to 
fix it themselves or cover it up. The no-blame 
approach can be an effective way of enhancing 
an organization’s ability to learn.

Weick and Sutcliffe (2007) and Khatri, Brown, 
and Hicks (2009) describe a no-blame system as 
possessing several characteristics:

■ Individuals are encouraged to report
errors and near misses and are rewarded
for doing so.

■ A high level of trust and openness allows
individuals to exchange opinions without
feeling judgment.

■ Purposeful organizational analysis takes
place with individuals and groups who
experience an error.

■ Managers review and approve corrective
action plans and communicate lessons
learned throughout the organization.

■ There is a learning culture, enabling
healthcare organizations to elicit greater
staff involvement.

■ Human resources management is inte-
grated in the performance-management
process.
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Organizations that adopt a no-blame approach 
commit to a culture in which employees are 
mindful of their surroundings. Also, in this type 
of culture, employees become willing to support 
continuous organizational improvement and to 
make decisions to strengthen the organization 
(Weick & Sutcliffe, 2006). This can enable 
organizations to focus on the right things and 
avoid wasting valuable time.

Commercial airlines have led the way in adopting 
no-blame practices by developing an environment 
that promotes collaboration and respectful dialogue 
among pilots. The National Transportation Safety 
Board has removed the placement of blame from all 
events except in cases of criminal activity. Gather-
ing information through various approaches—both 
formal and informal—is encouraged. Pilots and 
technicians are required to report any issues during 
operations, including their own errors. Investigations 
of errors are done systematically, and corrective 
measures are communicated to all personnel 
(Roberts, Bea, & Bartles, 2001).

■ Human error

■ Negligence

■ Intentional rule violation

■ Reckless behavior

In this type of environment, the individual is 
coached on his or her risky behavior and the 
organization learns through the process. 

High Reliability  
Organization Theory

Organizational and human factors play some 
role in all accidents and incidents that result 
in patient harm. HRO theory focuses on the 
social and organizational foundation of system 
safety and accident prevention (Sutcliffe, 
2011). Reliability is viewed as a top priority. 
HRO theory also suggests human processes 
and relationships are the underpinning of an 
HRO and a culture of safety (Weick & Sutcliffe, 
2001). HROs that operate in high-risk environ-
ments or have high exposure to liability and loss 
demonstrate fewer errors than non-HROs. This 
is achieved through a driven passion for safety 
that is realized by the pursuit of two approaches 
(Sutcliffe, 2011): 

■ Prevention (anticipation): This involves
an attempt to anticipate or identify risks
that may lead to unplanned events or
occurrences and to then create processes
and procedures to avoid them. An example
might be proactively shadowing a telem-
etry monitor technician to observe the
application of a telemetry box to a patient
and the implementation of continuous
monitoring. This example might also
involve identifying potential risks of
failures in processes to ensure the right
patient is connected to the right telemetry
box.

When transitioning to a blameless culture, 
a spirit of accountability must play a role 
in managing human error. Many successful 
organizations have found that incorporating 
a disciplinary system that explores the role 
each person played in an event can foster an 
environment of organizational learning. In the 
healthcare industry, this approach is called a 
Just Culture (Center for Patient Safety, 2015). 
A Just Culture is characterized by a supportive 
environment in which the healthcare system or 
hospital holds itself accountable for the system 
it designs and holds providers and caregivers 
accountable for the choices they make within 
that system. Four behavioral concepts are used 
to evaluate discipline and patient safety: 
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■ Resilience (containment): HRO cannot
be achieved by prevention alone. It also
requires resilience (Wildavsky, 1988). The
essence of resilience is the ability to main-
tain or regain a stable state in the presence
of stress. Resilience involves three abilities.
First is the ability to absorb strain and
preserve function in spite of adversity.
Second is the ability to bounce back from
untoward events. Third is the ability to
learn and grow from previous episodes of
resilient action (Sutcliffe, 2011). An exam-
ple of resiliency is the heparin medication
error that occurred in a California hospital
in 2007. Three infants received 1,000
times more heparin than intended when
vials of 10,000 units per milliliter instead
of 10 units per milliliter were used to flush
the infants’ vascular access catheters. This
error made national news, which placed
a spotlight on the hospital’s process for
resolving the error. Fortunately, the infants
recovered from the event. This event not
only affected California, but had an impact
on the nation. To prevent future mistakes,
the hospital stopped stocking heparin in
pediatric units. Only saline is used to flush
vascular access lines (Institute for Safe
Medication Practices, 2007).

In addition, the HRO theory suggests that 
HROs have an optimistic attitude and focus on 
internal organizational practices and culture. 
There is a fundamental belief that reliability 
is enhanced by rules and standards of practice, 
technical and social redundancies, teaching, 
and decision-making that migrates toward 
expertise (Chassin, 2012). Further expansion 
into the theory surrounding HROs is the focus 
on the capability of individuals to make sense 
of emergent situations and adapt their work to 
avoid harm (Weick & Sutcliffe, 2015).

The History and Background of 
the HRO Paradigm

The initial concept of the HRO paradigm was 
introduced by a group of researchers at the Uni-
versity of California Berkeley: Todd La Porte, 
Gene Rochlin, and Karlene Roberts. These 
researchers examined the links between aircraft 
carriers, air traffic control, and nuclear power 
operations (Rochlin, La Porte, & Roberts, 1987; 
Weick, 1987). Their research found that these 
industries had similar characteristics, that errors 
could be minimized through education, and that 
failures could be avoided by implementing a 
process to manage complex work and technolo-
gies (Rochlin et al., 1987; Weick, 1987).

According to Chassin and Loeb (2013), high 
reliability science is the study of “organizations 
in industries like commercial aviation and 
nuclear power that operate under hazardous 
conditions while maintaining safety levels that 
are better than in healthcare” (p. 459). HROs 
seek to improve reliability and intervene both to 
prevent errors and failures as well as to cope and 
recover quickly should errors become manifest 
(Sutcliffe, 2011). HROs are distinguished by 
their effective management of innately risky 
technologies through organizational control 
of both hazards and probability. The hallmark 
of an HRO is not that it is error-free, but that 
errors do not disable it. HROs proactively 
identify weaknesses in the system and use robust 
process improvement strategies to address them. 
They design their reward and incentive systems 
to recognize the costs of failures as well as the 
benefits of reliability. They train their people 
to look for abnormalities, recognize gaps, and 
act. Wieck and Sutcliffe (2015) state that HROs 
manage the unexpected by making the gaps and 
abnormalities more obvious and making it more 
difficult to normalize their presence. An HRO 
consistently shares the big picture of what the 
organization seeks to do. An important goal is 
to communicate across the organization in such 
a way that individuals understand how they fit 
into the big picture (Chassin & Loeb, 2013). 
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Wieck and Sutcliffe (2015) state that HROs 
enable a process of continual sensemaking and 
action to emergent events that produce “dy-
namic nonevents.” They describe a nonevent 
as an accident waiting to happen that does 
not because human beings at the front line 
have recognized it and successfully adapted to 
prevent the error. 

HRO Principles
HROs are unique in their ability both to 
prevent mishaps and to manage them before 
they spread throughout the system, thus 
causing widespread failure. To achieve an HRO 
environment, an organization must master five 
principles. As shown in Table 1.1, these prin-
ciples focus on the practices embedded in the 
entire organization. 

TABLE 1.1 HRO PRINCIPLES AND DEFINITIONS

Principle Definition

Anticipation Preoccupation with failure This means operating with a heightened awareness of potential risks and near misses 
that may jeopardize safety. Organizations that adhere to this principle engage in 
proactive and preemptive analysis and discussion and conduct after-action reviews. 
Individuals actively search for system signals that something is behaving unexpectedly. 
There is an understanding that small problems can lead to larger problems. The 
organization is preoccupied with learning, and it engages in a robust process- 
improvement program to re-evaluate and assess areas (Chassin & Loeb, 2013).  
Employees are trained to look for abnormalities, recognize defects, and act. This 
principle creates an organizational culture that every problem belongs to the operator 
until the operator fixes it or finds someone else to do so.

Reluctance to simplify 
interpretations

This means deliberately questioning assumptions and received wisdom to create a more 
complete and nuanced picture of current situations. Each potential risk, small or large, 
is investigated with the same level of intensity. Staff feel open to ask questions and 
refrain from making assumptions. Understanding complexity goes beyond the capabil-
ities of one individual. As such, a diverse team of experts (not a homogenous group of 
individuals) is brought together to make an assessment (Sutcliffe, 2011).

Sensitivity to operations This refers to ongoing interaction and sharing of information about current human and 
organizational factors to create an integrated big picture so that small adjustments can 
be made to prevent errors from accumulating. HROs develop systems and processes to 
communicate all risks across the organization. They also encourage employees to think 
about what is happening and how it might affect their areas. Communication is a major 
challenge for many organizations. Many believe that if there is an awareness of broad 
risks, one can identify and address small risks before they become a larger problem.

continues

© 2021 by Sigma Theta Tau International Honor Society of Nursing. All rights reserved. 
Visit www.sigmamarketplace.org/sigmabooks to purchase the full book.



HIGH RELIABILITY ORGANIZATIONS, SECOND EDITION18

Principle Definition

Containment Commitment to resilience This means developing capabilities to cope with, contain, and bounce back from 
mishaps that have already occurred before they worsen and cause more serious harm. 
HROs spend a disproportionate amount of money training people to recognize abnormal-
ities. Still, they understand that unanticipated events do occur. HROs develop a capacity 
to cope with these events, built on a large pool of employees who learn firsthand from 
unexpected events and simulation.

Deference to expertise This principle holds that during high-tempo times (that is, when attempting to resolve 
a problem or crisis), decision-making migrates to the person or people with the most 
expertise with the problem at hand, regardless of authority or rank. In a traditional 
organization structure, decisions are made by upper management. HROs take a different 
approach. In HROs, decision-making authority is delegated to the expert in the area in 
which the problem has arisen (Sutcliffe, 2011). This approach improves the organiza-
tion’s ability to respond quickly to unexpected events.

Adapted from Sutcliffe (2011)

To support the five HRO principles, organi-
zations must adopt a fundamental approach 
in how it communicates and how individuals 
interact. That means ensuring the following 
(Chassin, 2012; Chassin & Loeb, 2013):

■ A free flow of information

■ A safe environment in which to speak up

■ Respectful interactions

TABLE 1.1 HRO PRINCIPLES AND DEFINITIONS (CONT.)

human error will result in continual frustration 
over adverse events, poor performance, and 
reactionary measures that focus too heavily on 
the last person involved in the error. The focus 
should be on the cumulative effects of organiza-
tional breakdowns, flawed defenses, and system 
failures that allowed the event to occur (Birk, 
2015).

Table 1.2 displays some areas where the health-
care industry is moving from an old paradigm 
to a new one that focuses on high reliability. 
Healthcare providers and organizations will 
need to become comfortable with the new 
pay-for-performance models and must lead 
change in the area of transparency. The number 
of reportable quality outcomes, which consum-
ers and insurance payers use to make decisions 
regarding healthcare services, is growing. 
Private organizations such as U.S. News and 
World Report (2015), Healthgrades (2015), and 
the Leapfrog Group (2020) also rank hospitals 
and quality care outcomes.

When employees feel safe, they will be more likely to 
report concerns and near misses.

The Introduction of HRO as a 
New Paradigm

Human errors are inevitable and are caused by 
complex factors. Accepting this allows for strat-
egies that can positively affect decision-making 
and help individuals develop a clearer per-
ception of risks. Ignoring the inevitability of 
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TABLE 1.2 OLD PARADIGM VERSUS NEW PARADIGM 

Old Paradigm New Paradigm

Fee-for-service model Value-based payment models

More is better Cost-effective

Siloed Integrated and multidisciplinary

Lack of trust, blaming culture, root causes limited to adverse 
events

High level of trust in all clinical areas, Just Culture, near misses 
and unsafe conditions routinely assessed

Physician-focused Consumer-focused; community-focused

Quality and safety not identified as a strategic initiative Quality and safety top priority on the strategic plan

Regulations-focused Alignment for HRO, goal of zero harm

Limited use of quality management tools and limited resources for 
training

Robust process improvement program and tools, organizational 
budget allocated for education and training

Physicians hold organization responsible for improvement 
initiatives

Physicians lead quality improvement initiatives 

Quality agenda items scheduled near the end of the meeting Board of trustees’ commitment to high reliability

Quality measures are limited to close meetings Quality measures visible internally and publicly

Adapted from Chassin and Loeb (2013), and Griffith (2015)

There has been a shift from the perspective that 
more is better to the perspective that focuses on 
what is provided given the cost of care. Since 
the passing of the ACA, more accountability is 
placed on consumers to secure health insurance. 
Due to the various options and out-of-pocket 
expenses, consumers are pausing to evaluate 
the cost of healthcare. Healthcare systems and 
hospitals are responding to the consumers’ 
need to understand the value of their healthcare 
experience by posting quality outcomes and the 
cost of procedures on their websites.

Healthcare systems and hospitals are redirect-
ing their focus toward the needs of the consum-
ers. There is growing evidence that partnering 
with consumers can lead to improvements in 
quality, outcomes, and cost-effectiveness. Con-
sumers are those individuals who autonomously 
make decisions regarding their health (Mittler, 
Martsolf, Telenko, & Scanlon, 2013). They 

no longer make decisions merely on the word 
of their physician. Some consumers do their 
homework and actively participate with their 
physicians to make healthcare decisions. 

Leaders play a role here. To create a culture of 
safety that focuses on managing risk, increased 
engagement by leaders is critical (Sutcliffe, 
2011). Leaders must commit to creating an 
environment that encourages team members to 
speak up. Leaders must also be willing to pro-
vide the resources to create a culture of ongoing 
learning. In the HRO paradigm, quality is a top 
priority of the healthcare system and hospital’s 
strategic plan. This occurs when:

■ Measures are aligned with the perfor-
mance goals of all staff.

■ There is a commitment to the zero-harm
goal, starting with the board of trustees.
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■ There is full engagement with physicians.

■ The organizational budget includes
resources to provide ongoing education,
training, and quality-management tools,
which are used for improvement and to
redesign care processes (Chassin & Loeb,
2013).

Application to Healthcare
HROs have demonstrated success in minimiz-
ing errors by creating mindful environments 
where employees are trained to look for and 
report small problems that could lead to big 
ones. They view these small errors and close 
calls as learning opportunities; they correct 
them and share details about them across the 
organization (Chassin, 2012; Shabot, 2015). For 
the healthcare industry to make real progress in 
developing HROs, three things must occur:

■ The leadership team must commit to
a goal of zero harm: If a healthcare or-
ganization wants the staff to follow HRO
practices, it must start at the top. There
must be alignment between the board of
trustees, physicians, senior leaders, and
department managers, all committed to
completely eliminating patient harm.

■ HRO principles must be integrated
within the organization to develop
a culture of safety: Hospitals struggle
with this the most. In 2009, TJC required
hospitals to create a culture of safety.
Although most healthcare systems hospi-
tals have elected to perform annual safety
culture surveys, they have not put much
effort or resources toward making sustain-
able changes to strengthen the culture of
safety.

■ The organization must adopt a robust
process improvement program to im-
prove its quality of care and outcomes:
HROs do not specify which process
improvement tools and methods to use,

but change-management tools, Lean, and 
Six Sigma are the most widely used. These 
types of tools incorporate a systematic ap-
proach, eliminate waste in the process, and 
foster discipline in measuring outcomes 
(Chassin & Loeb, 2013; Sutcliffe, 2011).

Why Are HROs Needed?
There is overwhelming evidence that pre-
ventable patient harm and adverse events 
continue to occur in US healthcare systems 
and hospitals. Trends in healthcare outcomes 
demonstrate that our healthcare system is 
struggling to deliver consistent and reliable 
quality care. The dynamics of healthcare are 
ever-changing, and the pace of this change has 
made the healthcare industry more difficult for 
consumers to understand and navigate. Health-
care providers and caregivers work in a complex 
system with many competing priorities and 
shrinking revenues. It is as if they are standing 
on two floating logs—one representing the 
fee-for-service environment and the other 
the value-based payment environment. Both 
of these environments require dedication and 
focus to be successful. As a result, less attention 
is directed toward creating HRO environments 
to drive quality, safety, and service.

Healthcare systems and hospitals have not 
established sustainable solutions to prevent 
patients from receiving hospital-acquired 
infections (HAIs). The CDC reported that one 
in 31 patients in acute care hospitals in the US 
experienced at least one HAI (n.d.). Worse, 
approximately 75,000 patients with HAIs died 
during their hospitalization. Medical errors 
are a major killer in the US, third only to heart 
disease and cancer, claiming more than 400,000 
lives (James, 2013). 

In addition to HAIs, there are other prevent-
able risks in the healthcare environment that 
could be improved by the adoption of HRO 
principles. For example, healthcare workers 
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routinely face serious safety and health hazards 
in the workplace. These hazards may include 
blood-borne pathogens, biological hazards, 
chemical and drug exposures, ergonomic hazards 
from lifting patients, and workplace violence, 
to name a few (Occupational Safety and Health 
Administration, 2015). According to the Bureau 
of Labor Statistics, in 2011, there were more 
injury and illness cases in healthcare than in any 
other industry (2014). 

Overall, with the challenges and emergent con-
ditions existing within a modern environment 
of complexity, resilience and rapid adaptation 
to changing conditions are imperative. For this 
reason, the principles of high reliability are 
desired to not only cope but thrive.

Benefits to Patient Outcomes, 
Financials, Safety, and the Work 
Environment

In the healthcare industry, the benefits of 
integrating HRO principles and practices are 
significant. HRO phenomena are mainly present 
in large systems that would benefit greatly from 
anticipating unexpected events to prevent large 
system failures (La Porte, 1996). Equally, health-
care systems and hospitals have the potential risk 
of experiencing large system failures. These risks 
may include financial and human loss, negative 
impact on the workforce, or a loss of confidence 
and trust among members of the community, 
which could have a devastating effect on any 
health system or hospital. 

In embracing HRO practices, health systems 
and hospitals gain a culture with a strong sense 
of mission and commitment to reliability in 
operations and capacity. Organizations that have 
adopted HRO practices have seen improvement 
in organizational effectiveness, efficiency, and 
culture, as well as in customer satisfaction and 
documentation (TJC Center for Transforming 
Healthcare, 2015). Such organizations foster  
and value safety, quality, and management 

accountability. They also gain a workforce that 
is highly skilled, knowledgeable, and engaged in 
the solutions to make their practice and organi-
zation safe (Shabot, 2015). There is also benefit 
on the cost side. The US spends significant 
amounts of money on treating HAIs and unnec-
essary procedures and diagnostic tests. 

Reduction of HAI rates is estimated to save any-
where from $6 billion to $32 billion in health-
care costs (Scott, 2009). A further decline in HAI 
incidence would have a positive financial impact 
on the healthcare budget, with funds reallocated 
to health programs. As well, a collaborative envi-
ronment and reward and recognition programs, 
which are both needed for HRO environments 
to be successful, could have a positive impact on 
the work environment and employee turnover. 
Nurses thrive in environments that provide 
autonomy and allow for their empowerment, 
that offer a supportive leadership team, and that 
promote collegial relationships with their team, 
and evidence shows that satisfied nurses can have 
a positive impact on patient outcomes (Twigg & 
McCullough, 2014).

2020: Is the Paradigm 
Shifting Yet?

Since the first edition of this book, high reliabil-
ity organization (HRO) principles have received 
much attention and have served as a call to ac-
tion from national organizations as well as large 
hospital organizations. However, are we close 
to reaching a paradigm shift or a tipping point? 
This section highlights examples of successful 
applications of high reliability. 

Veazie, Peterson, and Bourne (2019) published 
one of the first evidence synthesis reports 
examining literature about high reliability 
frameworks, implementation strategies, and 
measurement as part of the Evidence Synthesis 
Program for the Department of Veterans Affairs. 
Their work is important, as it begins to show 
evidence of the practical implications for high 
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reliability. This translation of philosophy into 
practice is key to sustainability of high reli-
ability. The authors reviewed the literature for 
publications on HRO from calendar years 2010 
through 2019 and found 20 relevant articles 
that describe frameworks for high reliability 
implementation, evaluation metrics used, and 
outcomes of HRO implementation on safety 
outcomes. They based their search on the logic 
model in Figure 1.1.

Many of the relevant articles did not cite 
improvement metrics, but of the ones that did, 
the review found organizations that applied five 
specific implementation strategies were most 
successful in achieving lower rates of serious 
safety events. The five common implementation 
strategies are:

1.  Develop leadership: All senior leaders,
board members, and lead physicians
commit to the goal of zero harm.

2.  Culture of safety: Build trust, account-
ability, speaking up for unsafe conditions,
constant monitoring, and assessment for
unsafe conditions.

3.  Data systems to track progress: Measure
key safety and quality indicators and share
results widely.

Figure 1.1 HRO logic model.  
Adapted from Veazie, Peterson, and Bourne (2019).

4.  Training and learning opportunities for
providers and staff: Develop learning
systems.

5.  Implement improvement interventions
to address key safety issues.

Veazie and colleagues (2019) found the 
following evidence of successful reduction in 
serious safety events (SSEs) when hospitals 
had implemented at least four of the imple-
mentation strategies above:

■ Ohio Children’s Hospital reduced SSEs
by 55%.

■ Nationwide Children’s reduced SSEs by
83%.

■ Cincinnati Children’s Hospital reduced
SSEs by 67%.

Although the implementation of HRO is 
widespread, research into the effective struc-
ture, processes, and outcomes of a successful 
HRO implementation is in its infancy. 
However, there are bright spots revealing that 
HRO is beginning to take hold with estab-
lished models, training methods, metrics, and 
practices that can be replicated and tested. 
The evidence review cited previously is the 
first step in uncovering the true outcomes of 
high reliability organizing and disseminating 
the message. 
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 How Do We Get There?
With any new paradigm, the barriers and chal-
lenges are many. However, the way forward is 
to recognize the challenges and meet them with 
new methods. High reliability is not a fad; it is 
a change in the way of thinking that changes 
how we do our daily work. As we examine the 
external and internal drivers in healthcare, it 
is obvious that a change is needed. Healthcare 
organizations are beginning to think differently. 
The tipping point to high reliability is right 
where we need it to be, and we need to contin-
ue to push.

In the epilogue to the book Zero Harm: How to 
Achieve Patient and Workforce Safety in Healthcare 
(2019), James Merlino states that, in order 
to realize the full promise of high reliability, 
we need to commit to zero harm and stay the 
course. He states the need to focus on three 
strategic and three operational goals:

■ Strategic goals

1. Commit to zero harm.

2.  Put patients at the center of every-
thing.

3.  Understand the critical interconnect-
edness of safety, quality, and patient
experience—stop competing for
resources.

■ Operational goals

1.  Drive change using data and
transparency—measure what matters
and keep it simple.

2.  Transform culture and leadership—
role-model behaviors of high
reliability.

3.  Focus on accountability and
execution—set goals and timelines
for action.

At times in healthcare, we try to do everything 
all at once and lose the traction that we could 
get from committing to key goals. What if we 
could commit to these six goals and actually 
improve outcomes through linking specific 
implementation tactics to these goals? Many 
healthcare organizations have done or are in the 
process of doing exactly that. The time is now 
for high reliability. The message and reasons 
why have “stickiness” as described by Gladwell 
(2002), and with a push from key influences, 
such as the readers of this book, the tipping 
point can be achieved. 

 Summary
The current healthcare system is complex and 
is burdened with inefficiencies. Challenges 
to meeting quality and safety goals are in 
abundance and lie within and outside of our 
organizations. Despite the challenges, we have 
an expectation to be successful and a duty to 
be reliable. The dynamics of the healthcare 
system are shifting such that HRO is a viable 
approach to creating a reliable healthcare 
system for providers, caregivers, consumers, and 
the community. Evidence suggests that HRO 
principles create environments that are mindful 
of anticipating unexpected events and resilient 
in responding quickly to minimize exposure. In 
addition, the use of incident reviews in HROs 
builds institutional knowledge.

Many organizations outside of healthcare have 
achieved HRO status and have sustained their 
results over long periods of time (Chassin & 
Loeb, 2011). Although many healthcare organi-
zations are on the path to adopting HRO  
principles—and an elite few are close to be-
coming HROs—we know for sure the road 
to an HRO requires clear distinct messaging 
throughout the healthcare system by leaders at 
all levels of the organization. High reliability 
starts and ends with leadership, regardless of 
rank. 
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Key Points
■ Healthcare systems are affected by many

external and internal challenges that
mandate a different way of thinking.

■ The current healthcare culture and trends
demand a highly reliable healthcare
delivery system.

■ HROs create a culture of safety and help
employees to remain alert for the smallest
signal of a risk to the organization.

■ Healthcare systems and hospitals that
anticipate risks and manage unexpected
events create a sustainable culture of
safety and are resilient.

■ High reliability organizing does not occur
by happenstance. Planning and implemen-
tation of actions are readily available.

■ Leadership is imperative to messaging
and implementation of high reliability
principles.
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64

safety culture surveys, 124
AICs (ambulatory infusion centers), 

411t, 413, 418
airborne, contact, and eye 

protection. See ACE

AITCS (Assessment of 
Interprofessional Team 
Collaboration Scale), 255t

alarm safety, 185–186
alarm fatigue, 188, 193, 194f
bed/chair, 432
best practices, 201, 205t–206t
in clinical environments,  

192–206
committees, 196
competency, 201, 203t–204t
compliance, 189
definition of alarms, 194t
education, 201
false alarms, 199
FMEA (failure mode and effects 

analysis), 189
and HROs (high reliability 

organizations), 186–187
leadership, 196–197
lifecycles of alarms, 195–196, 

196t
management, 193–195, 197t, 

200t
NPSG 6.01.01, 188
NPSG work plans, 189–192
policies, 201, 202t
programs, 196–206
regulations, 187–192
sentinel event alerts, 187
situational awareness, 192–193
technology, 198
TJC (The Joint Commission), 

197
algorithms, 170

decision-support, 215
EBP (evidence-based practice), 

487f
Hendrich II Fall Risk Model, 436
Management of Autologous 

Graft for Reconstructive 
Surgery Algorithm, 486

AMA (American Medical 
Association), 8

ambulatory care, 409–410
case studies, 419–424
challenges in, 414–415
definition of, 410
high reliability, 415–419
improvements, 434
metrics, 410
PCPs (primary care practices), 

410–412
safety, 411t–412t
scope and setting for, 410–414

ambulatory infusion centers. See 
AICs

ambulatory surgery centers. See 
ASCs

American Academy of Ambulatory 
Care Nurses. See AAACN

American Academy of Nursing. See 
AAN

American Academy of Pediatrics. 
See AAP

American Association of Critical 
Care Nurses. See AACN

American Association of Medical 
Colleges. See AAMC

American College of Cardiology 
Foundation, 503

American Heart Association, 358, 
362–363, 503–504

American Medical Association. See 
AMA

American Nurse Credentialing 
Center, 307

American Nurses Association. See 
ANA

American Nurses Association Code 
of Ethics for Nurses (2015), 326

American Nurses Credentialing 
Center. See ANCC

ANA (American Nurses 
Association), 55, 440

analysis. See also tools
adverse event, 374, 376f
CAUTI (catheter-associated 

urinary tract infections), 498
common cause, 165
data, 383–384
design, 302
ending phase, 113
of errors, 418
fishbone, 159–160
FMEA (failure mode and effects 

analysis), 45 (see also FMEA)
gap, 398
processes, 108
process steps, 107–108
RCA (root cause analysis), 136, 

147–148, 485
resilience, 304, 368t–369t
SbCST (simulation-based clinical 

system testing), 341–344
thoroughness of, 152

ANCC (American Nurses 
Credentialing Center), 52, 440
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anonymous reporting, 326
Apgar scores, 339
APPs (advanced practice providers), 

410
area of inquiry (telehealth), 518f
artifacts, 33
ASCs (ambulatory surgery centers), 

411t, 418
assembling teams, 156–158

ambulatory care, 421–422
head and neck operating room 

teams, 484–485
large healthcare systems, 429
telehealth, 513–514
virtual resource toolkits, 525–526

assessment
neurologic tools for, 363
patient pain cards, 399f
questions, 529t
resilience, 298
tools, 433f

Assessment for Collaborative 
Environments. See ACE-15

Assessment of Interprofessional 
Team Collaboration Scale. See 
AITCS

assessments
cultures, 196, 214
site, 302

assistance counseling, employees, 
308

assumptions, 33
attitudes

QSEN (Quality and Safety 
Education for Nurses), 241, 
242t

quality and safety education, 36t
audits, 374, 375f, 496f
authenticity, 306, 318, 323
authentic leadership, 81t
automatic external defibrillator. See 

AED
automation

ISMP (Institute for Safe 
Medication Practices), 212

reminders, 216
autonomy, 265, 292
aviation industry, 171
avoiding biases, 163–165
awareness, teams, 245–247
Awdish, Rana, 327

B
bar-coded medication 

administration. See BCMA
barcode scanning, implementing, 

104
Basic Life Support. See BLS
Batalden, Paul, 131
BCMA (bar-coded medication 

administration), 132
bed/chair alarms, 432
bedside scientists, roles of, 455–456

HROs (high reliability 
organizations), 461–463

infrastructure, 463–464
overcoming barriers, 459–461
research, 456–458
roles and responsibilities,  

464–466
behaviors

accountability, 385–386
cultures, 325
daily, 372
knowledge-based, 141–144
leadership, 324
rule-based, 141–144
safety, 228
SBI (Situation-Behavior-Impact) 

Feedback Tool, 283–284
skill-based, 138–141
workarounds, 354

benefits
of HROs (high reliability 

organizations), 21
of resilience, 327
of simulation, 337–339

“Best Care at Lower Cost: The 
Path to Continuously Learning 
Health Care in America” (IOM, 
2013), 11

best practices, alarm safety, 201, 
205t–206t

Beth Israel Deaconess Medical 
Center. See BIDMC

biases
avoiding, 163–165
confirmation, 142, 269
controlling, 164–165
hindsight, 157, 163–164
outcome, 122, 136, 164

BIDMC (Beth Israel Deaconess 
Medical Center), 268

biocontainment, 472

black hole (of reporting), 123
blame-free models of accountability, 

171
blame/no blame accountability, 

14–15, 31
blood-scanning processes, 107f
BLS (Basic Life Support), 359, 

363–364
board members, roles and actions, 

85t
Board of Nursing, 8
Bosk, Charles L., 169
brainstorming, 105
Braithwaite, Jeffrey, 11
briefs, 256–257
British Medical Journal of Quality 

and Safety, 158
bundles, CAUTI, 494, 495f
burnout, 33, 294, 316, 321–322

and resilience, 317
in work environments, 329

C
calculations

hazard scores, 107–108
ROI (return on investment), 437

candidate interviews, 154
candor, speaking with, 306
cardiac alert summary, 509t
cardiac arrest events, 359. See also 

Incas
drills, 367
durations of, 364
responses to, 363–364
training for, 362–363

care
AAMC (American Association of 

Medical Colleges), 242–243
quality of, 4
transition management, 414

case records, 367
case studies

activation levels, 272–273
ambulatory care, 419–424
iMobile, 221
JITP (simulation-based just-in-

time/place), 348–349
Just Culture, 177–181
SbCST (simulation-based clinical 

system testing), 343–344
simulation-based rapid cycle, 

345–346
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VitalsNow, 219–220
workarounds, 222

catastrophic patient harm, 341
catheter-associated urinary tract 

infections. See CAUTI
cause and effect, 374
CAUTI (catheter-associated urinary 

tract infections), 491–492
bundles, 494, 495f
dissemination, 499
ICU/SDU (intensive care unit/

step-down unit), 493f, 499f
methods, 492–497
outcomes, 498–499
preventable harm, 494
prevention audit tools, 496f
RCA (root cause analysis), 498

CDC (Centers for Disease Control 
and Prevention), 5, 20, 143,  
471–473. See also pandemics
EIS (Epidemic Intelligence 

Service), 473
NREVSS (National Respiratory 

and Enteric Virus Surveillance 
System), 473

Prevention Epicenters Program, 
476

CDS (clinical decision support 
systems), 143

Centers for Disease Control and 
Prevention. See CDC

Centers for Medicare and Medicaid 
Services. See CMS

central line insert checklist 
template, 217f–218f

Centura Health at Home. See 
CHAH

CHAH (Centura Health at Home), 
512
readmission rates, 516t
telehealth, 513t (see also 

telehealth)
champions, 379
charters, 66
Chassin, Mark, 4–5, 62, 235
checklists

central line insert checklist 
template, 217f–218f

Emory Healthcare System, 479f
indwelling urinary catheter 

insertion, 497f
ISMP (Institute for Safe 

Medication Practices), 211

Management of Autologous 
Graft for Reconstruction 
Surgery-Surgical Checklist, 
486

safety, 478f
surgical, 477f

chemotherapy case study, 419–424
CHG (chlorhexidine), 498
chief nurse executives. See CNEs
chief nursing officers. See CNOs
children. See also pediatric patients

definition of, 278
resilience, 291–292

chlorhexidine. See CHG
chronic health conditions, 5
classification of errors, 29
clinical audits, 374
clinical decision support systems. 

See CDS
clinical environments, alarm safety 

in, 192–206
clinical nurse specialist. See CNS
clinical practice, consistency in, 216
clinical practices, applying Just 

Culture to, 174–176
clinical validation, 423
clinics, 412t, 413
close calls, 119–120

actions when encountering, 
123–124

compromise of patient safety, 121
defining, 120–121
improving safety and quality of 

care, 124–125
reporting, 122–123
safety imagination, 125–126

Clostridium difficile, 480
CMS (Centers for Medicare and 

Medicaid Services), 6
accreditation, 51
FMEA (failure mode and effects 

analysis), 104
incentive payments, 53
metrics, 56
performance measurement, 8
reporting, 57

CNEs (chief nurse executives), 
428–429

CNOs (chief nursing officers), 
428–429, 434

CNS (clinical nurse specialist)
medication dispensary systems, 

396–402

pain management teams, 
395–396

roles, 393–395 
coaching, 174, 176, 277–278, 461. 

See also safety coaching
Code Blue Pit Crew Model, 362f
cognitive knowledge support, 213
Coleman Transitions Measure, 516
collaboration, 325

AAMC (American Association of 
Medical Colleges), 242–243

characteristics of effective teams, 
244–256

definition of, 42
drivers of safety in HROs, 41–43
interprofessional, 239–240, 484
IPEC (Interprofessional 

Education Collaborative), 244
linking team characteristics to 

HROs, 259
mandate for, 240–241
team training, 256–258
teamwork competencies, 

241–244
Collaboration and Satisfaction 

About Care. See CSACD
Collaborative Practice Assessment 

Tool. See CPAT
collective mindfulness, 62, 235
commitment-based management, 

175
committees

alarm safety, 196
infrastructure, 383

common cause analysis, 165
communication, 75, 265

culture and, 34
development, 490
drivers of safety in HROs, 43
horizontal communication 

channels, 418
Hot Topics, 402
mechanisms of, 402
pediatric patients, 281–282
simplification, 348
simulation, 338
standardization, 417, 436
transparency, 174

community, designing resilience 
through, 326–329

compassion, 328
competencies

alarm safety, 201, 203t–204t
leadership, 232–233
teamwork, 241–244
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complexity of healthcare system, 
10–12, 148–149

compliance, xxxi, 189
components

of high reliability, 64t
of HRO toolkits, 67t
Magnet, 443t–444t

Comprehensive Unit-Based Safety 
Program, 165

computerization, ISMP, 212–213
computerized physician order entry. 

See CPOE systems
confidence, teams, 295
confirmation bias, 142, 269
consistency in clinical practice, 216
constraints, ISMP, 212
consumers

demand of healthcare, 6
needs of, 19

control-based management, 175
controlling bias, 164–165
controls, NIOSH, 476f
cooperation, 248. See also 

collaboration
coping strategies, 291–292, 296
core values, 267
corrective actions, 374
costs

of healthcare, 5–6
of patient harm, 32–33
to replace nurses, 293
of telehealth, 517
VBP (value-based purchasing), 

7–8
councils, research, 461–462
COVID-19, 472, 474, 477–480. See 

also pandemics
CPAT (Collaborative Practice 

Assessment Tool), 253t
CPOE (computerized physician 

order entry) systems, 132–133, 
281, 419, 421, 423, 434

creativity, climate of trust, 247
credentials. See also accreditation

ANCC (American Nurses 
Credentialing Center), 52, 440

Magnet (American Nurse 
Credentialing Center), 307

credibility of analysis, 152
creeping determinism, 164
crises

fund availability, employees, 308
responses to, 316

CRM (crew resource management), 
42, 43f, 338, 355

Crossing the Quality Chasm: A New 
Healthcare System for the 21st 
Century (IOM, 2001), 49, 239

CSACD (Collaboration and 
Satisfaction About Care), 255t

cultivating resilience, 316
culture-process-technology 

approach, 214f
cultures

assessments, 196, 214
behaviors, 325
of blame, 14–15
creating, 58
designing resilience through, 

325–326
healthcare, 13
of healthcare, 6
Just Culture (see Just Culture)
maintaining gains, 380–386
organizational, 33–34 (see also 

organizational cultures)
organizations, 4
patient safety, 33–35
quality and safety, 385
safety, 8, 13, 34–35, 74–75, 124, 

171, 233
safety and HROs (high reliability 

organizations), 37–40
sustaining culture of safety, 

371–372
Cummings, Greta, 323
CUSP tool, 165
CUS technique, 258, 258f
customer satisfaction, 21
CVS, 413
cycles

opioid safety, 397f
process improvements, 377

D
D2B (door-to-balloon) time, 503
daily behaviors, 372
daily huddles, 417
daily safety huddles, 228
DAISY Award program, 328
data analysis, 383–384
databases, alarm safety, 187
data collection, 6, 397f
data standards, 216
deadlines, NPSG work plans, 

189–192

deaths due to healthcare harm, 28
debriefings, 157, 257, 335–336, 

337t, 365–367, 486
decision-making, 63, 244, 295, 325

groups, 250–251
RAPID, 375, 378

decision-support algorithms, 215
defaults, alarm safety, 199
defects, learning from, 485f
deference to expertise, 355, 416t, 

417, 420t, 429, 435, 450–451
interprofessional collaboration, 

239–240
patient engagement, 263–264
safety coaching, 277–278

deficits, knowledge, 398
Dekker, Sidney, 150, 164, 282
delays, 199
Department of Infection Prevention 

and Control (Emory Healthcare 
System), 477

depersonalization, 294
deployment of toolkits, 434–435
description-similarity slips, 139
DESC Script, 258
design

analysis, 302
experience-based, 270
HFE (Human Factors and 

Ergonomics), 135f
new processes, 115
processes, 27, 302, 385
project, 430
resilience, 315–316 (see also 

resilience)
safe principles, 379
work systems, 134, 143

determination, 296
development

interprofessional communication, 
490

of toolkits, 434–435
Tuckman’s four-stage model of 

team, 529
diagrams

example of fishbone, 160f
key driver, 339–340, 340f

difficulty, 295
dignity, 267–268
Disabilities Education Act (1997), 

279
disaster responses, 9–10
diseases

detectives, 473–476
prevention of, 5
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dissemination, 163
CAUTI (catheter-associated 

urinary tract infections), 499
evidence-based information, 525
head and neck operating room 

teams, 486–490
opioid safety, 402–405
virtual resource toolkits, 531

distress, 295
documentation

adverse event analysis, 376f
audits, 375f
data collection, 397f
huddles, 403f
Management of Autologous 

Graft Checklist Compliance 
form, 486

standardization, 216
domains, high reliability, 64t
double-check systems, ISMP, 211
Drenkard, Karen, 264
drills, RRTs (Rapid Response 

Teams), 367
drivers, nurse-sensitive quality, 418
Duke University, 309
Duncan, Thomas Eric, 471
dynamic environments, 148

E
early detection, 171
Ebola virus disease epidemic 

(2014–2016), 471, 476–477. 
See also pandemics

EBP (evidence-based practice), 
34–35, 57–58, 66, 75, 394. 
algorithms, 487f
bedside scientists, roles of, 456
Just Culture, 175
large healthcare system methods, 

430, 437
models, 378
versus research, 457
research agendas, 456

economic forces, work 
environments, 293

economic impact of patient harm, 
32

ECRI Institute, 186
EDs (emergency departments), 149, 

355, 414
safety practices, 412f
STEMI patients (see STEMI 

patients)

education, 34, 486
alarm safety, 201
bedside scientists, roles of, 459
blending technology, leadership 

and, 222–223
interprofessional, 240
IPEC (Interprofessional 

Education Collaborative), 244
ISMP (Institute for Safe 

Medication Practices), 120
Just Culture, 176–177
nurses, 36
resilience training programs, 

309–310
safety, 176–177, 241–242
telehealth, 520
updating teamwork 

competencies, 242
VitalsNow, 223

EHRs (electronic health records), 
211, 415. See also medication
ACA (Affordable Care Act), 216
innovation, 220
standardization, 215

EIS (Epidemic Intelligence Service), 
473

electronic chemotherapy order 
plans, 422f

electronic health records. See EHRs
electronic medical records. See 

EMRs
emergency departments. See EDs
emergent environments, 148
Emory Healthcare System, 477–479

checklists, 479f
COVID-19, 477–479
Department of Infection 

Prevention and Control, 477
Serious Communicable Disease 

Unit, 477, 478f
Standard Operating Procedure 

Playbook, 479
Emory University, 473
empathy, 285
empirical outcomes, 307
employees. See also nurses

accountability, 385
assistance counseling, 308
crisis fund availability, 308
recognition programs, 174

EMRs (electronic medical records), 
329

end points (of processes), 106
endurance, 296
engagement, 297

fostering, 325
patients, 263–264 (see also patient 

engagement)
workforce, 383

environments, Magnet hospitals, 
441t–442t

Epidemic Intelligence Service. See 
EIS

epidemiologists, 473
Erikson’s stages of human 

development, 298t
errors, 14–15, 61. See also failures

active, 150
analysis of, 418
chemotherapy case study, 421
goals of HFE (Human Factors 

and Ergonomics), 132–135
HROs (high reliability 

organizations), xxxii
human, 131, 338 (see also human 

errors)
human competence, 29
human error theory, 121
humans and complexity, 148–149
knowledge-based behaviors, 

141–144
latent, 150
learning from, 138–141
medication, 281
mitigation, 357–358
patient harm and, 28 (see also 

harm)
pediatric patients, 279–281
personal impact of, 174
prevention of, 75, 126, 372
ranking reduction strategies, 379
RCA (root cause analysis), 

147–148
recognition of, 34
reducing, 131–132, 144t, 368
repeating, 27
reporting, 383
reporting close calls, 122–123
retribution for, 170
rule-based behaviors, 141–144
skill-based, 139–141
system perspective of, 137–138
as system problems, 29
tracking, 30
types of, 29

escalation processes, 229f
ethics, 326
event-based surveillance, 473
event-free processes, 354
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events
adverse event analysis, 374, 376f
adversity, 328
data collection, 397f
in-hospital cardiac arrest,  

353–354
medical emergency event 

responses, 358
open discussions of, 374
outcomes, 136
patient safety, 120
pediatric patents, 285
preventing future, 151
responses to untoward, 357
responsibilities for, 137
reviews, 375, 396
safety, 135
sentinel (identified by TJC), 152

evidence-based information, 525
evidence-based practice. See EBP
exchanges, health insurance, 4
expectations, 87
experience, simulation, 335–336
experience-based design, 270
expertise

deference to, 18t, 91–92, 429 (see 
also deference to expertise)

interprofessional collaboration, 
239–240

patient engagement, 263–264
safety coaching, 277–278
telehealth, 512–513

explanations, 87–88
exposure, 14
external dissemination, 163
external stressors, 356

F
failure mode and effects analysis. See 

FMEA
failures, xxxii

actions when encountering close 
calls, 123–124

active, 137
calculating hazard scores,  

107–108
close calls, 119–120
compromise of patient safety, 121
defining close calls, 120–121
designing new processes, 115
failure to finish, 378–380
failure to move, 377–378
failure to see, 373–377

identifying, 113
implementing FMEA, 105–115
improving safety and quality of 

care, 124–125
lack of concern with, 172
mitigation, 113–115
organizational change 

frameworks, 373
pandemics, 480
predicting, 103–104
preoccupation with, 17t, 31,  

87–88, 122, 344, 354–355, 
416t, 418–419, 420t, 435, 
445–446

quality improvement tools, 
104–105

reporting, 418
responses to, 316
safety imagination, 125–126

fairness, 171
fall-prevention guidelines, 431–432
fall risk assessment tool, 430
false alarms, 199
families

cost of patient harm to, 32
participation, 269
partners with, 279
roles, 415

Family Medical Leave Act (1993), 
308

Fast Facts sheets, 398, 400f
fatigue, alarm, 188, 193, 194f, 322
fearless workplaces, 93–94
feedback, 13, 115, 174, 256,  

283–284, 306, 338, 374, 383–385, 
430

fellowships, research, 460–461
financials

benefits of HROs (high reliability 
organizations), 21

efficiency, 52–53
findings, disseminating, 163
first responders, 310
Fischhoff, Baruch, 164
fishbone analysis, 159–161, 374
five-factor model, 306
Five Whys tool, 105, 114, 158, 159f
flagging systems, 432
float pools, 292
FMEA (failure mode and effects 

analysis), 45
alarm safety, 189
designing new processes, 115
fatigue, 116
grids, 108t, 109–110

implementing, 105–115
measurement, 114
meetings, 116
quality improvement tools, 

104–105
SbCST (simulation-based clinical 

system testing), 341–344
scores, 111t
updating, 115

follow-up questions, reducing 
errors, 144t. See also questions

Forces of Magnetism, 440
Forgive and Remember: Managing 

Medical Failure (Bosk, 1979), 169
formal training. See training
forms, 403f. See also documentation
frameworks

improvement, 113–115
optimization, 210–213
organizational change, 372–380

frontline care, 321
frontline managers, roles and 

actions, 85t
frontline staff

roles of, 464
virtual resource toolkits, 523–524 

(see also virtual resource 
toolkits)

functions, ISMP, 212
future

preventing events, 151
sense of, 292

The Future of Nursing: Leading 
Change, Advancing Health (IOM, 
2010), 455–456

G
gap analysis, 368t–369t, 398
Garmezy model, 300
gathering information, RCA, 

154–155
GDP (gross domestic product), 5
Gladwell, Malcolm, 3, 23
Glasgow Coma scores, 363
goals

of alarm management, 194
of HFE (Human Factors and 

Ergonomics), 132–135
operational, 23
resilience, 318
strategic, 23
of teams, 244
virtual resource toolkits, 526
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governance
principles, 382–383
quality, 381

grids, FMEA, 108t, 109–110
gross domestic product. See GDP
group decision-making, 250–251
guidelines

fall-prevention, 431–432
HFE (Human Factors and 

Ergonomics), 135
NPSF (National Patient Safety 

Foundation), 156–157

H
H1N1 pandemic (1918), 471
HAIs (hospital-acquired infections), 

20–21, 38, 356
handovers, drivers of safety in 

HROs, 43–44
hardiness, 297
harm

catastrophic patient, 341
CAUTI (see CAUTI)
cost of patient harm, 32–33
drivers of safety in HROs, 44–45
management of patient harm, 31
overview of patient harm, 28
prevention of, 27, 29 (see also 

patient safety)
safety and, 28–33
typology of patient harm, 29–31
zero harm commitment, 12 (see 

also zero harm)
hazards

calculating hazard scores, 
107–108

in healthcare, 21
technology, 186

HBODs (hospital-based outpatient 
departments), 413

HCAHPS (Hospital Consumer 
Assessment of Healthcare 
Providers and Systems), 50, 51t, 
53
nursing practice and, 57

head and neck operating room 
teams, 483–484
assembling, 484–485
cancer treatment options, 484
dissemination, 486–490
huddles, 486
improvement, 489

methods, 485–486
outcomes, 486
reconstructive surgery, 484

healing, 327. See also resilience
health

SDOH (social determinants of 
health), 9

zero harm commitment, 12
Health Affairs (2013), 62, 235
healthcare

administration, 53–54
application of HROs to, 20
blame/no blame accountability, 

14–15
complexity of healthcare system, 

10–12, 148–149
components of, 10
costs, 5–6
cultures, 13
delivery, 173–174
disaster responses, 9–10
expansion of coverage, 7
FMEA (failure mode and effects 

analysis), 104
growth opportunities, 35
hazards in, 21
high reliability (see high 

reliability)
history of HROs (high reliability 

organizations), 16–17
HROs (see HROs (high reliability 

organizations))
human errors in, 135–137
integration, 264
large healthcare systems,  

427–428 (see also large 
healthcare systems)

models, 4–5
oversight, 8
percentage of GDP, 5
performance, 6
quality, 3 (see also quality)
reactivity versus proactivity, 

13–14
reform, 7
regulation, 8–9
resources, 50, 54
SDOH (social determinants of 

health), 9
simulation, 334–339 (see also 

simulation)
stressors in, 356
VBP (value-based purchasing), 

7–8

Healthcare and Reconciliation Act 
of 2010, 7

Healthcare Team Vitality 
Instrument. See HTVI

Healthcare Technology Foundation 
Survey, 196

Healthgrades (2015), 18
health insurance, 4. See also ACA 

(Affordable Care Act)
healthy work environment. See 

HWE
Hendrich II Fall Risk Model 

algorithm, 436
HFE (Human Factors and 

Ergonomics), 131–132, 135, 145
design cycles, 135f
goals of, 132–135
learning from errors, 138

high-fidelity simulation, 336, 340
high reliability

ambulatory care, 415–419
case studies, 419–424
concept of, xxxi
connection to resilience, 304
domains and components, 64t
driving simulation for, 339–349
Just Culture (see Just Culture)
key driver diagrams, 341f
large healthcare systems (see large 

healthcare systems)
leadership and, 84
models, 295
necessity of in healthcare, 295
patient engagement, 266–270
performance during pandemics, 

471–472 (see also pandemics)
principles, 420t
RCA (root cause analysis), 150
solutions, 416t
tipping points of, 3

High Reliability Health Care 
Maturity Model. See HRHCM

high reliability organizations. See 
HROs

high reliability organizations theory. 
See HROT

high risk environments, 148
hindsight bias, 157, 163–164
history of HROs (high reliability 

organizations), 16–17
Hollnagel, Erik, 10–12
hope, 296
horizontal communication channels, 
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cost of patient harm to, 32
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Magnet, 440–441, 441t–442t (see 
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patient safety (see patient safety)
performance measurement, 8
preoccupation with failure, 87–88
principles of, xxxii, 17–18, 20–21, 
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reluctance to simplify, 88–89
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safety improvements, 38–39
safety leadership, 86–92
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shifts in paradigms, 21–22
simulation, 333–334 (see also 

simulation)
simulation methodologies 

supporting, 340–349
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time to triage process change, 

509
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huddles, 257
daily, 417
forms, 403f
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teams, 486
pain management, 402

human development
Erikson’s stages of, 298t
resilience and, 297

human errors, 131, 338
goals of HFE (Human Factors 

and Ergonomics), 132–135
in healthcare, 135–137
Just Culture, 171
knowledge-based behaviors, 

141–144
learning from, 138–141
rule-based behaviors, 141–144
system perspective of errors, 

137–138
human error theory, 121
human factors, drivers of safety in 

HROs, 40–41
Human Factors and Ergonomics. 

See HFE
human interaction, 329
human performance, 355
human resources. See HR
HWE (healthy work environment), 

74, 306–307
characteristics of, 76t–77t
safety leadership, 76–77

I
ICM (Interactive Care Model), 271
ICU/SDU (intensive care unit/step-

down unit), 491–492, 493f, 499f
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identification. See ID
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IHCAs (in-hospital cardiac arrest 

events), 353–354, 358–359
drills, 367
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roles for teams, 360
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IHI (Institute for Healthcare 
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FMEA (failure mode and effects 

analysis), 104
IIC (Index of Interdisciplinary 
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ambulatory care, 434
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© 2021 by Sigma Theta Tau International Honor Society of Nursing. All rights reserved. 
Visit www.sigmamarketplace.org/sigmabooks to purchase the full book.



HIGH RELIABILITY ORGANIZATIONS, SECOND EDITION544

key driver diagrams, 339, 340t
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human errors, 171
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large healthcare systems, 427–428

assembling teams, 429
methods, 429–430, 437
outcomes, 430–434
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safe design principles, 379
tools, 375
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Learn-how activities, 175
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from defects, 485f
from errors, 138–141
from experience, 303
resilience, 297
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licensed practical nurses. See LPNs
life support, 359, 363
Likert scale, 516
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long-term outcomes, 434
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Lucian Leape Institute, 28

M
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administration), 132, 134
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commitment-based, 175
control-based, 175
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defining post-operative, 104
FMEA teams, 105–106
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Management of Autologous Graft 
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safety, 233
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high reliability, 295
HRHCM (High Reliability 
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431–432

future events, 151
harm (See also CAUTI)
infections, 472

prevention
of diseases, 5
of errors, 75, 126
of harm, 29
HRO theory, 15–16

Prevention Epicenter of Emory and 
Atlanta Consortium Hospitals. 
See PEACH

Prevention Epicenters Program 
(CDC), 476

prevention of errors, 372
primary care practices. See PCPs
primary themes, 529t
principles

accountability, 174
governance, 382–383
high reliability, 420t

of HROs (high reliability 
organizations), xxxii, 17–18, 
20–21, 37, 57–58, 229–230, 
265, 333–334, 354–356, 
435–437

human factor ergonomics, 41t
of resilient organizations, 303
shifts in, 329

priorities, competing, 123
proactivity, reactivity versus, 13–14
problems, anticipating, 303
problem-solving, 41, 250–251, 292
procedures, 154–155
processes

accountability, 233–234
analysis, 108
blood-scanning, 107f
design, 27, 302, 385
designing new, 115
escalation, 229f
event-free, 354
evidence-based, 34
identifying, 105
improvements, 4, 20, 377
mapping, 104–106, 155–156, 375
measurement, 162
optimizing, 209–210
organizational, 83t
RCA (root cause analysis), 

153–163
revisions, 111f
SbCST (simulation-based clinical 

system testing), 341–344
simulation, 335
standardization, 214
STEMI (ST-segment elevation 

myocardial infarction) 
patients, 504–508

time to triage process change, 
509

professionalism, 326, 385–386
professional practice, 307, 442
Professional Research Consultants. 

See also PRC
programming manikins, 335–336
programs, alarm safety, 196–206
project design, 430
prospective memory, 135
protocols, ISMP, 212
psychological safety, 77–78, 336
PTSD (post-traumatic stress 

disorder), 292, 294
punishments, 374
purpose, sense of, 292
PVCs (premature ventricular 

contractions), 192
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Q
QSEN (Quality and Safety 

Education for Nurses), 241, 242t
quality, 49–50

achieving excellence in outcome, 
58–59

blame/no blame accountability, 
14–15

of care, 4
complexity of healthcare system, 

10–12
disaster responses, 9–10
EBP (evidence-based practice), 

57–58
education for nurses, 36
financial efficiency, 52–53
governance, 381
healthcare administration, 53–54
healthcare costs, 5–6
improvements, 35, 162
improving, 124–125
indicators, 50–54
interventions, 517f
metrics, 50, 418
models of healthcare, 4–5
nurse-sensitive drivers, 55–57 

(see also nurse-sensitive quality 
drivers)

nurse-sensitive quality drivers, 
418

patient expectations, 50–51
performance, 6
Plan, Do, Check, Act quality 

improvement model, 396, 397f
regulation metrics, 51–52
science, 75
shift of thinking in healthcare, 3
of telehealth, 516
virtual resource toolkits, 

530t–531t
Quality and Patient Safety Resource 

Toolkit, 529
Quality and Safety Education for 

Nurses (QSEN), 28
quality improvement tools, FMEA, 

104–105
questions

about simplification, 349
assessment, 529t
HCAHPS (Hospital Consumer 

Assessment of Healthcare 
Providers and Systems), 51t

reducing errors, 144t
surveys, 65t

quick fixes, 123

R
RAPID decision-making, 375, 378
rapid responses

launching, 303
team training, 353–354

Rapid Response Teams. See RRTs
Rasmussen, Jens, 158
RCA (root cause analysis), 45, 136, 

147–148, 485
applying process of, 153
assembling teams, 156–158
avoiding bias, 163–165
CAUTI (catheter-associated 

urinary tract infections), 498
discovering system issues, 149–

150
disseminating findings, 163
gathering information, 154–155
humans and complexity, 148–149
identifying actions, 161–162
identifying root causes, 158–161
mapping processes, 155–156
measuring success, 162–163
new view of safety, 151f
preventing future events, 151
safety, 150–151
steps to an effective, 153–163
TJC (The Joint Commission), 

152–153
RCS (Relational Coordination 

Scale), 253t
reactivity versus proactivity, 13–14
readmissions, 511–512. See also 

telehealth
CHAH (Centura Health at 

Home), 516t
problems, 511

realism of simulations, 336
real-time data, 215
Reason, James, 69, 103–104, 121, 

123, 137, 142, 149–150, 170, 232
rebounding, 296
reconstructive surgery, 484
recording simulation, 335
records

case, 367
EHRs (electronic health records), 

415 (see EHRs)
PCPs (post-code pauses), 366f

recovery resilience, 295
recuperability, 297
red rules, 69
reducing errors, 131–132
reflection, 306
reform, healthcare, 7
registered nurses. See RNs
regulation, 11

healthcare, 8–9
metrics, 51–52

regulations
alarm safety, 187–192
resources, 52

Relational Coordination Scale. See 
RCS

relational resilience, 304, 305t
relationships

leadership, 325
strength of, 303

reliability, 38
hierarchy of, 213
patient engagement, 265–266
promoting, 340
on teams, 245
technology, 296

reliable care, 270–274
activation levels, 271–274
challenges to, 274
ICM (Interactive Care Model), 

271
remediation, 374
reminders, automation, 216
remote patient monitoring. See 

RPM
reperfusion times, 503–504. See also 

STEMI patients
reporting. See also IOM

anonymous, 326
close calls, 122–123
CMS (Centers for Medicare and 

Medicaid Services), 57
drivers of safety in HROs, 44–45
errors, 383
failure, 418
improving safety and quality, 

124–125
IOM (Institute of Medicine) (see 

IOM)
Keeping Patients Safe report 

(IOM, 2003), 371
NDNQI (National Database of 

Nursing Quality Indicators), 
55, 57
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NPSF (National Patient Safety 
Foundation), 151–153, 157, 
160–161

public, 6
quality, 50
safety concerns, 385

rescues
data collection, 397f
rates, 404f

research
agendas, 456–457
barriers to implementation, 

457–458
bedside scientists and, 456–458
councils, 461–462
EBP (evidence-based practice) 

versus, 457
fellowships, 460–461
models, 462f
nurse research projects, 460t
teams, 462–463

resilience, 10, 12, 291–292
analysis, 304
burnout, 321
burnout and, 317
characteristics of, 296–297
children, 291–292
commitment to, 18t, 90–91, 356, 

416t, 419, 420t, 435, 448–449
components of, 318
concept of, 297–305
connection to high reliability, 

304
criteria to achieve, 303
cultivating, 316
decrease in, 294
definition of, 294–297, 371–372, 

419
designing through community, 

326–329
designing through culture, 

325–326
designing through leadership, 

323–325
error mitigation, 357–358
failure (see failures)
financial efficiency, 52
gap analysis, 368t–369t
goals, 318
HROs (high reliability 

organizations), 295–296, 
316–317

HRO theory, 16
identifying, 368–369
individual, 297–300, 317–319

leadership, 320
measurements, 298t–300t
mirroring, 324
organizational, 300–304, 307–308
organizational change, 372–380
patient engagement, 265–266
personal strategies, 305–307
practical applications of training 

programs, 309–310
resilience-building strategies, 

305–308
responses to untoward events, 

357
social-ecological perspective of, 

317f
stressors in healthcare, 356
sustaining culture of safety, 

371–372 (see also sustaining 
culture of safety)

system, 320
teams, 319–320, 324
TeamSTEPPS (Team Strategies 

and Tools to Enhance 
Performance and Patient 
Safety), 305t

team training events, 358–367
theory, 292
training, 353–354
triadic models of, 300
workplace ecosystems, 320–329

Resilience in Stressful Events. See 
RISE

resources
accreditation, 52
CRM (crew resource 

management), 42, 43f, 338
diversifying, 303
healthcare, 50, 54
hospital administration, 54
investments, 382–383
leveraging, 429
regulations, 52
simulation, 342

respect, 267–268
responses

to cardiac arrest events, 363–364
medical emergency event, 358
RRTs (Rapid Response Teams), 

358–359
to untoward events, 357

responsibilities
of bedside scientists, 464–466
simulation, 335
teams, 251

restraints, standardization, 215

results
pilot studies, 431–432
virtual resource toolkits, 528–531

resuscitation teams, 360
retail clinics, 412t, 413
return on investment. See ROI
reviews

data collection, 397f
events, 375, 396
peer reviews, 282, 372

revisions, processes, 111f
rewards, accountability, 379
RISE (Resilience in Stressful 

Events), 328
risk, 14

alarm safety, 186 (see also alarm 
safety)

of harm to patients, 35 (see also 
harm)

Hendrich II Fall Risk Model 
algorithm, 436

mitigation, 229
for moral distress, 316

Rite Aid, 413
RNs (registered nurses), 410. See 

also nurses
Robert Wood Johnson Foundation, 

28, 241, 353, 456, 460
ROI (return on investment), 437
roles

of  advanced practice nurses, 
394–395, 465–466

of bedside scientists, 455–456 (see 
also bedside scientists, roles of)

of CNSs (clinical nurse 
specialists), 393–395

of families, 415
of frontline staffs, 464
for IHCA teams, 360
of NPs (nurse practitioners), 

465–466
of patients, 415
for RRTs (Rapid Response 

Teams), 360t–361t
of safety leadership, 84–85

rolling with resistance, 284
Roosevelt, Theodore, 279
root cause analysis. See RCA
root causes, identifying, 158–161
rounds, interprofessional, 329
RPM (remote patient monitoring), 

514
RRTs (Rapid Response Teams), 

358–359
debriefing, 365–367
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drills, 367
planning, 359
roles, 360t–361t
team development, 359–362
training for, 363

rule-based behaviors, 141–144
rules

of causation, 160, 161t
ISMP (Institute for Safe 

Medication Practices), 120
Two-Challenge Rule, 258

rural hospitals, 458t

S
SA (situation awareness), 142
Sackett, David, 66
safety, 35

actions, 381
advances in safety science, 11
alarm, 185–186 (see also alarm 

safety)
ambulatory care, 411t–412t
behaviors, 228
benefits of HROs (high reliability 

organizations), 21
checklists, 478f
close calls (see close calls)
commitments, 173
cultures, 8, 13, 34–35, 124, 171, 

233
cultures and HROs (high 

reliability organizations), 
37–40, 278

education, 36, 176–177, 241–242
events, 135
HFE (Human Factors and 

Ergonomics), 132
huddles, 67, 68t
imagination, 125–126
implementation, 12
improvements, 38–39
improving, 124–125
interventions, 431–432
key driver diagrams, 341f
leadership, 380–382, 415
maintaining gains, 380–386
metrics, 233
NPSF (National Patient Safety 

Foundation), 151–153, 157, 
160–161

NPSG (National Patient Safety 
Goal), 187

opioid, 393–394
patient, 27–28 (see also patient 

safety)
psychological, 336
RCA (root cause analysis), 

150–151
science, 74
sustaining culture of, 371–372
technology, 223 (see also 

technology)
tiered safety huddles, 227 (see also 

tiered safety huddles)
safety coaching, 277–278, 282–285

errors with pediatric patients, 
280–281

HROs (high reliability 
organizations), 278

near misses, 281–282
pediatric health systems, 280
pediatric safety, 278–282
triggers, 283

safety leadership, 73–74
commitment to resilience, 90–91
deference to expertise, 91–92
fearless workplaces, 93–94
HROs (high reliability 

organizations), 86–92
HWE (healthy work 

environment), 76–77
leadership commitment, 75–76
preoccupation with failure, 87–88
psychological safety, 77–78
reluctance to simplify, 88–89
roles and structures, 84–85
safety cultures, 74–75
sensitivity to operations, 89–90
style of, 78–83

Safety Organizing Scale. See SOS
Salzburg Global Seminar (1998), 

264
satisfaction, HFE, 132
SBAR (situation/background/

assessment/recommendation) 
model, 43–44, 171–172 

SbCST (simulation-based clinical 
system testing), 341–344

SBI (Situation-Behavior-Impact) 
Feedback Tool, 283

scales, SOD, 108t–109t
scanning, 113
scenarios, simulation, 334–335
schedules

policies, 308
toilet, 432

Schein, Edgar, 61

science
quality, 75
safety, 74

scope
for ambulatory care, 410–414
creep, 116

scores
calculating hazard, 107–108
FMEA (failure mode and effects 

analysis), 111t
scripts for simulation, 335
SDOH (social determinants of 

health), 9
self-awareness, 323
self-deception, 306
self-efficacy, 296
self-management, 517
senior leaders, roles and actions, 85t
sensitivity to operations, 17t, 342, 

355, 416t, 417, 420t, 435,  
447–448
alarm safety, 185–186 (see also 

alarm safety)
optimization, 209–210
tiered safety huddles, 227
time to triage process change, 

509
sentinel event alerts, 187
Sepsis Prediction and Optimization 

of Therapy. See SPOT
September 11, 2001, 357
Serious Communicable Disease 

Unit (Emory Healthcare 
System), 477, 478f

serious reportable events. See SREs
settings (physical) for ambulatory 

care, 410–414
severity, occurrence, and detection. 

See SOD
shared mental models, 246
shared system accountability, 31
Shining a Light: Safer Health Care 

Through Transparency (Lucian 
Leape Institute, 2015), 384

shortages of nurses, 292
simplification

common questions, 349
communication, 348
goals of HFE (Human Factors 

and Ergonomics), 132–135
human errors in healthcare, 

135–137
Just Culture (see Just Culture)
knowledge-based behaviors, 

141–144
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learning from errors, 138–141
RCA (root cause analysis) (see 

RCA)
reducing errors, 131–132
reluctance, 17t, 342, 354–355, 

416t, 418, 420t, 435–436, 
446–447

reluctance to simplify, 88–89
rule-based behaviors, 141–144
safety, 150–151
system perspective of errors, 

137–138
simulation

benefits of, 337–339
case studies, 343–344
driving for high reliability, 

339–349
experience, 335–336
healthcare, 334–339
high-fidelity, 336
HROs (high reliability 

organizations), 333–334
JITP (simulation-based just-in-

time/place), 346–349
key driver diagrams, 339–340, 

340f
methodologies supporting 

HROs, 340–349
methods, 336
outcomes of, 337–339
recording, 335
resources, 342
SbCST (simulation-based clinical 

system testing), 341–344
scenarios, 334–335
simulators, 335
in situ, 347

simulation-based clinical system 
testing. See SbCST

simulation-based just-in-time/place. 
See JITP

simulation-based rapid cycle, 
344–346

site assessments, 302
situation, background, assessment, 

and recommendation. See SBAR
situational awareness, 192–193
situational learning, 229–230
situation awareness. See SA
Situation/Background/Assessment/

Recommendation model. See 
SBAR model

Situation-Behavior-Impact 
Feedback Tool. See SBI

situations
awareness, 246
monitoring, 245–246

Six Sigma, 430
skill-based behaviors, 138–141
skill-based errors, 139–141
Skilled Nursing Facilities, 511
skills

CNS (clinical nurse specialist), 
395

leadership, 84f
QSEN (Quality and Safety 

Education for Nurses), 241, 
242t

quality and safety education, 36t
slips

defining, 140
description-similarity, 139

SMEs (subject matter experts), 
422–423

SOAPC (Survey of Organizational 
Attitudes of Primary Care), 252t

social competence, 292
social determinants of health. See 

SDOH
social-ecological perspective of 

resilience, 317f
social forces, work environments, 

293
social support, 296, 322, 327
SOD (severity, occurrence, and 

detection), 108
SOS (Safety Organizing Scale), 252t
specialty practices, 411t, 412
SPO (structure, process, outcome) 

model, 162
SPOT (Sepsis Prediction and 

Optimization of Therapy), 213
SREs (serious reportable events), 52
staff

accountability, 173
engagement (telehealth), 

518–519
frontline (see frontline staffs)

staging simulation, 335
standardization, 209–210, 213–216

cautionary notes, 223–224
communication, 417, 436
documentation, 216
EHRs (electronic health records), 

215
interoperability (technology), 

216–222
ISMP (Institute for Safe 

Medication Practices), 212

of nursing practices, 434
processes, 214
restraints, 215

Standard Operating Procedure 
Playbook (Emory Healthcare 
System), 479

standards. See also standardization
data, 216
HFE (Human Factors and 

Ergonomics), 135
TJC (The Joint Commission), 8

standard work, incorporating, 
268–269

start points (of processes), 106
status, NPSG work plans, 189–192
status quo, questioning, 269
Stead, William, 213
STEEP, 39–40
STEMI (ST-segment elevation 

myocardial infarction) patients, 
503–504
PDSA (Plan, Do, Study, Act) 

model, 504–508
time to triage process change, 

509
stigmas, 123
strategic goals, 23
strategies

coping, 291–292, 296
HROs (high reliability 

organizations), 23
implementation, 22
leadership resilience, 320
organizational resilience,  

307–308
pain management, 393–394
personal resilience, 305–307
resilience-building, 305–308
simulation (see simulation)
TeamSTEPPS (Team Strategies 

and Tools to Enhance 
Performance and Patient 
Safety), 301

virtual resource toolkits, 526–528
stress

and resilience, 300
workplace, 322

stressors in healthcare, 356
structural empowerment, 307, 442, 

443t–444t
structure, process, outcome. See 

SPO
structures

alarm safety, 198
leadership, 417
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leveraging, 429
measurement, 162
safety leadership, 84–85
of tiered safety huddles, 231–233

ST-segment elevation myocardial 
infarction patients. See STEMI 
patients

subject matter experts. See SMEs
substance abuse, 153
success

of ambulatory care, 434
measuring RCA, 162–163
and telehealth, 518–520

support
cognitive knowledge, 213
decision-support algorithms, 215
life support, 359, 363
mutual (see mutual support)
for persons who commit errors, 

174
of RCA teams, 157
resource investments, 382
simulation methodologies, 

340–349
social, 322, 327
teams, 245
TeamSTEPPS (Team Strategies 

and Tools to Enhance 
Performance and Patient 
Safety), 305t

telehealth, 519
virtual resource toolkits, 525–526

surgical checklists, 477f
surveillance, pandemics, 473
Survey of Organizational Attitudes 

of Primary Care. See SOAPC
surveys

Agency for Healthcare Research 
and Quality Culture of Safety 
Survey, 66

AHRQ Hospital Survey on 
Patient Safety Culture, 64

AHRQ safety culture, 124
HCAHPS (Hospital Consumer 

Assessment of Healthcare 
Providers and Systems), 50, 
51t, 53

Healthcare Technology 
Foundation Survey, 196

questions, 65t
TJC (The Joint Commission), 66

survival rate improvements, 339
sustaining culture of safety, 371–372

maintaining gains, 380–386
organizational change, 372–380

sustaining gains, 302
Swiss cheese model, 121, 137, 149
systems

perspective of errors, 137–138
practice councils, 429
resilience, 320
SbCST (simulation-based clinical 

system testing), 341–344

T
table of contents, virtual resource 

toolkits, 530t–531t
TDMQ (Team Decision-Making 

Questionnaire), 254t
teaching Just Culture, 176–177
Team Decision-Making 

Questionnaire. See TDMQ
teaming, 69
teams

accountability, 385–386
assembling, 156–158, 421–422
awareness, 245–247
building resilience through 

training events, 358–367
characteristics of effective, 

244–256
confidence, 295
definition of, 42
error mitigation, 357–358 (see also 

errors)
FMEA (failure mode and effects 

analysis), 105–106
goals of, 244
group decision-making, 250–251
head and neck operating room, 

483–484
IHCAs (in-hospital cardiac arrest 

events), 359–362
interdisciplinary, 402
large healthcare systems, 429
leadership, 244
linking team characteristics to 

HROs, 259
meetings, 227–228 (see also 

meetings)
mutual support, 245
orientation, 248–249
pain management, 395–396
research, 462–463
resilience, 319–320, 324
resuscitation, 360
RRTs (Rapid Response Teams), 

358–362

shared mental models, 246
shared responsibilities, 251
situation awareness, 246
situation monitoring, 245–246
support of RCA, 157
telehealth, 513–514
tools, 252t–258t
training, 245, 256–258, 353–354
trust on, 247–249
Tuckman’s four-stage model of 

team development, 529
Two-Challenge Rule, 258
virtual resource toolkits, 525–526

TeamSTEPPS (Team Strategies and 
Tools to Enhance Performance 
and Patient Safety), 43, 171, 
245, 247f, 252t, 256–258, 257f, 
301–302, 308–309
implementation phases, 302
resilience, 305t

team-training programs, 301–302
teamwork, 34, 75, 325

AAMC (American Association of 
Medical Colleges), 242–243

competencies, 241–244
drivers of safety in HROs, 41–43
QSEN (Quality and Safety 

Education for Nurses), 241, 
242t

simulation, 338
technology, 209–210

adoption of, 223
alarm safety, 198 (see alarm 

safety)
blending education, leadership 

and, 222–223
cautionary notes, 223–224
complexity of, 185–186
hazards, 186
interoperability, 216–222
reliability, 296
standardization, 213–216
telehealth, 519
work environments, 293

telehealth, 414, 511–512
assembling teams, 513–514
costs, 517
deferring to experts, 512–513
definition of, 414
methods, 514–515
outcomes, 515–518
readmission problems, 511
safety practices, 412t
solutions, 220
success and, 518–520
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support, 519
technology, 519
training, 519

telemetry models, 198
templates

central line insert checklist, 
217f–218f

learning, 234t
testing, SbCST, 341–344
Texas Health Presbyterian Hospital, 

471
theory

HROs (high reliability 
organizations), 15–16

HROT (high reliability 
organizations theory), 
491–494 (see also HROT)

human error theory, 121
resilience, 292

Through the Patient’s Eyes (Gerteis, 
Edgman-Levitan, Daley, & 
Delbanco, 1993), 264, 270–271

tiered safety huddles, 227. See also 
huddles
accountability, 233–234
agendas, 231t
daily safety huddles, 228
escalation processes, 229f
leadership, 232–233
in practice, 228–229
responsibilities, 232f
situational learning, 229–230
structure of, 231–233

timeliness, 156t
time off, 308
time to triage process change, 509
The Tipping Point: How Little Things 

Can Make a Big Difference 
(Gladwell, 2002), 3

TJC (The Joint Commission), 8–9, 
35, 43, 171
accreditation, 51
Accreditation of Hospital 

Organizations, 295
alarm safety, 187, 197 (see also 

alarm safety)
central line insert checklist 

template, 217f–218f
consistency in clinical practice, 

216
FMEA (failure mode and effects 

analysis), 103
metrics, 56
RCA (root cause analysis), 

152–153

sentinel event alerts, 187
survey cycles, 66

To Err Is Human (IOM report, 
1999), 4, 27, 61, 74, 121, 149, 
169–170, 227, 235, 321, 338, 371

toilet schedules, 432
toolkits

development, 434–435
HROs (high reliability 

organizations), 66–70
Quality and Patient Safety 

Resource Toolkit, 529
virtual resource, 523–524 (see also 

virtual resource toolkits)
tools

assessment, 433f
CAUTI (catheter-associated 

urinary tract infections) 
prevention audit, 496f

CPAT (Collaborative Practice 
Assessment Tool), 253t

CUSP, 165
fall risk assessment, 430
fishbone analysis, 159
Five Whys, 105, 114, 158, 159f
JCAT (Just Culture Assessment 

Tool), 172
lean, 375
quality improvement, 104–105
RCA (root cause analysis) (see 

RCA)
SBI (Situation-Behavior-Impact) 

Feedback Tool, 283–284
simulation, 333–334 (see also 

simulation)
teams, 252t–258t
TeamSTEPPS (Team Strategies 

and Tools to Enhance 
Performance and Patient 
Safety), 301, 305t

visual management, 233, 234t, 
378f

Total Performance Score, 7
tracking

errors, 30
visual management, 233, 234t

traffic control, 361
tragic events, 295
training. See also education

building resilience through team 
events, 358–367

for cardiac arrest events, 362–363
just-in-time, 379
resilience, 353–354

resilience training programs, 
309–310

for RRTs (Rapid Response 
Teams), 363

safety cultures, 381
teams, 245, 256–258
team-training programs, 301–302
telehealth, 519

transactional leadership, 79t
transformational leadership, 79t, 

82t–83t, 307, 323, 442
Transforming Care at the Bedside 

(RWJF, 2011), 456, 460
transitions, care transition 

management, 414
transparency, 31, 374, 384–385

communication, 174
Just Culture, 173

trauma, 295
traveling nurses, 292
triadic models of resilience, 300
triggers

for RRT events, 363
safety coaching, 283

Trinity Health, 520
trust on teams, 247–249
Tuckman Model of Team 

Functioning, 247–248
Tuckman’s four-stage model of team 

development, 529
turnover, nurses, 293
Two-Challenge Rule, 258
types of organizations, 302
typology of patient harm, 29–31

U
UK (United Kingdom), 248
United Nations High-level Panel 

on the Global Response to 
Health Crises (2016), 10

unit type and number of 
participants, 528f

University of Pennsylvania, 169
untoward events, responses to, 357
updating teamwork competencies, 

242
urban hospitals, 458t
urgent care clinics, 412t, 413
U.S. News and World Report (2015), 

18

© 2021 by Sigma Theta Tau International Honor Society of Nursing. All rights reserved. 
Visit www.sigmamarketplace.org/sigmabooks to purchase the full book.



HIGH RELIABILITY ORGANIZATIONS, SECOND EDITION556

V
value-based pay for performance, 

511
value-based purchasing. See VBP
Value-Based Purchasing program 

(CMS), 6
values, 33, 328
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