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Our Focus

ÁElements of high reliability organizations (HROs) 

ÁDifferentiating characteristics of HRO leaders that 

enable them to manage under trying conditions 

ÁFundamentals of human performance philosophy 

and improving human performance in complex 

systems 



Slide 3

High Reliability Organizations (HROs)

ñoperate under very trying conditions all 

the time and yet manage to have fewer 

than their fair share of accidents.ò

Managing the Unexpected

By Karl E Weick & Kathleen M Sutcliffe
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Applied Reliability

Healthcare Aviation Nuclear

Safe

(unexpected death)

10-3

(per admission)

10-7

(per departure)

10-8

(per year)

Effective
82.1%

(care for heart attack)

83.8% 

(on time in Charlotte)

89.6%

(capacity factor)

Efficient
$15,417

(per admission)

14.6 ¢ 

(per ASM)

1.72 ¢ 

(per kWh)

Customer Centered
89.2%

(listened & explained)

664

(of 1000)
commodity
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Principles of Human Performance
Excellence in Human Performance, Institute of Nuclear Power Operations (1997)

ÁAll people are fallible, and even the best make mistakes.

ÁIndividual behavior is influenced by organizational 
processes and values.

ÁError-likely situations are predictable, manageable, and 
preventable.

ÁPeople achieve high levels of performance based largely 
on the encouragement and reinforcement received from 
leaders, peers, and subordinates.

ÁEvents can be avoided by an understanding of the 
reasons mistakes occur and application of lessons 
learned from past events.
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10-6

10-5

10-4

10-3

10-2

10-1

Optimized

Outcomes

Reliability Synergy

Process Design
Evidence-Based Best Practices

Technology Enablers

Intuitive Work Environment

Resource Allocation

Continuous Quality Improvement

Behavior Accountability
Behavior Expectations

Knowledge & Skills

Reinforce & Build Accountability

Integrated With
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Complementary Strategies

éand on, 

and on, 

and oné
Culture

Behavior Expectations for Error Prevention & 

High Reliability Performance Management

Central Line
Infections

Hand
Hygiene

Surgical Site
Infections

Codes Outside
the ICU
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ñClinical Bundleò

Process Design
Behavior

Accountability

In VAP Preventioné

ñPeople Bundleò
Å Shown as Check Each Other & 

Coach Each Other

Å Prevents unintended slips and lapses

4 for VAP Prevention

1. Elevation of the head of the 

bed to between 30 and 45 

degrees

2. Daily ñsedation vacationò and 

daily assessment of 

readiness to extubate

3. Peptic ulcer disease (PUD) 

prophylaxis

4. Deep venous thrombosis 

(DVT) prophylaxis (unless 

contraindicated)
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Exceptional Outcomes
Healthcare That Is SafeïZero Events of Harm
Timely, Effective, Efficient, Equitable & Patient Centered

Reliability Science
Knowledge and understanding of human error and

human performance in complex systems 

Donõt Hurt Me, Heal Me, & Be Nice To MeWill

Reliability Culture
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Behaviors
of Individuals & Groups

Design of

Culture
Behaviors for

Error Prevention,
Red Rules, CRM

Design of

Structure

Design of

Technology & 
Environment

Electronic medical record,
barcode technology,

smart pumps

Design of

Policies &
Protocols
Focus & Simplify

Design of

Work
Processes
Lean, Six Sigma

Means

Execution

Leadership
Reinforce & Build Accountability

for performance expectations and
Find & Fix system problems
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"At the sharp end, there is almost always a 

discretionary space into which no system 

improvement can completely reach...

Systems cannot substitute the responsibility borne 

by individuals within that space."

Sidney Dekker
Just Culture: Balancing Safety & Accountability (2007)
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Hard Core Safety Culture

Safety exists as an explicit core value, not an 

implicit assumption within the organization.

Vital behaviors for human error prevention are 

prescriptive and concrete, not abstract.

The organization rigorously reinforcing behavior 

expectations as work habit and finds and fixes 

system problems that influence behavior.
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Building a Reliable Culture

TM

Step 1: Set Expectations
Define Safety Behaviors & Error Prevention Tools proven 
to help reduce human error

Step 2: Educate
Educate our staff and medical staff about the Safety 
Behaviors and Error Prevention Tools

Step 3: Reinforce & Build Accountability
Practice the Safety Behaviors and make them our 
personal work habits
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Accountability

NOT about 
punishing the person

Building intrinsic motivation of 
the individual to meet 
performance expectations


