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About me
Current positions:
• Regional Medical Director for Providence Medical Group 
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• Providence St. Vincent Medical Center, Department Chair 

Family Medicine 
• Physician development coach, mentor, advisor

Training:
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College of Virginia, Richmond, VA
• FM residency: University of Pittsburgh/St. Margaret 

Memorial Hospital, Pittsburgh, PA



Learning Objectives

High Reliability 
Organization HRO tools

Applying HRO tools in 
healthcare

Psychological Safety 
and impact on Well 
Being



Case #1



Case #1
• 75 yo gentleman is accompanied to clinic by his wife (also of 

similar age)  for his regular medical appointment.
• Wife tells front desk receptionist that she hasn’t been feeling well 

and has dizziness and chest pressure.
• Receptionist is concerned and goes to find the clinic RN.
• RN is offsite. 
• Dr. X is in an exam room with a patient. Last time she knocked on 

the door, she was yelled at for the interruption. 
• MA tells receptionist to make an appointment for the wife at the 

next available timeslot which is in one week. 



What is a High Reliability Organization

• An organization that operates in complex, high-
hazard environments for extended periods of time 
without serious accidents or catastrophic failures 
despite the inherent risks.

Presenter Notes
Presentation Notes
What organizations are highly complex and have inherent risks?
Healthcare
Airline
Law enforcement
Amusement park




HRO characteristics

Sensitivity to 
Operations

Reluctance to 
Simplify

Preoccupation 
with failure

Defer to 
Expertise

Continuous 
Improvement

Presenter Notes
Presentation Notes
1. Be sensitive to operations. Leaders and staff need to be constantly aware of how processes and systems affect the organization.; “Every system is perfectly designed to give you exactly what you are getting today. It reflects Edward Deming’s core belief that systems — whether in business, government, or any organization — produce exactly the outcomes they were designed to produce, even if those outcomes are undesirable
2. Be reluctant to accept simple explanations for problems. HROs resist broad excuses and dig in to find root causes
3. Have a preoccupation with failure. Every employee has a shared responsibility, encouraged to identify and report and share best practice.
4. Defer to expertise means getting feedback from employees, supervisors and other staff members. As they are the ones implementing and affected directly.
5. Be resilient. Be prepared to respond to failures and look for new solutions.




HRO key principles

1.When errors occur, Focus on the Why, and not the Who
2.Create a “Just Culture” that balances unintentional human error, individual 

accountability, and systems thinking
3.Employees feel safe to report harm, errors, near misses
4.Reports and feedback are understood as development opportunities, not punitive
5.Leaders set the intention and the frontline staff help to inform the direction
6.Empower staff to lead continuous improvement projects within their own 

workspace

• A Guide to High-Reliability Organizations (HRO) in Healthcare | GHX

• What are high reliability organizations (HRO)? | Wolters Kluwer

Presenter Notes
Presentation Notes
A "characteristic" is a distinguishing trait or quality of someone or something, while a "principle" is a fundamental truth or proposition that serves as the foundation for a system of belief or behavior.

https://www.ghx.com/the-healthcare-hub/hro-healthcare-guide/
https://www.ghx.com/the-healthcare-hub/hro-healthcare-guide/
https://www.ghx.com/the-healthcare-hub/hro-healthcare-guide/
https://www.ghx.com/the-healthcare-hub/hro-healthcare-guide/
https://www.wolterskluwer.com/en/expert-insights/what-are-high-reliability-organizations-hro
https://www.wolterskluwer.com/en/expert-insights/what-are-high-reliability-organizations-hro


Impact of medical errors

• Estimated ~134 million adverse events occur globally each year 
(1:10)

• US data estimates ~250,000 deaths per year (3rd leading cause of 
death in the US)

• Adverse drug events 39%
• Surgical or procedural events 30%
• Falls and pressure ulcers 15%
• Other healthcare associated infections 12%

>50% errors go unreported

Presenter Notes
Presentation Notes
1.
Poor Quality Care in Healthcare Settings: An Overlooked Epidemic.
Frontiers in Public Health. 2024. Kumah A.
2.
Reducing Medical Errors and Adverse Events.
Annual Review of Medicine. 2011. Pham JC, Aswani MS, Rosen M, et al.
3.
Disclosure of “Nonharmful” Medical Errors and Other Events: Duty to Disclose.
Archives of Surgery. 2012. Chamberlain CJ, Koniaris LG, Wu AW, Pawlik TM.
4.
Your Health Care May Kill You: Medical Errors.
Studies in Health Technology and Informatics. 2017. Anderson JG, Abrahamson K.
5.
Estimating Hospital Deaths Due to Medical Errors: Preventability Is in the Eye of the Reviewer.
The Journal of the American Medical Association. 2001. Hayward RA, Hofer TP.
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6.
Prevalence, Severity, and Nature of Preventable Patient Harm Across Medical Care Settings: Systematic Review and Meta-Analysis.
BMJ. 2019. Panagioti M, Khan K, Keers RN, et al.
7.
The Safety of Inpatient Health Care.
The New England Journal of Medicine. 2023. Bates DW, Levine DM, Salmasian H, et al.




WHY

Patient safety

High quality work

Reduce errors

High functioning teams



HRO Tools

PAY ATTENTION TO 
DETAIL

COMMUNICATE 
CLEARLY

HAVE A 
QUESTIONING 

ATTITUDE

SPEAK UP FOR 
SAFETY

OPERATE AS A TEAM



TOOL #1: 

Pay Attention to 
Details 

•Skills errors increase with 



TOOL #1: 

Pay Attention to 
Details 

•Skills errors increase with 
• Time pressure
• Interruptions
• Distractions
• Fatigue
• Task complexity

Presenter Notes
Presentation Notes
Peer check (have a second person check your work), watching out for each other, sharing situational awareness



The Checklist 
Manifesto | Atul 
Gawande, 2009

Explored the use of checklists in 
improving efficiency and 
reducing errors in complex tasks

Presenter Notes
Presentation Notes
Dr. Atul Gawande  general surgeon, Published in 2009 pivotal book that started calling to light problems in healthcare and brought forth new ideas to do better. Paving the way for HRO tools and management

https://atulgawande.com/book/the-checklist-manifesto/
https://atulgawande.com/book/the-checklist-manifesto/
https://atulgawande.com/book/the-checklist-manifesto/


Peer check

Pause: Taking a 1 second pause reduces 
the probability of error by a factor of 10 

2 seconds by a factor of 100

Peer Check: Multiply your Error Probability

0.01 x 0.01 = 0.0001

Presenter Notes
Presentation Notes
Peer check (have a second person check your work), watching out for each other, sharing situational awareness; in the clinic setting: “Hey, can you take a look at this xray or EKG with me to make sure I haven'



Case #2

1. 35yo mother accompanies her 12yo 
daughter to your office.   

2. They are roomed together.

3. Mother requests COVID 
vaccination.

4. Daughter is due for her TDaP
booster.

What could possibly go wrong?

Presenter Notes
Presentation Notes
What are the complexities? What are the distractions? 
How can this situation be improved?




HRO solutions

• Checklists & Protocols
• Written orders (avoid verbal orders when possible)
• Organization of medications
• Quiet spaces for prep 
• Barcode scanners
• Peer check
• Validate and verify (patient and medication)



TOOL #2: 

Communicate 
Clearly

• Ask clarifying questions
• I heard you say….is this correct?
• I want to verify…

• 3 way repeat back 
1. “the dose is 100mg”
2. “I heard you say 100, that’s one-zero-zero milligrams”
3. “Yes, that is correct”

• Phonetic and numerical clarification
• SBAR

• Situation
• Background
• Assessment
• Recommendation

Presenter Notes
Presentation Notes
Ensures understanding, especially in high stress situations, where the information may incomplete or ambiguous
Starting your response with key phrases “I want to verify…”  “I would like to clarify…”  creates a pause in the conversation and also increases active listening. 



SBAR

Situation

Background

Assessment

Recommendation



• Situation:
• Should we change our current wound care practice from using 

topical antibiotic ointment to petroleum ointment?

• Background:
• Current wound care practice is to apply Bacitracin ointment to 

suture/staple repairs, abrasions, minor wounds.

• Assessment:
• Petroleum ointment with similar outcomes in wound healing 

to antibiotic ointment.
• No statistical significance in wound infections in both “clean” 

and “dirty” wounds.
• Lower incidence of dermatitis is seen from petroleum jelly.
• Petroleum ointment is more cost effective and easier to obtain 

which translates to cost savings for clinic and patient.
• Dermatology clinics are using petroleum ointment as their 

standard.

• Recommendation:
Standardize use of petroleum ointment as first line topical agent 
for routine wound dressings for all urgent care clinics.

Presenter Notes
Presentation Notes
SBAR really useful, can be used in everyday situations: clinical presentations, IVF shortage, general relationships



Case #3: 67 yo with 
HTN

• He is taking apixaban, atorvastatin, 
amlodipine, Ativan, lisinopril and 
hydrochlorothiazide.

• You advise him to increase his amlodipine 
from 2.5 to 5 mg 

• You change his lisinopril to Losartan 
starting at 50mg once a day.

• You discuss weaning off of the Ativan 
using a dosing taper schedule.

What could possibly go wrong?

Presenter Notes
Presentation Notes
What do you see here that is at risk for errors?  
Multiple similar sounding medications, multiple changes at the same time
New Rx, is it clear that he is to stop his Lisinopril?
Did his medication list get updated to the new doses?
Did the correct Rx get sent to the pharmacy and the previous one get discontinued?



HRO Solutions

•Write it down
•Simplify language
•Reduce complexity of the actions
•Repeat back
•Review



TOOL #3:

Have a Questioning 
Attitude

• Understand why the protocol is in 
place and how to apply it. 

• If the rule does not make sense, the 
ask/question it. 

• Validate the information with 
yourself (does this make sense to me?)

• Verify the information with others 
(does this make sense to you?)



Case #4
• 35 yo woman presents for her routine contraceptive 

DepoProvera shot.
• MA notifies doctor to place the medication order.
• Doctor types “Depo” into the EMR and signs off on the order. 
• MA reviews order and notes that the medication ordered 

(DepoMedrol) does not match the patient’s medication list 
for DepoProvera.

• MA alerts doctor who corrects the medication error.

Presenter Notes
Presentation Notes
This was a near-miss where the error was caught before it reached the patient.



HRO Solutions

• This near-miss event was reported in our reporting platform
• Discussed at our Risk & Safety committee
• Clinical pharmacist identifies that “DEPO” refers to a method and 

not an actual medication
• Education shared with ordering clinicians
• EMR medication list is updated to make ensure that more 

characters are entered before medication choices appear

Presenter Notes
Presentation Notes
This is a good example illustrating how a system design contributed to the error, and learnings from the reporting so that improvements can be made to prevent this from happening again. 



TOOL #4:

Speak Up For 
Safety •CUS

Presenter Notes
Presentation Notes
Speak up if you see something wrong, if you have a concern, need clarification, did not hear something clearly, want to verify you fully understand



CUS

I have a Concern…

I am Uncomfortable…

STOP



Case #5

• Elderly gentleman brought in by caretaker from 
his adult foster home

• He is noted to be pale, confused and actively 
vomiting. 

• Patient is brought into the back clinic quickly to 
RN triage.

• Per protocol, vital signs and EKG are to be 
obtained.

• However, based on RN’s assessment, patient 
having difficulty with protecting his airway. 
Foregoes vitals and EKG and positions to 
protect airway, enlists help from other caregiver 
staff and clinician. 

• EMS is called for transport to the ED



HRO tools
• I have a concern… 

front desk notes patient does not look well and 
immediately alerts RN

• I am uncomfortable… 

RN recognizes that this is a more urgent situation and 
breaks protocol for taking vital signs and EKG



TOOL #5:

Operate as a Team

•Brief 
•Execute
•Debrief

Presenter Notes
Presentation Notes
Brief 
Introduction of yourself and team members
Explain the who or what is the focus of the effort
Explain purpose of the effort
Review the procedural steps, roles & responsibilities
Review Checklist
Identify any problems that may impact (patient, environment, instruments, equipment, members?)
Identify any precautions that are needed
Ask for clarifying questions

Execute
Perform the procedure according to plan
Check and coach others
Speak up for safety
Stop if uncertain
Resolve questions and concerns

Debrief
What went well?
What did not go as planned?
What will we do differently next time?



Case #6
• Man collapses in the paved road just 

outside of the clinic. 
• RN is first on scene and assesses man; no 

pulse and is not breathing, starts chest 
compressions.

• Another staff arrives along with lead 
clinician. 911 called.

• 2 more staff are slower to get to scene as 
they try to get large “crash cart” rolled 
outside.

• Brief moments of confusion about 
placement of chest pads with new AED 
machine.

• Physician orders Narcan; RN draws up 
syringe of medication and administers. 

• EMS arrive on scene and take over 
resuscitation efforts and transport to ED



Debrief

Realities

• Codes are very high stress situations. 
• We are human – sometimes people 

freeze, forget the sequence, make 
mistakes.

• Role clarity is important so that each 
person knows what they should be 
doing. 

• Clear communication is key.
• People take different amounts of time 

and ways to process events.

Learning and Improvements

Periodic “code drills” are needed to keep people 
prepared and rehearsed.

Ensure staff are aware of and practice with new 
equipment.

Developed a Grab&Go bag with essentials for 
emergencies outside of the clinic.

Stock Nasal Narcan.

Round back as a group and individually to help person 
process event.



WHY

Patient safety

High quality work

Reduce errors

High functioning teams



Case #1
• 75 yo gentleman is brought to clinic by his wife (also of similar age)  

for his regular medical appointment.
• Wife tells front desk receptionist that she hasn’t been feeling well 

and has dizziness and chest pressure.
• Receptionist is concerned and goes to find the clinic RN.
• RN is offsite. 
• Dr. X is in an exam room with a patient. Last time she knocked on 

the door, she was yelled at for the interruption. 
• MA tells receptionist to make an appointment for the wife at the 

next available timeslot which is in one week. 

Presenter Notes
Presentation Notes
In this case, what do you identify as something that isn’t right?



Psychological 
Safety • ?

Presenter Notes
Presentation Notes
Term coined by Amy Edmondson, PhD at the Harvard Business School and author of The Fearless Organization

The most important part of creating a Highly Reliable Organization is ensuring everyone has psychological safety. 

What does Psychological Safety mean to you?  




Psychological Safety
• Fostering workplaces that 

decrease and eliminate
• Power differential
• Tones
• Biases
• Personal Discomfort
• Unfamiliarity
• Embarrassment

• What is psychological safety at work? Here’s how to start 
creating it

• The Fearless Organization by Amy Edmundson, 2018
• https://youtu.be/x8Q815IsnU0

Presenter Notes
Presentation Notes
Healthcare is still evolving in this way but has a long way to go. Ingrained hierarchy (doctor, nurse, ma, tech) 
Recent case in the news about the surgeon who removed the wrong organ. Imagine what it was like in that operating room.  What violations of the HRO tools do you speculate happened in this case?

https://www.apa.org/topics/healthy-workplaces/psychological-safety
https://www.apa.org/topics/healthy-workplaces/psychological-safety
https://www.apa.org/topics/healthy-workplaces/psychological-safety
https://fearlessorganizationscan.com/the-fearless-organization
https://fearlessorganizationscan.com/the-fearless-organization


. 2025 Jan 17;37(1):mzaf002. doi: 10.1093/intqhc/mzaf002

Psychological safety, job satisfaction, and the intention to leave among German early-career 
physicians
Nicola Etti 1,2,*, Matthias Weigl 3, Nikoloz Gambashidze 4

Presenter Notes
Presentation Notes
We’ve talked a lot about errors in medicine. Let’s review this study from Germany that looks at psychological safety and the impact to WELL-BEING. 

Cross sectional study of early career physicians (first 6 years of practice). 
Validated and well-established questionnaires.
Psychological safety was evaluated on three levels—in relation to the team leader, team as a whole, and peers. 

Data analyses included descriptive, correlation analysis, and regression analyses to determine univariate and multivariate associations with job satisfaction and intention to leave.


https://doi.org/10.1093/intqhc/mzaf002
https://doi.org/10.1093/intqhc/mzaf002
https://doi.org/10.1093/intqhc/mzaf002
https://pubmed.ncbi.nlm.nih.gov/?term=%22Etti%20N%22%5BAuthor%5D
https://pubmed.ncbi.nlm.nih.gov/?term=%22Weigl%20M%22%5BAuthor%5D
https://pubmed.ncbi.nlm.nih.gov/?term=%22Gambashidze%20N%22%5BAuthor%5D


Demographics (n=432; 85.6% full time employed; 78% female)

Sex Male/Female/Other
Age Group 25-30yrs;  31-35yrs,  36-40yrs,  >40yrs
Current employment tenure <6mo, 6-11mo, 1-3 yrs, >3yrs
Employed Full-time; Part-time
Clinical area FM

IM
Pediatrics
Anesthesiology
Surgery

Employer University Hospital
General Hospital
Other

Organization ownership Public
Nonprofit
Private

Presenter Notes
Presentation Notes
If I had a question or was unsure of something in relation to my role at work, I could ask my team leader

It is easy to ask other members of this team for help




Study Conclusions

Presenter Notes
Presentation Notes
Low scores for leaders speaks to the power differentials that still exist. Suggesting that leaders need to be more intentional about how they present, interact, and communicate.
Contemplating leaving employment is one of the signs of unhappiness and/or burnout. 



Psychological 
Safety

A culture in which 
people feel safe 
sharing their ideas, 
concerns, and 
mistakes 

without the fear of 
humiliation and/or 
punishment.

Presenter Notes
Presentation Notes
Safe to speak up

Free to express ideas

Safe to disagree

Safe to bring up concerns

Without fear of negative repercussions



HRO

CulturePsychological 
Safety

Presenter Notes
Presentation Notes
I started this talk with what it means to be a High Reliability Organization.  To get there you need to establish the right CULTURE. A culture in which people feel safe sharing their ideas, concerns, and mistakes 

without the fear of humiliation or punishment.

By prioritizing Psychological Safety, we build a team that ALIGNS WITH THE SAME MISSION AND VALUES and the outcomes are not only improved QUALITY AND SAFETY for our patients but also improved personal outcomes for ourselves. 




HRO

Culture

Psychological 
Safety

Well Being



Case #1 revised

• 75 yo gentleman is brought to clinic by 
his wife (also of similar age)  for his 
regular medical appointment.

• Wife tells front desk receptionist that 
she hasn’t been feeling well and has 
dizziness and chest pressure.

• Receptionist is concerned and goes to 
find the clinic RN. 

• RN is offsite. 



Case #1 revised

• MA asks receptionist about the concerns and recognizes these are 
symptoms on the urgent/emergent symptom list.

• MA comes to the front desk and brings the wife back to an empty exam 
room and takes vital signs.

• MA knocks on Dr. X’s exam door and alerts him of her concern and gives a 
brief SBAR summary.

• Dr. X excuses himself from his current patient and quickly assesses and 
handles the situation. 

• Dr. X, the MA, and the receptionist debrief on this unusual event, both 
acknowledging the “good catch” and inquiring about opportunities for 
improvement.

Presenter Notes
Presentation Notes
What HRO tools do you see here?
Speak Up for Safety  - “I have a concern…”
Communicate Clearly - SBAR
Have a Questioning Attitude – Dr.X did not dismiss the staff’s concerns
Operate as a Team – debrief, looked for areas of improvement
Psychological Safety – respectful, acknowledges, no drama





Learning Objectives

What is a High Reliability 
Organization HRO tools

Applying HRO tools in 
healthcare

Psychological Safety 
and impact on Well 
Being



How do we , as leaders of our local 
teams, clinics, and organizations 

improve the CULTURE, WELLNESS, 
and QUALITY of our workplaces?



It starts with us.



Haim Ginott, 
psychologist and 
educator



Thank You

• Laurie Chern, MD

• Laurie.Chern@Providence.Org

mailto:Laurie.Chern@Providence.Org
mailto:Laurie.Chern@Providence.Org
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