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Quality and Safety and COVID-19

Pandemic impacts are profound and ongoing:

• Caregivers: fatigue, burnout, anger, loss of trust

• Hospitals and health systems: chronic staff shortages, 
unending supply chain challenges, need for perpetual 
adaptation of programs to new phases of the pandemic

Quality and safety are not high priorities for many---except 
as they relate directly to the pandemic

• Pre-pandemic, many hospitals were striving for zero harm

• Many of those efforts are paused (at best) or eliminated
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It’s Time to Recommit to Quality

Old and familiar problems are still with us

A focus on improvement can help us deal with problems 
induced by the pandemic (e.g., burnout and lack of trust) 

• Engage staff in improving care processes

• Successful improvement by engaged staff bolsters trust

Success means major, sustained improvement 

• Requires a different, systematic approach 

• High reliability healthcare framework is that approach

• Learning from “high reliability organizations”
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3000 patients 
over 6 years
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Current State of Quality
Routine safety processes fail routinely

• Hand hygiene

• Medication administration

• Patient identification

• Communication in transitions of care

Uncommon, preventable adverse events

• Surgery on wrong patient or body part

• Fires in ORs, retained foreign objects

• Infant abductions, inpatient suicides
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Current State of Improvement
We have made some progress

• Project by project: leads to “project fatigue”

• Satisfied with modest improvement

Current approach is not producing the results we want

• Improvement difficult to sustain/spread

• Getting to zero, staying there is very rare

High reliability offers a different approach

• The goal is much more ambitious

• High reliability is not a project

Milbank Q 2013;91(3):459-90
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Committing to Zero is a Heavy Lift
Objections

• It’s impossible

• We don’t know how

• It’s too difficult; we’ll fail

• Too many other priorities

•

•

If not zero, how much harm is OK?

If not now, when?   

The board will never go alongThe doctors will never go along

If not us, who?

It will take way too long It will cost way too much
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What Does Zero Harm Mean? 
It means a commitment to zero as the ultimate goal

• It will not be achieved rapidly

• The commitment is the beginning of a journey

• Leaders must be actively engaged at all times 

Zero harm is more than eliminating patient complications

• Zero harm to caregivers

• Zero missed opportunities to provide effective care

• Zero episodes of overuse

Zero harm does not mean striving for zero errors

Safety Culture
Organizational culture is vital for safety

• A truly safe culture is not “blame-free”

• High reliability organizations balance learning from 
blameless errors together with accountability for safety

Goal = everyone identifies and reports unsafe conditions

• Healthcare workers must trust each other and management

• Reports must be acted on promptly to deliver improvement

• Eliminate intimidating, disrespectful behaviors

• Hold everyone accountable for adherence to safe practices
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What Behaviors are Intimidating?

Wide range: impatience to physical abuse

Most common?  

Refusal to answer questions or to return phone 
calls or pages; condescending tone or language; 
impatience with questions

2013 ISMP survey: 11-15% personally experienced 
these from MDs and non-MDs

>10 times in past year

Results from ISMP

“At least once” in past year (%) 

1. Assumed order correct to avoid contact

2. Asked colleague to talk to prescriber

3. Pressured to act, despite safety concern    

4. Assumed order safe due to reputation

2003 2013    

39

39

49

34

33

38

39

30

Past disrespectful behavior altered handling
of order clarification or questions (% YES)

2003 2013    

My organization deals effectively with
disrespectful behavior (% NO)

49 44

61 56

2095 4884
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Bad News
Do you get bad news?

• Do you encourage delivery of bad news?

• Do you or others “shoot the messenger?”

The routine identification and reporting of unsafe 
conditions, errors, and other “bad news” are critical 
to your ability to find risks and improve

Karl Weick (renowned HRO scholar):  

Regularly?

“There is always bad news. If you’re not   
getting any, someone is hiding something.”

Leadership and Safety Culture

Does the Board set expectations for improving safety culture? 

How do you measure safety culture?

• Does the CEO include safety culture goals in performance 
expectations for all executives?

• What about directors and managers? 

“It doesn’t matter what the CEO says if my supervisor 
promotes an unsafe environment”   
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Eliminating Disrespectful Behavior
Do you know how widespread disrespectful behavior is?

Do you measure it? 

Code of conduct to eliminate intimidating behavior?

• Acceptable and unacceptable behaviors

• Calibrated enforcement mechanisms 

Accountability: How do you deal with serial violators of 
safety protocols?

Are your disciplinary procedures 
equitable and transparent?

Robust Process Improvement

Systematic approach to problem solving---all QI methods are 
not equally effective

RPI = combination of the most effective tools we know about 
(lean, six sigma, and change management) 

• Improve processes and amplifies safety culture

• Focus on patients and staff, increase value

With LHA’s training program, you have vital building blocks

• You have dozens of trained physicians and other leaders

• Leverage these resources and deploy RPI in your hospital
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Lean and Six Sigma
Lean empowers employees to identify and act on 

opportunities to improve processes

Lean tools increase value by eliminating steps in 
processes that represent pure waste

Six sigma improves outcomes of processes by 
identifying and targeting causes of failure

Together, they are the most effective way to 
improve processes that we know about

Lean and six sigma routinely 
produce 50%+ improvement

Technical Solution is Not Enough
Lean, six sigma provide technical solutions that      

can markedly improve processes 

Why does improvement fail so often?

• Not for lack of a good technical solution

• Failures occur when organization fails to 
accept and implement a good solution it had

RPI addresses this challenge directly

Change management = a systematic way to 
implement and sustain good solutions 
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Technical Solution is Not Enough
Lean, six sigma provide technical solutions that      

can markedly improve processes 

Why does improvement fail so often?

• Not for lack of a good technical solution

• Failures occur when organization fails to 
accept and implement a good solution it had

RPI addresses this challenge directly

Change management = a systematic way to 
implement and sustain good solutions 

Change management
is the rocket science of

improvement

Getting Started

Identify all the relevant stakeholders

 “ARMI” analysis

• Approvers

• Resources

• Members

• Interested parties

Different roles at different phases of change

Revisit periodically during change process

23

24



13

Resistance to Change

Managing resistance is critical to success

• “Resistance Analysis” is a vital tool

• Who is likely to resist and why?

Sources of resistance

• Technical

• Political

• Cultural

Each requires a different strategy to overcome

Engaging Stakeholders

“Attitude/Influence Matrix”

• Assess attitudes of key stakeholders 

• Who is likely to support or oppose?

• Which individuals can influence the attitude of 
those who are opposed?

Works to build support, overcome resistance

Requires continuous attention during project as 
attitudes typically change over time

Opponents, if converted, are best advocates
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Change Management Tools
PAGERs, WWW plans, parking lots: work together to 

greatly increase meeting effectiveness and efficiency

Facilitated meetings preceded by sensing sessions

• All stakeholders engaged in improvement

• Trained change agents facilitate rapid problem solving

RPI applied to daily work empowers all staff to drive 
improvement in the processes they work in every day

When that happens, we take another step toward high 
reliability-----bottom up as well as top down improvement

RPI in Health Care Today

An increasing number of hospitals and systems 
use one or more RPI tools

RPI is used differently by different organizations

• Most use only some of the parts 

• Change management is most often left out

• Most limit training to small group

• Most do not use it to transform

Adopting RPI can produce ROI of 3:1 or more 
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The Business Case
Administrative processes in health care are often broken 

• Billing, revenue cycle, supply chain, throughput

• RPI can save money and improve margins directly

Learning RPI allows organizations to solve their own 
problems, eliminate consultants

Quality improvements often don’t save $$

Generate positive ROI now while learning how to 
redesign clinical care processes for the future

Mayo program ROI = 5:1

J Patient Safety 2013;9(1):44-52

RPI Solves Revenue Cycle Problems

Mount Sinai: RPI uncovered significant problems  
billing for cardiac stents, pacemakers, and 
implantable defibrillators

• Complex process involving hospital cardiology, 
cath lab, IT, finance, faculty practice, nursing

• 63% error rate----

• $5M increase in annual revenue

Mount Sinai: RPI solved longstanding chemoRx
billing issues:

MSJM 2008;75:45-52

$1.7M     revenue

reduced to 5.6%
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Health Facilities Management Magazine

www.HFMMagazine.com September 2014:26-9

RPI Improves Housekeeping 

New wing added in 2012: 130,000 SF

Challenge to ES staff:

• Add this building to existing 364,000 SF

• No new staff, same high-quality cleaning

Used RPI to redesign workflow

Met the challenge  

Saved the hospital about $440,000

Wentworth-Douglass RPI program = 3:1 ROI
(only 60% of projects aim at financial goals)
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RPI Delivers Results
“One-size-fits-all” best practice is inadequate

Complex processes require more sophisticated problem-
solving methods                         

Three crucial and consistent findings:

• Many causes, each requiring a different intervention

• A few (5-6) key causes explain vast majority of failures

• Key causes differ from place to place

RPI: producing next generation best practices; solutions 
customized to your key causes

RPI

RPI Drives Major Improvements
Selected TJC Projects Results (%)

Hand hygiene            71

Hand-off communication failures   56

Wrong site surgery risks

• Scheduling 46

• Pre-op 63

• Operating Room 51

Falls with injury 62

Colorectal surgical site infections 32

ICU pressure injuries 62
Milbank Q 2013;91:459-90; J Nurs Care Qual 2014;29:99-102
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Create an RPI Program to Last
Don’t confine training to group of experts

• Aim to spread RPI throughout hospital and system

• Establish different levels of training

RPI becomes transformative when:

• It becomes “the way we work” every day

• Front-line employees see opportunities and have 
the tools to initiate and implement improvement

Use RPI training to identify “best and brightest” for 
staff development, promotion, exposure to leadership

Jt Comm J 2013;39(6):253-57

Memorial Hermann: Getting to Zero
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Jt Comm Journal on Qual Pat Safety 2016;42(1):6-17

Frequency of Causes of HH Noncompliance

11 Memorial
Hermann 
Hospitals: 
Oct 2010-
June 2011 

Jt Comm J Qual Pat Safety 2016;42(1): 6-17
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Jt Comm J Qual Pat Safety 2016;42(1): 6-17

System - Ventilator Associated 
Pneumonias:  All Adult ICUs 
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HAI Hospital Scorecard

Number of HAIs in one month

42

2011-2019:
395 Certified
Zero Awards
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High Reliability and the Medical Staff

Aiming for zero harm requires the participation of 
everyone in the organization

• Medical staff leaders must lead by example

• Potential benefits are enormous

Reduced harm to patients and staff can be 
achieved rapidly----zero will take longer

Identifying processes that get in the way of 
clinicians providing care and fixing them improves 
the daily work and engagement of every caregiver

Getting the Most Benefit from RPI 

Train all employees in RPI; multiple levels of training 

• Partner with HR to identify “best and brightest”

• RPI training creates a new path for staff development

• Executives, directors build RPI training into evaluations

Transform culture by making RPI “the way we work” 

• Front-line employees see opportunities and have the 
tools to initiate and implement improvement

• Creates critically important component of high reliability

Produce a positive ROI---engage CFO early on
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Recommitting to High Reliability

We must have much more ambitious goals for 
healthcare improvement: zero harm

• Current methods are inadequate

• Culture change is difficult, takes time

Lean, six sigma, and change management (RPI) 
are delivering impressive results

• ROI of at least 4:1 is readily achievable

• Some hospitals/systems are approaching zero

LHA training program gives you a major advantage
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