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Background: High reliability organizations are designed to
operate under complex conditions for extended periods by
strengthening systems that help serious adverse events for
patients. The US Department of Veterans Affairs formally
began its enterprise-wide journey to high reliability in 2019.
Four foundational practices were identified to advance a
culture of safety across all Veterans Health Administration
facilities. This article describes these practices, summarizes
supporting evidence from the literature, and illustrates strong
practices for improving safety.

Observations: A literature review was conducted from 2018
to March 2023 to identify recent evidence outlining the value

of implementing the 4 foundational high reliability organization
practices to improve patient safety. This evidence was used
to create and implement formal processes for the foundational
practices. For each foundational practice, a representative
example of a strong practice within the Veterans Health
Administration is provided.

Conclusions: Effective and sustained application of the
foundational organization practices described can support
a health care organization’s journey to high reliability.
Collectively, the 4 foundational practices can be adopted and
implemented by other organizations in the continued pursuit
of high reliability in health care.
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ncreasing complexities within health care

systems are significant impediments to

the consistent delivery of safe and effec-
tive patient care. These impediments in-
clude an increase in specialization of care,
staff shortages, burnout, poor coordination
of services and access to care, as well as
rising costs.! High reliability organizations
(HROs) provide safe, high-quality, and ef-
fective care in highly complex and risk-
prone environments without causing harm
or experiencing catastrophic events.?

Within the US Department of Veterans
Affairs (VA), the Veterans Health Adminis-
tration (VHA) operates the nation’s largest in-
tegrated health care system, providing care
to > 9 million veterans. The VHA formally
launched plans for an enterprise-wide HRO
in February 2019. During the first year,
18 medical facilities comprised cohort
1 of the journey to high reliability. Cohort
2 began in October 2020 and consisted of
54 facilities. Cohort 3 started in October
2021 with 67 facilities.?

Health care organizations seeking high
reliability exercise a philosophy aimed at
learning from errors and addressing system
failures. High reliability is accomplished
by implementing 5 principles: (1) sensi-
tivity to operations (a heightened under-
standing of the current state of systems);
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(2) preoccupation with failure (striving to
anticipate risks that might suggest a much
larger system problem); (3) reluctance to
simplify (avoiding making any assumptions
regarding the causes of failures); (4) com-
mitment to resilience (preparing for poten-
tial failures and bouncing back when they
occur); and (5) deference to expertise (de-
ferring to individuals with the skills and
proficiency to make the best decisions).?
The VHA also recognized that a successful
journey to high reliability—in addition to
achieving a culture of safety—relies on the
implementation of foundational HRO prac-
tices: leader rounding, visual management
systems, safety forums, and safety huddles.
This article describes an initiative for how
these foundational practices were imple-
mented in a large integrated health care
system.

BACKGROUND

The VHA has focused on 4 foundational
components as part of its enterprise activ-
ities and support structure to implement
HRO principles and practices. These com-
ponents were selected based on pilot ac-
tivities that preceded the enterprise-wide
effort, reviews of the literature, and expert
consultation with both government and
private sector health systems. To support
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TABLE Sample Questions to Ask Staff During Leader Rounding

No.| Question

—_

What worries you the most about safety?

@ @ @ JF @ @ » ® N

—_
—_

What are you most proud of within your work unit?

How have you incorporated the high reliability organization theme of the month into your work?

What are some examples of how this high reliability organization principle has been demonstrated?
Do you have the necessary resources (eg, methods, equipment, supplies, and staff members) to perform the work expected of you?
Have the processes and equipment worked as you expected them to?
Can you share an example of a problem your unit has been working on and how you are working together to solve it?

What are your ideas about improving your work, unit, or department?

How comfortable are you speaking up with concerns if you see something that could negatively impact care? Please give an example.

What are 3 things that are going well in your unit/department, and 1 that could be better?

Is there anyone you would like us to recognize for their efforts to improve patient safety?

12.| What innovative ideas do you have to improve processes to enhance patient safety?

13.| What else would you like me/us to know about you, your team, or your work?

the implementation of these practices, the
VHA provided training, toolkits, HRO ex-
ecutive leader coaching, and peer-to-peer
mentoring. As the VHA enters its fifth year
seeking high reliability, we undertook an
initiative to reflect on our own experiences
and refine our practices based on an up-
dated literature review.

As part of this enterprise-wide initiative,
we conducted a literature review from 2018
to March 2023 seeking recent evidence de-
scribing the value of implementing the 4
foundational HRO practices to advance
high reliability and improve patient safety. A
5-year period was used to ensure recency and
value of evidence.

Eligible literature was identified in
PubMed, PsycINFO, the Cumulative Index
to Nursing and Allied Health Literature,
ScienceDirect, Scopus, the Cochrane Li-
brary, and ProQuest Dissertations & Theses
Global. Inclusion and exclusion criteria were
peer-reviewed interdisciplinary documents
(eg, publications, dissertations, conference
proceedings, and grey literature) written in
English. Search terms included high reliabil-
ity organizations, foundational practices, and
patient safety. Boolean operators (AND, OR)
were also used in the search. The search re-
sulted in a dearth of evidence that addressed
implementation of all 4 foundational prac-
tices across a health care system. Retrieved
evidence focused on the implementation of
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only 1 particular foundational practice in a
specific health care setting. In addition to
describing the formal processes for the im-
plementation of each foundational HRO
practice, a brief description of representative
examples of strong practices within the VHA
is provided.

To support the implementation of HROs,
the VHA paired HRO executive leader
coaches with select medical center directors
and their leadership teams. Executive leader
coaches also support an organization’s HRO
Lead and HRO Champion. The HRO Lead
coordinates and facilitates the implementa-
tion of HRO principles and practices in pur-
suit of no harm across an organization. The
HRO Champion supports the same as the
HRO Lead, but typically has a different spe-
cialty background. For example, if the HRO
Lead has an administrative background, the
HRO Champion would have a clinical back-
ground.

Coaching focuses heavily on supporting
site-specific implementation and sustainment
of the 4 HRO foundational practices. The aim
is to accelerate change, build enduring capac-
ity, foster a safety culture, and accelerate HRO
maturity. To measure change, HRO execu-
tive leader coaches track the progress of their
aligned VA medical centers (VAMCs) using
the Organizational Learning Tool (OLT). This
tool was developed to provide information
such as a facility summary and relationships
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High Reliability

FIGURE 1 Organizational Learning Tool at Veterans Affairs Bedford Healthcare System
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Courtesy Veterans Health Administration and Cognosante LLC, reprinted with permission.

between a medical center director, HRO Lead,
HRO Champion, and the executive leader
coach (Figure 1). The OLT also serves as a
structured process to measure leader coaching
performance against mutually agreed upon
objectives that ultimately contribute to en-
terprise outcomes. It also collects data on the
progress in implementing foundational prac-
tices, strong practices, needs and gaps, and
more (Figure 2). Data collected from facilities
supported by HRO executive leader coaches
on whether foundational practices are in
place are briefly described.

LEADER ROUNDING
Leader rounding for high reliability en-
sures effective, bidirectional commu-
nication and collaboration among all
disciplines to improve patient safety. It
is an essential feature of a robust patient
safety culture and an important method
for demonstrating leadership engagement
with high reliability.*> These rounds are
conducted by organizational leadership
(eg, executive teams, department/service
chiefs, or unit managers) and frontline
staff from different areas. They are specif-
ically focused on high reliability, patient
and staff safety, and improvement efforts.
The aim is to learn about daily challenges
that may contribute to patient harm.*
Leader rounding has been found to be
highly effective at improving leadership vis-
ibility across the organization. It enhances
interaction and open communication
with frontline staff, fostering leader-staff
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collaboration and shared decision-making,
as well as promoting leadership understand-
ing of operational, clinical, nonclinical (eg,
administrative, nutrition services, or facilities
management), and patient/family experience
issues.* Collaboration among team members
fosters the delivery of more effective and effi-
cient care, increases staff satisfaction, and im-
proves employee retention.® Leader rounding
for high reliability significantly contributes to
the breakdown of power barriers by giving
team members voice and agency, ultimately
leading to deeper engagement.”

It is important that leader rounding for
high reliability occurs as planned and when
possible, scheduled in advance. This helps
to avoid rounding at peak times when care
activities are being performed.*® When
scheduling conflicts arise, another leader
should be sent to participate in rounds.*
Developing a list of questions in advance
allows leadership to prepare messaging to
share with staff as it relates to high reliabil-
ity and patient safety (Table).**8

Closing the loop improves bidirectional
communication and is critical to leader
rounding for high reliability. Closed-loop
communication and following up on
and/or closing out issues raised during
rounding empowers the sharing of infor-
mation, which is critical for advancing a
culture of safety.*® Enhanced feedback is
also associated with greater workforce en-
gagement, staff feeling more connected
to quality improvement activities, and
lower rates of employee burnout.” It is
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FIGURE 2 Leader Coaching Performance Data Collection Example
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Courtesy Veterans Health Administration and Cognosante LLC, reprinted with permission.

important to recognize that senior leaders
are not responsible for resolving all issues.
If a team or manager can resolve concerns
that are raised, this should be encouraged
and supported. Maintaining accountabil-
ity at the lowest level of the organization
promotes principles and practices of high
reliability (Figure 3).*8

The VA Bedford Healthcare System cre-
ated and implemented a strong practice for
leader rounding for high reliability. This
phased implementation involved creating an
evidence-based process, deciding on an ap-
propriate cadence, developing a tracking tool,
and measuring impact to determine the over-
all effectiveness of leader rounding for high
reliability*

Visual Management Systems

A visual management system (VMS) displays
clinical and operational performance aligned
with HRO goals and practices. It is used to
view and guide discussions between inter-
disciplinary teams during tiered safety hud-
dles, leader rounds for high reliability, and
frontline staff on the current status and safety
trends in a particular area.>* A VMS is highly
effective in creating an environment where all
staff members, especially frontline workers,
feel empowered to voice their concerns re-
lated to safety or to identify improvement op-
portunities.®!° Increased leader engagement
in patient safety and heightened transparency
of information associated with the use of a
VMS improves staff morale and professional
satisfaction.'
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A VMS may be a dry-erase or whiteboard
display, paper-based display, or electronic
status board.® VMSs are usually located in or
near work settings (eg, nurses’ station, staff
break room, or conference room).® Although
they can take different forms and display sev-
eral types of information, a VMS should be
easy to update and meet the specific needs
of a work area. In the VHA, a VMS displays:
(1) essential information for staff members
to effectively perform their work; (2) im-
provement project ideas; (3) current work
in progress; (4) tracking of implemented im-
provement activities; (5) strong practices that
have been effective; and (6) staff recognition
for those who have enhanced patient safety,
including the reporting of close calls and near
misses.

The VHA uses the MESS (methods,
equipment, staffing, and supplies) VMS for-
mat. This format empowers staff to identify
whether proper procedures and practices are
in place, essential equipment and supplies
are readily available in the quantity needed,
and appropriate staffing is on hand to pro-
vide safe, high-quality patient care.® Colored
magnets are used as visual cues in a stop-
light classification system to identify low or
no safety risks (green), at risk (yellow), or
high risk (red). Green coded issues are ad-
dressed locally by a manager or supervisor.
Yellow coded concerns require increased
staff and leadership vigilance. Red coded is-
sues indicate that patient care would be im-
pacted that day and therefore need to be
immediately escalated and addressed with

High Reliability
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FIGURE 3 Leader Rounding for High Reliability Process
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senior leaders to mitigate the threat.*'! Day-
ton VAMC successfully implemented a
VMS, using both physical and electronic vi-
sual management boards. The Dayton
VAMC VMS boards are closely tied to tiered
safety huddles and leader rounding for high
reliability.

Safety Forums
Safety forums are another foundational
practice of VHA health care organizations
seeking high reliability. Recurring monthly,
safety forums focus on reinforcing HRO
principles and practices, safety programs,
the importance and appreciation of report-
ing, and just culture. The emphasis on just
culture reminds staff that adverse events
in the organization are viewed as valuable
learning opportunities to understand the
factors leading to the situation as opposed
to immediately assigning blame.?
Psychological safety is another impor-
tant focus. When individuals feel psycho-
logically safe, they are more likely to voice
concerns and act without fear of repri-
sal, which supports a culture of safety."
Safety forums are open to all members
of the health care organization, includ-
ing both clinical and nonclinical staff. Fo-
rums can be conducted by an HRO Lead,
HRO Champion, Patient Safety Manager,
or even executive leadership. Rotating
the responsibility of leading these forums
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demonstrates that high reliability and
safety are everyone’s responsibility.

Safety forums publicly review and discuss
errors, adverse events, close calls, and near
misses. Time is also spent discussing root
cause analysis trends and highlighting con-
tinuous process improvement principles and
current projects. During safety forums, lead-
ers should recognize individuals for safety
behaviors and reward reporting through a
safety awards program.'* All forums should
conclude with a question-and-answer ses-
sion. Forums typically occur in virtual
30-minute sessions but can last up to 60 min-
utes when guest speakers attend and con-
tinuing education credit is offered.

The Jesse Brown VAMC in Chicago devel-
oped an interactive monthly safety forum ap-
pealing to a broad audience. Each forum is
attended by about 200 staff members and in-
cludes leader engagement and panel discus-
sions led by the chief medical officer, with
topics on both patient and team safety con-
necting with HRO principles. A planning
committee prepares guest speakers and offers
continuing education credits.

Tiered Safety Huddles

Based on the processes of high reliability in-
dustries like aviation and nuclear power,
tiered safety huddles have been increasingly
adopted in health care. Huddles (health
care, utilizing, deliberate, discussion,
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FIGURE 4 Tiered Safety Huddle Structure Within the Veterans Health Administration

Traditional Hierarchical
Communication Structure

AN 5

Hospilal Executive
Leadership Team

/||

& Service Lines

Haspital Departmeants

Hospital Units & Teams

VHA Tiered Huddle Bi-Directional
Communication Structure

'/ Tier 3
/' Hospital
Execulive
Leadership
Team

/ Tier2

| Haspital
/  Depariments &
/ Senvice Lines

Tier 1
Hospital Units & Teams

Courtesy Veterans Health Administration, reprinted with permission.

linking, and events) are department-level
interdisciplinary meetings that last no more
than 15 minutes.'”” Their purpose is to im-
prove communication by sharing day-to-
day information across multiple disciplines,
identify issues that may impact the de-
livery of care (eg, patient and staff safety
concerns, staffing issues, or inadequate sup-
plies) and resolve problems.

Tiered safety huddles are gaining popular-
ity, especially in organizations seeking high
reliability. They are more complex than tra-
ditional huddles because of the mechanics of
elevating safety issues (eg, bedside to execu-
tive leadership teams), feedback loops, and
sequencing, among other factors.!>'¢

Tiered safety huddles are focused, trans-
parent forums with multidisciplinary staff,
including frontline workers, along with se-
nior leadership.'!'® When initially imple-
mented, tiered safety huddles may take
longer than the suggested 15 minutes; how-
ever, as teams become more experienced,
huddles become more efficient."” The goal of
tiered safety huddles is to proactively iden-
tify, share, address, and resolve problems that
have the potential to impact the delivery of
safe and quality patient care. This may in-
clude addressing staffing shortfalls, inade-
quate allocation of supplies and equipment,
operational issues, etc.®!> Critical to the
effective utilization of tiered safety huddles is
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the appropriate escalation of issues between
tiers. The most critical issues are elevated
to higher tiers so they are addressed by the
most qualified person in the organization.

Deciding on the number of tiers typically
depends on the size and scope of services
provided by the health care organization or
integrated system. For example, tiered hud-
dles in the VHA originate at the point of ser-
vice (eg, critical care unit). Tier 1 includes
staff members at the unit/team level along
with immediate supervisors/managers. Tier
2 involves departments and service lines
(eg, pharmacy, podiatry, or internal medi-
cine) including their respective leadership.
Tier 3 is the executive leadership team. This
process allows for bidirectional communi-
cation instead of the traditional hierarchical
communication pathway (Figure 4). Issues
identified that cannot be addressed at a par-
ticular tier are elevated to the next tier. El-
evated issues typically involve systems or
processes requiring attention and resolu-
tion by senior leadership.'” Tier 4 huddles
at the Veterans Integrated Services Network
level and Tier 5 huddles at the VHA Central
Office level are being initiated. These addi-
tional levels will more effectively identify
system-level risks and issues that may im-
pact multiple VHA facilities and may be ad-
dressed through centralized functions and
resources.
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Tiered safety huddles have been found to
be instrumental to ensuring the flow of in-
formation across organizations, improving
multidisciplinary and leadership engage-
ment and collaboration, as well as increasing
accountability for safety. Tiered safety hud-
dles increase situational awareness, which
improves an organization’s ability to appro-
priately respond to safety concerns. Fur-
thermore, tiered safety huddles enhance
teamwork and interprofessional collabora-
tion, and have been found to significantly
increase the reporting of patient safety
events.">!

The VA Connecticut Healthcare System
tiered huddles followed a pilot testing imple-
mentation process. After receiving executive-
level commitment, an evidence-based process
was enacted, including staff education, select-
ing a VMS, determining tier interaction, and
deciding on metrics to track.®

Implementing Foundational Practices

To examine the progress of the implemen-
tation of the 4 foundational HRO practices,
quarterly metrics derived from the OLT
are reviewed to determine whether each is
being implemented and sustained. The OLT
also tracks progress over time. For example,
at the 27 cohort 2 and lead sites that initi-
ated leader coaching in 2021 and continued
through 2022, coaches observed a 27% in-
crease in leader rounding for high reliabil-
ity and a 46% increase in the use of VMSs.
For the 66 cohort 3 sites that began leader
coaching in 2022, coaches documented
similar changes, ranging from a 40% in-
crease in leader rounding for high reliabil-
ity to a 66% increase in the use of safety
forums. Additional data continue to be col-
lected and analyzed to publish more com-
prehensive findings.

DISCUSSION

Incorporating leader rounding for high re-
liability, VMSs, safety forums, and tiered
safety huddles into daily operations is criti-
cal to building and sustaining a robust cul-
ture of safety.® The 4 foundational HRO
practices are instrumental in providing psy-
chologically safe forums for staff to share
concerns and actively participate. These
practices also promote continual, efficient
bidirectional communication throughout
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organizational lines and across services.
The increased visibility and transparency
of leaders demonstrate the importance
of fostering trust, enhancing closed-loop
communication with issues that arise, and
building momentum to achieve high reli-
ability. The interconnectedness of the foun-
dational HRO practices identified and
implemented by the VHA helps foster team-
work and collaboration built on trust, re-
spect, enthusiasm for improvement, and
the delivery of exceptional patient care.

CONCLUSIONS

Incorporating the 4 foundational practices
into daily operations is beneficial to the
delivery of safe, high-quality health care.
This effective and sustained application
can strengthen a health care organization
on its journey to high reliability and es-
tablishing a culture of safety. To be effec-
tive, these foundational practices should
be personalized to support the unique
circumstances of every health care envi-
ronment. While the exact methodology
by which organizations implement these
practices may differ, they will help organi-
zations approach patient safety in a more
transparent and thoughtful manner.
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