
©  2 0 2 2  R E L I A S  L L C

Challenges for Hospitals: Creating and 
Maintaining High Reliability

P R E S E N T E R

John Harrington, CMI| Vice President, Solutions

Lora Sparkman, MHA, RN, BSN | Vice President, Patient Safety & Quality



©  2 0 2 2  R E L I A S  L L C

To measurably improve the 
lives of the most vulnerable 
members of society and those 
who care for them.

T H E  R E L I A S  M I S S I O N
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Learning Objectives 

L e a r n i n g  O b j e c t i v e s

• The evolution of the patient/safety movement

• Gain insight into key drivers associated with variation in care amongst clinical 
teams

• Refresh initiatives in building a culture of high reliability within your organization to 
improve patient care

• Learn how to successfully implement change initiatives for mitigating clinical risk

• Understand the challenging landscape and where we are today
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0 1  E v o l u t i o n  o f  P a t i e n t  S a f e t y

Evolution of the Patient 
Safety Movement 
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The IOM Report “To err is Human”
• The Institute of Medicine (IOM) 

released a report in 1999 entitled “To 
Err is Human: Building a Safer Health 
System”.

• The report stated that errors cause 
between 44 000 and 98 000 deaths 
every year in American hospitals, and 
over one million injuries.

• The report called for a 50% reduction 
in medical errors over 5 years.1 Its goal 
was to break the cycle of inaction 
regarding medical errors by advocating 
a comprehensive approach to 
improving patient safety.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2464859/#ref1
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Hot Spots for Patient Safety
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What Gets Publicized is Not the Major Issue

Wrong site surgery (1 per 113,000 surgeries) Retained foreign body (1 per 9000-19,000 cases)
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The Majority of Technical Errors Do Not Occur 
Where Expected

• Technical errors 
usually involve 
experienced 
surgeons 
performing 
common/routine 
procedures 

• Regenbogen, Ann 
Surg (2007)
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System Factors Can Increase the Likelihood of Error

• Systems factors—Involve 
interrelationships between individuals, 
their tools, and the environment they 
work in 

• Systems factors contributed to 86% of 
errors

Gawande, Surgery (2003)
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The Need for Coaching in Healthcare?
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The Impact of OB Team Training 

BEFORE TRAINING AFTER TRAINING

59 events 50 events

78% high-severity 62% high-severity



©  2 0 2 2  R E L I A S  L L C

The Impact of OB Team Training… 

Mann et al. Cont OB/GYN, 2006

http://www.perinatalsafetyforca.com/images/rmf1_lg.gif
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• The IOM The report stated that 

44,000 to 98,000 people died each 

year due to medical error. This, we 

now know, severely 

underestimated the true numbers 

• Today we know that the number is 

which is more likely 200,000 to 

400,000 deaths in the USA, and 

many millions globally. 

• When we add in patient harm 

resulting from error, this number 

rises astronomically.

• Maternal Mortality crisis

2 Decades after the IOM Report…
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Maternal Mortality Crisis
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0 2  R e d u c i n g  V a r i a t i o n  i n  C a r e
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Identifying and Reducing 
Variation in Care 
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The 5 Principles of a High-Reliability Organization 

D e f e r e n c e  t o  
E x p e r t i s e

R e l u c t a n c e  t o  
S i m p l i f y

S e n s i t i v i t y  t o
O p e r a t i o n s

P r e o c c u p a t i o n  w i t h
F a i l u r e

C o m m i t m e n t  t o
R e s i l i e n c e
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Creates a common vision

Promotes interprofessional 
teamwork and improvements

Supports a culture of 
continuous improvement

Acknowledges what you already know

Respect for your time

Uses clinical vignettes and 
case-based scenarios

Learners drive their own experience

Standardize clinical knowledge 
and readiness-to-practice

Assess and personalize learning

Deliver consistent, evidence-
based content 

R E D U C E  V A R I AT I O N E M P O W E R  H I G H  
R E L I A B I L I T Y

P E R S O N A L I Z E  L E A R N I N G

© 2020 REL IAS,  LLC.  

The Journey to High Reliability
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These clinicians are 

demonstrating proficiency

These clinicians need 

additional support

Identification of Variation
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Example Scatter Plot with De-identified Data
Fetal Heart Monitoring: Nurse Baseline Data

Baseline Assessment Round

Nurses
Percentile Averages
Knowledge: 52nd

Judgement: 47th
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Most Recent Assessment Round 

Nurses
Percentile Averages
Knowledge: 61st

Judgement: 55th

Example Scatter Plot with De-identified Data
Fetal Heart Monitoring: Nurse Second Assessment 
Following Education (Personalized Learning)

Nurse system 

average increases 

significantly and less 

variation
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Accreditation Measure in Obstetric Hemorrhage:
Scatterplot by User: Obstetric & Post-Partum 
Hemorrhage Baseline Assessment Results

These nurses received traditional 
classroom style education prior to 
taking Relias OB Hemorrhage 
Assessment – note the significant 
variation among the  nurse team.
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Initial = 2312 Nurses vs Current 2019 = 1846 Nurses
National Peer Group N = 24046 Nurses

Relias OB Tracks Baseline, Improvement and 
Identifies Variation

Baseline first assessment 
score 
before learning path

Re-assessment score 
after completed Relias 
OB learning path
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Principles of Adult Learning
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Creating a Common Vision/Shared Mental Model
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Putting it All Together: Two Case Studies

Publication on OB Improvement

Journal of Patient Safety and Risk 
Management
October 2019 edition

Authors: Nancy Cossler, MD, 
Peter Pronovost, MD, PhD, et.al. 

Titled: 
“Malpractice Litigation, Quality 
Improvement, and the University 
Hospitals Obstetric Quality 
Network”
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THANK YOU




