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Learning ODbjectives

By the end of these sessions, you will better be able to: i

1. Build awareness of what it means to be a clinician leader at
Aurora, and enhance ability to be a team leader

2. Get to know and build relationships with other clinicians
within the Aurora Health Care Medical Group

3. ldentify resources for professional development and
leadership opportunities

4. Build awareness of our Purpose: We Help People Live Well,
as well as build alignment with our Values: Excellence,
Compassion, & Respect
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CME Designation and Accreditation

Aurora Health Care is accredited by the Wisconsin Medical Society to provide
continuing medical education for physicians.

Aurora Health Care designates this live activity for a maximum of 13.25 AMA PRA
Category 1 Credits™. Physicians should only claim credit commensurate with the
extent of their participation in the activity.

You may claim your credit after completing the online evaluation. Your attendance and
credits will be assigned through the CPD Learning Platform. You can access your

certificate and transcript by logging onto https://cpd.aurora.org. Credits are usually
assigned within 30 days.
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https://cpd.aurora.org/

Disclosures

The planners and speaker(s) have indicated
that there are no financial relationships with
any commercial interests to be disclosed.
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CME Learning Platform

https://cme.advocateaurorahealth.org

Track your CME credits and register for upcoming CME courses on
the CME Learning Platform

= @2 AdvocateAuroraHealth” “mﬂE _
m CALENDAR COURSES GRAND ROUNDS & CASE CONFERENCES RESOURCES CME APPLICATION Sto p by th e tab | e O u tS I d e
to pick up a handout to

WI MEB Alternatives to Opioid in
Treating Acute and Chronic Pain learn more about the CME

Online CME course approves by the Wisconsin Medical Examining Board L ear n I n g PI atfo r m an d
(MEB) as an educational course related to opioid prescribing guidelines .
what it can do for you!

CGME NEWS & UPDATES
MOC Part IV Co e Completion Al MOC Part IV pri J should be completed by October 21, 2019 to ensure adequate time for
submission to th fy g Boards. Cu prcjec I ble the CME Learning Platform will close on October 21, and new
projects will lai h nJa yZOZO PI con h CMEOfﬁ e if you have guestions or concerns. Please Contact the CME Oﬁice at
Mandatory Opioid Education The MEB has mandated that all phy n W1 who have a DEA license must complete 2 hours of
specifically MEB-authorized CME in order to apply to re- rt\fy license to practice medicine. Those licenses expire 10/31/19 'f h
e i e ot A o e cme@aurora.org if you have any

guestions.

LIVE EDUCATION ONLINE EDUCATION

Ti Sort featured courses
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Schedule Overview — Day 2

> WELCOME/RECAP > EPIC OPTIMIZTION

> PATIENT SAFETY/HIGH RELIABILITY >
> ACTIVITY: COMMUNICATION SIMULATION > LEADERSHIP OPPORTUNITIES
>

RESOURCES WALKTHROUGH

CASE STUDY SCENARIOS: WHAT WOULD
YOU DO?

> LUNCH

A JL ¢ AdvocateAuroraHealth

4, INTERACTIVE Q&A & WRAP UP DAY 2




Reminder to silence your electronics please!

However be ready to use your
smartphone to submit questions about
any of the topics that we discuss.

Today, input the best safety catch you
have ever witnessed or been
responsible for.

Website: https://advocateaurora.cnf.io
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A NEW CLINICIAN LEADERSHIP PROGRAM

Patient Safety / High
Reliability



“We Are First and
Foremost, A Safe
Clinical Enterprise”
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Cal Sheridan's Journey With
Jaundice and Kernicterus
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https://www.toerrishumanfilm.com/

Overview

* Scope of Problem
 What Is a High Reliablility Organization &

* Culture

* Models of Safety

* Types of Safety Errors
» Safety Behaviors
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 YOU have suffered harm as a patient at a
hospital or other care facility (an infection,
fall, delayed diagnosis causing delay In
treatment, other ...)

 AFAMILY MEMBER has suffered harm in a
hospital or other care facility

 AFRIEND or COLLEAGUE has suffered
harm in a hospital or other care facility
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The Prevalence of Medical Errors
Medical Errors are Third Leading Cause of Death in the U.S.

10 percent of U.S. deaths are due to preventable medical mistakes.

« Second only to heart disease and cancer

* |n 1999 the IOM estimated between 48,000 and 95,000 preventable
deaths per year

* Research now says medical error is responsible for over 400,000
deaths in the United States annually

Cinl A 13 == &> AdvocateAuroraHealth
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A Shift in Thinking

Bad Apple Theory Systems Thinking
* People who make mistakes « All people are fallible and
are poor performers experience errors
« System performance is « System factors are the
assured by removing poor majority cause of error
performers

« Reliable outcomes can be
obtained using the right
mix of people and process
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High Reliability:
What is High Reliability



A NEW CLINICIAN LEADERSHIP PROGRAM

Principles of High Reliability

16



The exceptional patient experience Is the
sum of all outcomes and interactions

performed as
Safety + intended reliably over — No harm
time

performed as
Quality + intended reliably over — Clinical excellence
time

performed as Respectful &
Service + intended reliably — compassionate
over time experience

performed as
intended reliably
over time

Team Member
Focus

Engagement of
resilient teams
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Definitions

* Reliability: A probability that a system will yield a specified
result: expressed as ratio (e.g. 99%) or frequency (1 per year)

* High Reliability Organization (HRO): An organization that has
succeeded in avoiding catastrophes in an environment where
normal accidents can be expected due to risk factors and

complexity
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Most simply put, high reliability is...

"The capability to perform to the highest

Standard, consistently over time’
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Five Principles of HRO's

One: Preoccupation with Failure

Two: Sensitivity to Operations

Three: Reluctance to Simplify

Four: Commitment to Resilience

Five: Deference to Expertise

@HPI ' ePRESS GANEY:

20

Principles of
ANTICIPATION

Principles of

CONTAINMENT

ORRRETE,

THIRD EOITION

Sustained Performance In a

Complex World

KARL €. WEICK
KATHLEEN M. SUTCLIFFE

WILEY
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Five Principles of HRO's

One: Preoccupation with failure

« Regard small, inconsequential errors as a
symptom that something is wrong

« Spend time identifying activities we don’t want
to go wrong

* Discuss what to look out for with members of
your team and the oncoming team

» Take the time to attend to important details

| ‘@ a
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Five Principles of HRO's

Two: Sensitivity to operations

 Leaders get out and look for the holes in the
Swiss cheese

 Give real time guidance and resource
allocation

* We have a good ‘map’ of each other’s

talents and skills within the department

"| ®pPRESS GANEY'
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Five Principles of HRO's

Three: Reluctance to Simplify

Interpretations

* We discuss alternatives regarding how to go
about our normal work activities

» We think before we act, and if we are making
an assumption, we check with others before
proceeding

* We're not afraid to ask questions and voice {5
safety concerns Rt

@HPI‘ ePRESS GANEY'
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Five Principles of HRO's

Four: Commitment to Resilience

 Because we are aware of what's going
on around us, we identify errors as they
occur, and correct them before they get
worse and cause more harm

* We talk about mistakes and ways to
learn from them

 When errors happen, we discuss how we

A could have prevented them
@HPIW%PRESS GANEY' »

R
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When errors happen, we discuss how we

could have prevented them...

« Story telling and lessons learned
« Enhanced cause analysis
* Event transparency

8- = = RCA?

g Improving Root Cause

Analyses and Actions
to Prevent Harm

01/23/11 01/23/11 01/23/11 01/23/11 01/23/11 ( S

ate: 01/23/11 01/23/11 01/23/11 01/23/11
943 10:15 1026 030 |

ime: _ 400pm _ 400pm " 650 supm  942pm _

Harbor master  Captain radios Pushed by
Ship strikes contacts ship;  harbor master winds and

for 7 day due within 24 Ship sails off Captain at rock tearing a S::i::gxs Captain states | that ship was currents, ship  Caj

CC leaves port Lifeboat drill

9| thereisa || takingon - driftstoshore, 3 |

wction: cruise carrying | hours; )| intended controls of | < | 175 foot hole kerait
4,223 people, Scheduled for course ship in the ship's e blackout and water but all now listing 20
clear skies next morning hull allis under they needed degrees
control was a tugboat starboard

ni 7n7 ﬁ4 7u77 /,WNPSF National Ptnt Sfety Foundtion
eading @HPI | $PREES GANEY' .
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Five Principles of HRO's

Five: Deference to expertise
* We don’t hesitate to share our expertise

* We take advantage of the unigue skills
of our colleagues

* When a crisis occurs, we rapidly pool
our collective expertise to resolve it

« Rather than a team of experts, we are
an expert team

Clini
Practice

'@ PRESS GANEY®
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Huddle Video
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Hierarchy of Reliability Culture

5. Human Factors
Integration

4.1 Critical 4.2 Collegial

Thinking Teamwork

Think your Behavior Expectations for Act your way into
way into a 4. Human Error Prevention a new way of
new way of Behavior Expectations for thinking

acting 3. High Reliability Leadership

- - Challenge:
Challenge: Knowing = Doing To re-construct
Maintaining e y from tactics to
urgency for 2. Knowledge of Reliability “Science orinciples
and

UELIEIL- B | \/3|ues & Beliefs About Safety & Reliability

change

== €>AdvocateAuroraHealth

© 2010 Healthcare Performance Improvement, LLC. ALL RIGHTS RESERVED.



How Harm Events Happen

Multiple Barriers to prevent events

in barriers
For an event to reach the patient, how many 6-8 or
latent weaknesses in the barriers have to be breached? more
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Healing Without Harm _
Don't Hurt Me, Heal Me, & Respect Me Will

Culture Reliability Science

Knowledge and understanding of human error and
human performance in complex systems

Means

Leadership
Reinforce & Build Accountability
for performance expectations and

Find & Fix system problems 2cution

Behaviors
of Individuals & Groups

Exceptional Outcomes

A A Healthcare That Is Safe — Zero Events of Harm
@HP' \ @ PRESS GANEY' Timely, Effective, Efficient, Equitable & Patient Centered
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High Reliability Behaviors
and Tools for Providers

+ ateAuroraHealth



High Reliability Behaviors
and Tools for Providers
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Just ok IS not ok
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https://www.ispot.tv/ad/IZ6J/at-and-t-wireless-ok-tattoo-parlor

Leaders and Teams

HOW POWER

MAKESPEOPLE
SELFISH



https://www.youtube.com/watch?v=0vvl46PmCfE

High Reliability:
Power Distance




High Reliability:
Team Work in Health Care
182 AdvocateAuroraHealth
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High Performing Teams Need Psychological Safety

“Over two years we conducted 200+ interviews with Googlers (our employees) and looked at
more than 250 attributes of 180+ active Google teams. We were pretty confident that we'd find
the perfect mix of individual traits and skills necessary for a stellar team -- take one Rhodes
Scholar, two extroverts, one engineer who rocks at AngularJS, and a PhD. Voila. Dream team

assembled, right?

We were dead wrong. Who is on a team matters less than how the team members interact,
structure their work, and view their contributions. So much for that magical algorithm.

We learned that there are five key dynamics that set successful teams apart from other teams at
Google”...
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E Leading

o Psychological Safety Psychological

Team members feel safe to take risks and

be vulnerable in front of each other. SafEty was
far and away
the most

_ important
element of
what makes

_ effective

teams.

The five keys to a successful Google team
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https://rework.withgoogle.com/blog/five-keys-to-a-successful-google-team/

Role of Clinical Leaders

* You as the physician or advanced
practice clinician are viewed as the
clinical leader of your team

* You are critical in creating and
sustaining an environment of
psychological safety

» Fostering psychological safety and
high team performance is critical to
create resilience in teams
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Why Is Psychological Safety
Important in Healthcare?

Amy Edmondson

Novartis Professor of Leadership & Management
Harvard Business School
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https://m.youtube.com/watch?v=LF1253YhEc8

Break for Discussion

With your neighbor(s)
identify positive — and not
SO positive — examples of
teams you have been on
that had psychological
safety.

5 minutes @
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Why Is Psychological Safety
Important in Healthcare?

* Learning

* Risk Management

* Innovation

» Job Satisfaction/Meaning
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e
What You Can Do?

Amy Edmondson

Novartis Professor of Leadership & Management
Harvard Business School

44 == €>AdvocateAuroraHealth


https://m.youtube.com/watch?v=jbLjdFqrUNs

Break for Discussion

» With your neighbor(s) identify
two opportunities in your
clinical work when you can
use these skills

* Describe why you think it will
make a difference

45

5 minutes @
ding
Clini ﬁ
Practice
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Behaviors You Should Use and Model

* Framing of the work
— Describe the meaning of the work

— Remind people of the nature of the work — highly complex,
safety impact

* Model fallibility and invite input
— Ask for input by name to decrease barriers to providing feedback

 Reward the messenger
— Actively thank those for bringing key feedback and speaking up
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High Reliability:
Errors We Can Control
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Self-Checking With STAR* (stop, Think, Act, & Review)

0.9

0.5

0.1
0.05

0.01

0.001

Probability of Error

By
™ "

0.0001 | Vigilahce 5 s
0.00001| Tests

0.000001 |

0.6 6 60 600 6,000
. OPERATION BREAKTHROUGH
Seconds Paused in Thought PATIENT SAFETY

BEST OF THE BEST

"It sort of makes you stop & think, doesn't it?”

* Jefferson Center for Character Education 48 Eﬂ: ed>AdvocateAuroraHealth
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lllinois Safety Measure —
O Cto b e r 2 O 1 8 Advocate Hospital Serious Safety Event Rate (SSER)

Rolling 12-month rate per 10,000 APD
January 2012 through September 2018
Data Pulled on 10/16/18

34 - 2.40

32 1 31 Baseline 2.12 2.20

2.00
1.80
1.60
1.40

1.20

Event Count

1.00

Serious Safety Event Rate

= 0.80

777 [ 0.60

~

0.70
0.40

i ‘ ‘ - 0.20
0 e o e L e 0.00

; ": ": N ,3) ,\,b‘ I X ) ‘9 NN b NN '\ N ,;'\ .3: ,\jb :\jb )
MQA & vﬁ \° & v9 W o"‘” \'bo v9 W o‘:” \°° v9 W o‘:” \°° v‘? W 0‘}' & W # @Q AdVOCGtEAUfOFaHealth
Practice -

N & OO
1
)]
—— N
=Y
IS




OUR INTENT AS WE ROLL OUT AND
CHANGE CULTURE - INCREASE
REPORTING TO DEVELOP NEW AND
MORE ACCURATE BASELINE
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Summary

* Scope of Problem

 What is a High Reliabllity
Organization

* Culture

* Models of Safety

* Types of Safety Errors
« Safety Behaviors
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Healing Without Harm
Don’t Hurt Me, Heal Me, & Respect Me Will

Means

Exceptional Outcomes
w

ely, Effec Efficient, Equitable & Patient Centered

How Harm Events Happen

Multiple Barriers to prevent events

Pl

Latent Weaknesses
in

For an event to reach the patient, how many 6-8 or
latent weaknesses in the barriers have to be breached? more
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Questions?

Conferences |/O:.
https://advocateaurora.cnf.io
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