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Reliability definition

An attribute of a system that consistently
produces the same results,

preferably meeting or exceeding its specifications. 
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Manage the Unexpected
Teamwork
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HRO
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Mindfulness
Anticipate

Preoccupied with Failure

Reluctant to Simplify

Sensitive to Operations

Contain

Committed to Resilience

Deferential to Expertise



What is an HRO?
Hollnagel and Wears, 2015 

SAFETY 1 SAFETY 2

Definition of safety As few things as possible go wrong. As many things as possible go right. 

Safety 

management 

principle 

Reactive, respond when something happens 

or is categorised as an unacceptable risk. 

Proactive, continuously trying to anticipate 

developments and events. 

Human influence in 

safety 

Humans are liabilities, hazards, a problem to 

be fixed. 

Humans create resilience by providing flexible 

solutions to many potential problems. 

Accident 

investigation and 

risk assessment 

Investigations of failures and malfunctions 

identifies the causes and contributory factors.

Investigations of failures and malfunctions 

identifies how things usually go right - as a basis 

for explaining how things occasionally go wrong.



HRO Framework
SRH and IHI Faculty 2017
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A Healthcare System

is made up of many 

work-settings

https://pixabay.com/en/building-tall-housing-houses-48626/
https://pixabay.com/en/building-tall-housing-houses-48626/




A wide variety of skills across the middle

Engaged
Knowledgeable in

Organizational development
Whole system change
Measurement to manage
Relentlessly focused on 

process
Know culture IS a process

Clinically excellent
Well meaning
Socially Adept
----------------------------
Inadequately Trained

Absent
Burned Out
Socially Inept
Psychopathic
Disinterested

10% 10%80%

Source: Bohmer R, Leading Clinicians and Clinicians Leading, New Eng J Med, April 2013



Sociotechnical
Maturity Model
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Dealing with difficult colleagues is NOT consistently a 

challenging part of my job (14472)



Typical unprofessional responses

by Professionals who act badly

ñI yell because I care.ò  (Iôm the only patient advocate)

ñWho else can do what I do here?ò (Iôm unique)

ñYou give me idiots to work with.ò

ñWho said I was unprofessional. Thereôs no proof.ò

ñThey donôt like me because of my new role.ò (Political assassination)

ñTheyôre out to get me. Who said this? ò (Paranoid)

Jo Shapiro MD, BWH



10% 10%80%



http://www.nfl.com/videos/nfl-films-sound-efx/0ap3000000784708/Sound-FX-Tom-Brady-Julian-Edelman-never-gave-up
http://www.nfl.com/videos/nfl-films-sound-efx/0ap3000000784708/Sound-FX-Tom-Brady-Julian-Edelman-never-gave-up


http://youtube.com/v/mF5CiseqTWo
http://youtube.com/v/mF5CiseqTWo


We can do better

Managers need 

an intuitive tool 

that creates the 

desired culture. 

Leaders need to 

know what is 

happening at the 

frontline, and why?





Technology can be a cultural game changer.

Enable Transparency. 

Leaders and Managers are ñin the knowò.

Work as Imagined is the same as Work as Done.



MIDDLE

MANAGEMENT

SUSTAINED 

IMPROVEMENT

SENIOR 

LEADERSHIP

Frontline caregiver Manager Quality & 

Improvement

Leadership Physician

Why do many improvement efforts fail?
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DAILY 
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ISSUES AIMS
DAILY 

OPERATIONS

Frontline caregiver Manager Leadership Physician

Everyone knows the game plan and can speak up when they don't.

Disciplines engage with each other so that everyone knows what the othersô 

experience is like - on a day-to-day basis. 

Everyone understands what others are talking about when discussing 

improvementé  because they can see it and they live it everyday. 

Senior leaders talk about issues germane to workers, because they can see them.

Managers impart to workers a useful perspective about work to be done and 

improvement efforts, because the issues are easy to capture and understand.

Quality & 

Improvement

LENS 



Learning boards capture ideas and 
issues from everyone

DIGITAL: available everywhere on any device.ANALOG: proven results


