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• What is an HRO

• Basic tenants of HRO

• Clinical Operations 

• Clinical Education

• Nurse Triage

• Patient Safety

• Clinical Quality



HOUSTON METHODIST 

OVERVIEW

• 8 HMH hospitals in greater Houston area

• 140+ clinics

• 130 Primary Care Group physicians (PCG)

• 500+ Specialty Physician Group (SPG)

• Clinical Operations Department: 8 FTE
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What is a High Reliability 

Organization (HRO)?

“A High Reliability Organization

accomplishes its mission

while avoiding catastrophic events

despite significant hazards,

dynamic tasks, time constraints,

and complex technologies.”

Anesthesia Patient Safety Foundation



A JOURNEY TO HIGH RELIABILITY



Unparalleled 

Performance

Framework for Engagement
Providers As Drivers of Success in the Healthcare Team 

Safety

Organizational Priorities:

Quality

Service

Innovation

Provider 

Engagement & 

Alignment

How do we measure 

engagement & alignment?

1

What are we doing to improve 

engagement & better alignment?

2

What have been the results of 

our providers’ engagement? 
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Strategies to Further Engage 

Physicians & Staff in Safety & Quality

• Enhance the Culture of Safety 

• Embrace High Reliability Organization Principles

• Be a Learning Healthcare System

• Act as a System

• Engage in Research to Improve Quality & Safety

• Provide the infrastructure for teamwork 



Roadmap to High Reliability

And when failures occur….

Characteristics of a High Reliability Organization (HRO)



Preoccupation With Failure

• Knowing that risk exists. Acknowledging risk, and 

taking action to mitigate and minimize risk.

• Regarding small, inconsequential errors as a symptom 

that’s something’s wrong - something that could have 

severe consequences if the small errors coincide at 

one awful moment.

Operational Application

Encourage Reporting



Sensitivity to Operations

• Paying attention to what’s happening on the front line.

• Anticipating problems and building a system of 

ongoing checks designed to spot expected as well as 

unexpected safety problems.

• Acting to prevent human errors and to find and fix 

latent system problems that can lead to an event.

Operational Application

Daily Check-In Meeting--Planned



Reluctance to Simplify 

Interpretations

• Encouraging diversity in experience, perspective, 

and opinion to ensure that the nuances and 

complicating factors of a situation are identified.

Operational Application

Ask ”why” and get to the true cause

Involve people at all levels



Commitment to Resilience

• Developing capabilities to detect, contain, and 

bounce back from events that do occur.

• Routine drilling to hone response system that 

keeps problems small and enables routine 

operations to continue.

Operational Application

Pre-Job Briefs & After Action Reviews



Deference to Expertise

• Pushing decision making down and around to the 

person with the most related knowledge and 

expertise.

• On-going benchmarking – and operations 

adjustment – with best practice and beyond to 

avoid quality degradation.

Operational Application

Process Owners

Rapid Response to Safety Critical Issues



CLINICAL OPERATIONS 

DRIVERS

Employee Opinion Survey:

 Opportunities for recognition

 Professional Growth and Development

Physician Engagement Results:

 Quality and Safety Initiatives

 Transparency in Performance Improvement



CLINICAL OPERATIONS

The 4 cornerstones of the Clinical Operations 
Department

1. Clinical Education

2. Nurse Triage

3. Patient Safety

4. Quality

All 4 cornerstones have an impact on Quality Care 



Clinical Education



CLINICAL EDUCATION
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• Policy development and review

• MA Certification Initiative

• Skills training and check-off

• Support on-going safety training

• New hire process and orientation

• Develop clinical support tools 

• Enhance managing clinical roles



CLINICAL EDUCATION

• Focus on functioning at the top of training

• Utilize evidence-based concepts and educate 

accordingly

• Raise awareness of processes and standards of care

• Support competence and validate annually

• Assure confidence, focus on advancement 

opportunities, and professionally develop 



Nurse Triage



NURSE TRIAGE

Patient Safety + Access + Cost Containment

• Receive calls from the Contact Center 

• Process calls based on standardized protocols

• Schedule patients with a focus on safety and access

• Assure communication is concise and relevant

• Quality Assurance and ongoing education for nurses



NURSE TRIAGE

• Offer nurse-based guidance

• Assure patients needs are based on severity of illness

• Reduce unnecessary ER visits

• Get patient seen by provider who knows patient 

history more deeply

• Give more time to focus on throughput and clinical 

workflows



Patient Safety and Clinical Quality

A culture, not just a set of actions



PATIENT SAFETY CULTURE

• A collection of beliefs and perceptions that 

employees share in relation to risks within the 

organization

• A blame-free, transparent environment where 

individuals are able to report errors and near misses

• A collaboration across all disciplines to seek 

solutions to patient safety issues
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Safety

PSN

Falls

Med 
Safety

2 
Patient 
Identify

IP

Major Safety Initiatives

Identify where to 

focus attention

Trends drive 

educational outreach

Provide just in time 

coaching when 

events occur

Roll out as larger 

campaigns within the 

organization
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Occurrence event 

reporting system

• Goal: Increase self-

reporting

• Allow ANY care team 

member to report potential 

events

• Track and trend events for 

opportunities

Allows reporting:

• Unexpected events 

Patient Safety Net (PSN)
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Right patient

2 identifiers:

1. Ask- First and Last name

2. Ask -Date of Birth

Does the order match the 
patient?

Right medication

Does the medication label 
match the order?

Check the expiration date.

Right Dose

Does the strength match
the order?

Does the dosage match the 
order?

Five Rights of Safe 

Medication Administration

Right time and 
frequency

Verify ordered time. Ex: 
Now, stat, 1 hr

Verify ordered 
frequency. Ex: one time, 

twice a day

Right route

Does the route match
the order?

Are you using the 
appropriate equipment? 

Ex: needle size

Right 
documentation

Document immediately 
after medication 
administration

Verify and document any 

new allergies.
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Falls Initiative

• 45% of all PSN/Safety Intelligence reported events were falls 

in 2018

• Potential risk for falls can be attributed to:

• physiological change from medications taken 

• postural hypotension

• recent surgery, diagnostic tests, and mobility issues

• fatigue/weakness from a current/chronic medical 

condition
Physician Office Fall Assessment: 

Medical Assistant asks key questions:

1. Have you fallen in the last 12 months?  How many?

2. Do you feel unsteady when standing or walking?

3. Do you worry about falling due to troubles with walking?
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Falls Initiative

A basic set of goals

• Identify at check in — Just ask

• Communicating to the back office

• Assisting the patient back

• Once the patient is in the room

• What to do at disposition

Consider a two pronged thought process

• Fall prevention in the office

• Fall prevention at home
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“Quality is not an act; it is a habit.” 

-Aristotle



30

CLINICAL QUALITY

• Refine health care processes

• Improve outcomes

• Create meaningful patient experiences 

• Contain costs 

• Build healthier communities

• Satisfy regulatory and payor requirements
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CLINICAL QUALITY 

EPIC ECW

Claims

• Streamline meeting quality measures by creating 

process efficiencies 



CLINICAL QUALITY

• Improvement in clinical quality = High return on 

investment
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Patient Safety

Starts with all of us

When in doubt ask questions???




