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Henry Ford Health System
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Founded in 1915 by auto pioneer Henry Ford and now one of the nation's leading health care 
providers, Henry Ford Health System is a not-for-profit corporation. It is comprised of hospitals, 
medical centers and one of the nation's largest group practices, the Henry Ford Medical Group, 
which includes more than 1,200 physicians practicing in over 40 specialties. 

v With more than 30,000 employees, Henry Ford Health System is the fifth-largest employer in metro Detroit, 
and among the most diverse. 

v The System's flagship, Henry Ford Hospital in Detroit, is a Level 1 Trauma Center recognized for clinical 
excellence in cardiology, cardiovascular surgery, neurology and neurosurgery, orthopedics, sports medicine, 
multi-organ transplants and cancer treatment. Our other locations include: 1) Henry Ford Wyandotte 
Hospital; 2) Henry Ford Macomb Hospital - Clinton Township; 3) Henry Ford Kingswood Hospital; 4) Henry 
Ford Allegiance Health (Jackson) & 5) Henry Ford West Bloomfield Hospital.

v In 1986, HAP joined the Henry Ford Health System family. We’ve been working together ever since to bring 
the best care and coverage to our patients and members in Michigan. 



How Safe is Healthcare?
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To Err is Human
§ A report issued in November 1999 by the U.S. 

Institute of Medicine that may have resulted in 
increased awareness of U.S. medical errors

§ Experts estimate that as many as 98,000 people die 
in any given year from medical errors that occur in 
hospitals. That's more than die from motor vehicle 
accidents, breast cancer, or AIDS--three causes that 
receive far more public attention. Indeed, more 
people die annually from medication errors than 
from workplace injuries. 

§ Add the financial cost to the human tragedy, and 
medical error easily rises to the top ranks of urgent, 
widespread public problems. 

§ To Err Is Human breaks the silence that has 
surrounded medical errors and their consequence--
but not by pointing fingers at caring health care 
professionals who make honest mistakes. After all, 
to err is human.

§ Instead, this book sets forth a national agenda--
with state and local implications--for reducing 
medical errors and improving patient safety 
through the design of a safer health system. 



High Reliability

10/8/19 6



7
© 2015 Press Ganey Associates, Inc.

7
© 2016 Press Ganey Associates, Inc.

High Reliability Organizations (HROs)
“operate under very trying conditions all the time and yet manage to have 

fewer than their fair share of accidents.”
Managing the Unexpected (Weick & Sutcliffe) 

Risk = Probability x Consequence

Reliability A probability that a system will yield a specified 
result; expressed as a ratio (0.98 or 98:100 or 98%) or a 
frequency (1 per year)
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Preoccupation with Failure
Operating with a chronic wariness of the possibility of unexpected events that may jeopardize 
safety by engaging in proactive and preemptive analysis and discussion

Sensitivity to Operations
Paying attention to what’s happening on the front-line – Ongoing 
interaction and information-sharing about the human and organizational 
factors that determine the safety of a system as a whole

Reluctance to Simplify interpretations
Taking deliberate steps to question assumptions and received wisdom 
to create a more complete and nuanced picture of ongoing operations

Commitment to Resilience
Developing capabilities to detect, contain, and bounce back from errors that have already 
occurred, before they worsen and cause more serious harm

Deference to Expertise
During high-tempo operations, decision-making authority migrates to the person or people with 
the most expertise with the problem at hand, regardless of rank

Five Principles of HROs





HFHS High Reliability Journey Timeline

2016

2017

2018

2019

2020

• Diagnostic Assessment and 
Review at All Hospitals

• Engagement with HPI 
Consultants for Support

• HRO Journey Kick Off at All 
Leader Meeting

• HRO Implementation Planning
• SCORE Survey

• HRO Leader Training Part 1 &2: 
Leader Methods and Error 
Prevention Tools

• HRO Leader Training Part 1 & 2: New 
Leader Training and Make-Up Sessions

• SCORE Survey
• Kick Off All Staff Training: Speak Up for 

Safety & Critical Thinking Modules

All Staff Training Continued
HRO Accountable and 
Reinforcement of 
Training/Tools 10



MESSAGE TO MISSION
1. Start Meetings with a Safety Message 
2. Safety first in every decision
3. Stand up for those who SPEAK-UP for safety

LEADING SAFE OPERATIONS
1. Daily Business Unit Safety Huddle
2. Daily Departmental Reliability Huddles
3. Top 10 List

BUILDING ACCOUNTABILITY
1. REAL+: Rounding Embraced by All Leaders
2. 5:1 Feedback
3. Just Culture

LEADING LOCAL LEARNING SYSTEMS
1. Reliability Huddle Boards

1. Visibility/Dashboards
2. Learning Performance Improvement Boards/PDCA
3. Unit Top 2

2. HFHS Continuous Improvement Tools
1. Start with Standard Work for High Quality + Reliability

High Reliability Leaders Act Differently



HRO Model:  3 Key Components
§ The core, Psychological Safety and Trust, promotes Speak Up and reporting necessary for organizational learning.

§ Surrounding a culture of trust and creating channels for learning are Leader and Local Learning systems.

§ Robust process improvement enables never-ending improvement and transformation toward high reliability.  

10/8/19 12



Tools get you this far….
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Key Leader Behaviors in 
High Reliable Organizations
Today’s Highlights:
• Humble Inquiry:  Leaders as Coaches

• Messaging to Mission:  Story-telling

• Situational Awareness:   Daily Huddles incorporating “Look-back / Look-
forward”

• Feedback

• The Weight of the Nation – Childhood Obesity



Changing Behaviors

Set 
Expectations

Educate & 
Build Skill

Reinforce & 
Build 

Accountability

© 2006 Healthcare Performance Improvement, LLC. ALL RIGHTS RESERVED.
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Leaders as Coaches . . . .

The leader of the past knew how to tell;
The leader of the future will know how to ask.

~Peter Drucker

10/8/19 Performance Improvement 16



Key Coaching Skill:
Humble Inquiry
§ Based on the book:  

Humble Inquiry:  
The Gentle art of Asking instead of Telling

§ Businesses are becoming more and more complex
• In complex situations,  need input from everyone in the group
• We need people’s intelligence
• We need team members to feel comfortable enough to talk,  tell what’s 

going on,  and assist in problem-solving
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Types of Questions 

What, why, how, ….

Open ?
Designed to encourage a full 
answer using the subject's own 
knowledge and/or feelings

Closed ?
Encourages a 
short or single-
word answer

What do you think about 
the candidates in this 
election?

Are you voting for 
_____ in this 
election?

Leading ?
Prompts or encourages 
the desired answer

What is your relationship with 
your mother-in-law like?

Do you get along 
with your 
mother-in-law?

Clearly ____ is the 
stronger candidate, 
who are you voting for?

What crazy things 
does your mother-
in-law do?

Do, is, will, can, have, which, who, when….



Helpful Questions

IS Asking 

¤ What can you tell me about the 
ways you are investigating this?

¤ Exactly what‘s the problem you 
are trying to solve?

¤ What have you looked at or 
heard?

¤ Why do you say / think that?

¤ What have you thought of trying?

Is NOT Asking  

▲ Have you thought of looking at X, Y, or 
Z?

▲ Is that really the problem you need to 
solve?

▲ Why don’t you look at ___?

▲ Why do you say / think that?

▲ Have you thought about trying ___?

20
Adapted from David Verble and LEI



Team Activity 
Practicing Open-Ended Questions
• Everyone thinks of a problem that you can describe 

in 1 minute or less
• In groups of three, each person will be given a role

– Person describing the problem: describes their problem
– Questioner: asks open ended questions
– Observer: Writes all the questions the questioner asks

• If a closed ended question is asked, the person just 
replies simply yes or no

• If a leading question is asked, the person may reply 
“It sounds like you are leading me to X”



Message to Mission
Start meetings with a Safety Message



Messaging in One Direction





§ Stories attract attention…stories synchronize the 
listener’s brain with the teller’s brain…neural 
coupling. 

§ Stories create empathy…storytelling connects 
listeners to the storyteller emotionally.

§ Stories promote critical thinking…stories “light up” 
more of the brain than factual reporting.

§ Storytelling enhances memory…making it easier to 
remember facts

§ Stories inspire and incite change…Stories can 
change the brain’s chemistry producing oxytocin.

§ Stories affect behavior – we can 
SHAPE our culture using Stories!

How Story telling works?

Image: Neural coupling

Keefe, Alyssa G. Why storytelling works: The Science, ISMP, Telling 
True Stories is an ISMP Hallmark, Here’s Why You Should Tell Stories 
Too…Sept. 2011



Start Meetings with a Safety Message
• Share your convictions relative to patient safety or personal safety
• Explain how safety contributes to our mission
• Explain how our policy & practice contribute to safety
• Tell a story about something good that we did
• Tell a story about something bad that happened to us
• Tell a story about harm in another healthcare system
• Tell a story about another system preventing harm
• Read a Good Catch story from your people (department)
• Read a Good Catch story from across HFHS
• Review our safety behaviors
• Teach applications of our safety behaviors to our jobs
• Discuss the importance of reporting problems
• Discuss the importance of speaking-up for safety
• Ask staff to be safe, and explain how
• Thank staff for practicing / working safely

Leader Work Book Page 27 



27
© 2017 Press Ganey Associates, Inc.

3 Part Structure
Story cuts through the clutter to connect mission to meaning

Leader Work Book Page 28 

1. State the Lesson of the story.  Talk about what you know – be sincere, be 
specific, and use names whenever possible.  Keep it short and use a 3 Part 
format
q “I would like to share a message about the importance of…(example…speaking-up 

as an advocate for Patient Safety)” 

2. Share the message.
q (Insert Message Here)

3. Return to the Lesson for Emphasis.
q “And that is why it’s important that everyone…(example…speak-up for patient 

Safety every time.”



The Role of Family and Community in Mentoring Alienated 
Youth in the American Midwest

§ At-risk youth from a blended family in the mid-west farm belt.

§ Suffers a severe head trauma from an extreme weather event.

§ Undertakes a high-risk journey to distant mineral-based urban 
center.

§ Accompanied by 3 variously challenged and apparently homeless 
adults.

§ Pursued by malevolent person with magical powers and airborne 
primates.



At Risk Youth Malevolent Person

Adapted from: The Goodman Center 2015



Patient Story Exercise
Prepare and deliver a 60 second safety story

to start your staff meeting using 3 part structure

Exercise Time: 2 min prepare – 3 min share



Leading Safe Operations
Today’s Highlights:
• Humble Inquiry:  Leaders as Coaches
• Messaging to Mission:  Story-telling
• Situational Awareness:   Daily Huddles incorporating “Look-back / Look-

forward”
• Feedback
• The Weight of the Nation – Childhood Obesity
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PerformanceDecision
Making

Situational 
Awareness

Human Performance 

Situational awareness is key to good decision making and good performance 
Debra Jones, University of Michigan, 2003, Designing for Situational Awareness

88% of Human Error in aviation is due to lack of with Situational Awareness
77% of the time, the Right information was not sent

17% of the time, the Right information was sent but not processed or acted upon
5% of the time, people didn’t know how to use the Right information

Situational Awareness: The Perception of elements in 
the environment within a volume of space and time 
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Closed Loop Communications 
(Huddle Structure)

Business 
Unit/Entity

Huddle
(Daily 

Check-In)

Senior 
Leaders 
Huddle

Work 
Unit/Shift 
Report

Unit/Depart
ment/Clinic

Huddle

System 
Huddle

Shift 
Hand-

Off

Staff Member 
to Staff Member

Staff Member 
to Supervisor/
Charge 
Person 

Manager 
and Staff or 
Manager 
work unit 
leads

Unit/Departmental 
Managers/Directors

VP’s/Directors

CEO/VPs

Inform 

Feedback/Advice/Direction



Critical questions
Every operational leader should 
know…

Prepare to Participate
Consider yourself and ask others:

§Do we have any high-risk patients or procedures?

§Do we anticipate any non-routine procedures or tasks?

§Are we dealing with any situations or conditions that 
distract our ability to focus or think critically about our 

patients?

§Are there any Safety Issues that I know about that may 

impact other departments?

§Do we have what we need to deliver Safe, Quality 

care? Are there any deficiencies in information, 

equipment, supplies, or staff that will make it hard to 

deliver Safe, high Quality care?

§What conditions outside our unit or outside our 
hospital could impact our ability to deliver Safe, 

Quality care today?

If any of the above…
What actions am I taking to have a safe day?

If no issues…pull the string to see if we really have no 
issues… We have what it takes to

Create a Safe Day!

Daily Safety Huddle Agenda

1. LOOK BACK – Significant Safety or 

Quality issues from the last 24 

hours/last shift

2. LOOK AHEAD – Anticipated Safety or 

Quality issues in next 24 hours/next 

shift

3. FOLLOW UP on Start-the-Clock 

Safety Critical Issues

High Reliability Leaders Prepare for Daily Safety Check-In 

Goal: 15- 20 Minutes • Focused • On 
Your Feet

Leader Work Book Page 36 



“I am Prepared for Daily Safety Check-In”

Example shared with permission from : Signature Healthcare, 
Brockton, MA, 2016



Tips for Leaders
• Redirect unrelated reports and conversation.
• Give clear direction about prioritization.
• For issues, identify a single Problem Owner and time for resolution (“page me by 

3:00 this afternoon if the equipment has not been fixed”).

How to encourage high-reliability thinking
• How do you know you had no problems?

• What immediate actions did you take?

• Is this happening in other places? Could this happen in other places?

• What other areas does this impact?

• How are you preparing your team for that task?

• What behavior or tool for high reliability should be used?

• If any deficiencies that impact safe care are brought forward, state:
• That’s a safety critical issue that requires “Start the Clock” response…

Leaders Leading the Daily Safety Check-In 
Coach Others to use High Reliability Thinking



Evolve our Daily Safety Check-In from Crawling to 
Running

38



Department Daily Check-In

Pharmacy Huddle Board

• Hospital Safety Issues
• Great Catch/Recognition
• Drug Shortages
• Staffing Issues
Safety Issues:
• IV Admix/Chemo
• P&T Committee
• CPOE
• AcuDose
• Procedure Controls
• Other

This white board is posted each morning in the 
pharmacy.  Staff are expected to note any known safety 

concerns in the appropriate categories and the white 
board becomes the agenda for the department huddle.



Evolving Future State: Huddle and Learning System
Elements of Integrated Reliability Huddle:

• Supports 24 hour Lookback and Look forward 
by all participants

• Meaningful & Balanced Metrics (Patient 
Safety, Workforce Safety, Quality, 
Engagement, Patient Experience)

• Encourages and supports individual and team 
problem solving at the local level

• Measures Process Control for completed 
items

• Measures and builds team member’s 
engagement and accountability for problem 
solving

• Used to Celebrate Team Successes!
West Bloomfield Prototype Integrated Reliability Board



Preparing for a Safe Day: Daily Safety Check-In 

Small Group Discussion
1.  Review and Discuss the Blue Words with those 
at your table that apply to your Department

2.  What did you learn about other’s  Blue Words?
3. Share safety & reliability learnings & 
observations by 
• Looking back:  Significant safety or quality issues from 

yesterday

• Look ahead:   Anticipated safety or quality issues for 
today

5 minutes share; 5 minutes report-out

Prepare to Participate
Consider yourself and ask others:
§Do we have any high-risk patients or procedures?
§Do we anticipate any non-routine procedures or tasks?
§Are we dealing with any situations or conditions that 

distract our ability to focus or think critically about our 
patients?

§Are there any Safety Issues that I know about that may 
impact other departments?

§Do we have what we need to deliver Safe, Quality 
care? Are there any deficiencies in information, 
equipment, supplies, or staff that will make it hard to 
deliver Safe, high Quality care?

§What conditions outside our unit or outside our 
hospital could impact our ability to deliver Safe, 
Quality care today?

If any of the above…
What actions am I taking to have a safe day?

If no issues…pull the string to see if we really have no 
issues… We have what it takes to

Create a Safe Day!



Hold Departmental/Unit Reliability Huddles
Football teams have hours of practice, hours of film, hours 
running plays…and they still huddle before each play.

Daily Departmental Huddle  Agenda

1. LOOK BACK – Significant safety or quality 
issues from yesterday

2. LOOK AHEAD – Anticipated safety or quality 
issues for today

3. FOLLOW UP on Start-the-Clock Safety Critical 
Issues

Leader Work Book Page 36



Building Accountability
Rounding Embraced by All Leaders 2.0 (REAL+)
Providing Feedback
Just Culture



Engagement and Accountability -
What is it?

§ Something everyone has
§ Something to build and enhance
§ About being responsible for your actions and conduct
§ Intrinsic motivation of the individual to meet and exceed 

performance standards



Providing Feedback

§ Based on observation and facts

§ Close in time to the act

§ No sandwich approach

§ Lightest touch possible to get the 
desired result

§ Tie observation to our expected 
safety behaviors

§ The ratio of positive to constructive
feedback should be . . . 

Fact Book Page 35 
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John Gottman
• 700 newlywed couples
• Videotaped one 15 minute conversation – counted 

positive/negative interactions
• Based on his findings, predicted marriage longevity
• Ten years later, 94% prediction accuracy

The Magic Ratio?
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John Gottman
• 700 newlywed couples
• Videotaped one 15 minute conversation – counted 

positive/negative interactions
• Based on 5:1 model, predicted marriage longevity
• Ten years later, 94% prediction accuracy

In the workplace:
• 66% of employees said “appreciation” is a 

“very significant” motivator of performance
• Positivity must be grounded in reality; false 

optimism is counterproductive and annoying

The Magic Ratio



Rapid Cycle Feedback

© 2008 Healthcare Performance Improvement, LLC. ALL RIGHTS RESERVED.

Do
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Traditional
Feedback Cycle
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Learning is “Doing” with “Feedback”



5:1 Feedback Exercise



U.S. Obesity

https://www.youtube.com/watch?v=tM-rZm-ilFA





HRO Framework
§ Within the HRO framework,   the table below further defines the behaviors, tools,  processes,  and systems of each component. This 

will create the “playbook” of our journey to high reliability.    
• The color-coding represents items deployed by year or already in place.

• The alignment & integration of our organizational culture work,  care experience improvement and quality, safety  and reliability 
journey are key in this framework.  

• Continual development of the skills and knowledge of our workforce (leadership through front-line) on the elements of this 
framework is foundational to creating a highly reliable organization.

• Systems to reinforce and sustain the desired behaviors and results are required as well.

10/8/19 53



Don’t STOP…Keep Going…Give me your 

Best…Don’t Quit on ME! I’m Counting on YOU!

The GIFT of Leadership… “Don’t Waste it”

5289
Our Patients and Our Workforce…Can They..



Thank You for Your Time Today! 
We are relying on you!

Please complete and submit your evaluation

We value your feedback…
§ What did you like about the session today?
§ What could have made this session better?
§ What will you do differently tomorrow based 

on what you learned today?


