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In this session, participants will discuss what they can to do as a team to achieve
higher collective safety awareness, and become a high reliability team. The goal is
to create an agreed set of actions to help the team achieve high reliability, and
assign persons responsible and dates for follow-up.

+ Shared mental models and shared understanding

+ Cooperation and coordination between members

+ Engagement of all team members

+ Mix of leadership and followership: People leading on topics where they
have expertise and motivation

- Enhanced collaboration
« Cohesion and coordination
+ Cross-monitoring

All team members.

A reliable and supportive team is necessary for staff to perform at their best in
their everyday work - particularly in healthcare where the day to day working
environment is dynamic and complex.! High-reliability teams aim to navigate such
environments successfully to deliver at a high capacity whilst simultaneously
minimising errors.2

1. Sutcliffe KM. High reliability organizations (HROs). Best Pract Res Clin
Anaesthesiol. 2011 Jun;25(2):133-44. doi: 10.1016/j.bpa.2011.03.001.

2. The Health Foundation. Evidence scan: High-reliability organisations. 2011. The
Health Foundation, London, UK.
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SESSION OVERVIEW

Purpose: The aim of the session is for participants to discuss what
they can to do as a team to achieve higher collective safety
awareness, and become a high reliability team.

Timing: 60 min.
Setup: Introduction > Learning > Group discussion > Team
discussion > Feedback

Outcomes: An agreed set of actions to help the team achieve high
reliability using a predetermined set of criteria, along with
persons responsible and dates for follow-up.

Facilitators: 1-2 team members to facilitate; 1 facilitator or team
member as scribe to record ideas, discussion points, and
outputs.

ADVANCE PREPARATION

Equipment: Each team member should access the meeting via computer
with internet connection, webcam, and microphone, or via a
smartphone.

Materials: Handouts, outcomes template.
Meeting: Set up a meeting via Zoom and invite attendees.

« For presentation, facilitators should share their screen
with the attendees.

+ To take notes or share ideas, share screen with a
document in Microsoft Word, Google Docs, or other
writing software.

Facilitator: Read through this module guidance and run through the
presentation to become familiar with the session outline.

Attendees: Share the materials in advance via email.

www.ucd.ie/collectiveleadership
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START OF SESSION

1) Introduction (5 min.)

Introductions if new people are attending the session, followed by recap of
the aim of Co-Lead (aim to introduce Collective Leadership to healthcare
teams to improve Safety Culture) and update on what progress has been
made/is being made on previous sessions (e.g. are sub-teams working to
implement or refine team decisions/outputs from previous sessions?)

Facilitators will outline the aim of today’s session: for participants to discuss
what they can to do as a team to achieve higher collective safety awareness
and become a high reliability team. Include a brief definition of high
reliability: “the ability to deliver consistent quality care and reduce errors
despite a complex and changing work environment.”

2) Icebreaker (5 min.)

Let the team members reflect individually for one minute on the following
question: “"What factors (at individual, team, and organisational level) are
most important for me to perform my best at work?”

Go around the team and have each member share (in one no more than a
sentence) just one thing at either individual, team or organisational level
that is important for them to perform their best at work.

3. Introduction to high reliability/collective safety
awareness (10 min.)

Introduce the team to the terms “high reliability” and “collective safety
awareness”, using the session slides and notes. The slides contain a 5-
minute reflection/discussion task. For this task, have everyone reflect
quietly on the question for 2 minutes, and then share/discuss their
thoughts in pairs or small groups for 3 minutes. (Facilitators should use the
“breakout rooms” feature of Zoom to split the attendees into small groups
for this part of the exercise, then reconvene them before moving on.)

(Continues on next page)
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4. Group discussion (10 min.)

Split the team into five groups using the “breakout rooms” feature in Zoom.
Assign each group one of the five key processes required for achieving high
reliability and ask them to read their respective page of the handouts.
(Handouts should have been shared beforehand.)

Preoccupation with failure
Reluctance to simplify interpretations
Sensitivity to operations
Commitment to resilience

Deference to expertise

(There must be at least two people in each group - if not, reduce number of
groups and give some groups two processes to discuss)

Each group should read the handout about their specific process and
discuss the following questions:

« What do we do well as a team in relation to this process?
« What can we improve on in relation to this process?

Suggest that the groups take notes, as they will need to explain their
process and feed back their key discussion points to the whole group.

5. Team discussion (30 min.)

Each subgroup explains their process (what it is/how to achieve it) to the
whole team and feeds back their main discussion points.

The whole team discusses the following questions: How do we improve in
relation to this process? What actions can we take? Who will be
responsible?

Facilitators should ensure strict time keeping (~5 minutes for each process)
to allow the team to get around all of the key processes

If any time is left, try to rank the five key processes 1-5, starting with the
one the team needs to focus on/work on the most. See if the team can
reach a consensus on which processes to prioritise.

6. Close of session (5 min.)

Give brief feedback on the session. Keep record of the notes from the team
discussion for future use by the team.

www.ucd.ie/collectiveleadership
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Title slide

A general definition of high reliability is “The unusual capacity to produce
collective outcomes of a certain minimum quality repeatedly”. In relation to
healthcare this could be interpreted as “the ability to deliver consistent quality
care and reduce errors despite a complex and changing work environment”. At
an organisational level this can be achieved through highly standardised
routines to minimise fluctuations in team performance.

A team'’s collective safety awareness is essential to achieve high reliability, as
it provides a collective focus on optimising safety. Collective safety awareness
can be defined as “a shared team focus on achieving high safety through an
on-going effort to update and optimise routines, procedures and actions based
on experience and anticipation”. A safety aware team is willing to scrutinise
perceptions and expectations to make sense of and learn from new events.

The *high reliability organization’ (HRO) paradigm was developed by a group of
researchers at the University of California, Berkeley, based on observations of
teams in aviation, nuclear energy and aerospace. These settings are the
default reference when describing the processes found in the most effective
HROs. The HROs strive to deliver at maximum capacity and operate in a nearly
error-free fashion. Serious errors in these three reference settings are very
rare (but often catastrophic when they do happen - e.g. Tenerife Airport
Disaster 1977, 583 fatalities — a runway collision caused by pilot error,
communication errors and other factors).

Give team members a brief moment to consider the numbers for each
question (number of aviation fatalities in 2017 and annual number of patient
deaths in US related to preventable harm) before continuing with the slides
and revealing the numbers.

Sutcliffe (2011) identified similarities between the settings in which the most
effective HROs are found, and applied the HRO principles to anaesthesia - which
shares some of the same characteristics:

« It's a potential high risk environment
« It works in an unforgiving social and political environment

« The scale of consequences of errors precludes learning through
experimentation

+ and the work involves complex processes and procedures
Reflection and discussion exercise (see slides/session outline

« Team members should reflect individually on the question presented for 2
minutes, followed by 3 minutes of discussion in pairs or small groups)
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6) Sutcliffe (2011) identified similarities between the settings in which the most
effective HROs are found, and applied the HRO principles to anaesthesia — which
shares some of the same characteristics:

« It's a potential high risk environment
« It works in an unforgiving social and political environment

« The scale of consequences of errors precludes learning through
experimentation

« and the work involves complex processes and procedures
7) Reflection and discussion exercise (see slides/session outline

« Team members should reflect individually on the question presented for 2
minutes, followed by 3 minutes of discussion in pairs or small groups)

8) High reliability organisations share some common characteristics.
« They strive to do zero-harm and operate entirely error free.

* There are systems and routines in place to minimise the risk and/or
consequences of inevitable human error.

« Authority patterns are based on functional skill and expertise, rather than
formal hierarchical rank - especially in times of high-tempo. In
emergencies, the authority patterns are based on pre-determined, pre-
programmed allocation of duties, which requires simulation and practise.

« And they encourage the reporting of errors, as well as the discussion of
near-misses and potential errors, as these provide insight into potential
system weaknesses. Any error reported is discussed in order to learn as
much as possible to avoid future more serious errors. This requires an
environment with a no-blame culture where staff feel safe reporting or
bringing attention to any and all incidents.

9) Five key processes have been identified that underlie high collective safety
awareness and high reliability in teams. These are:

. Preoccupation with failure, which means that all team members are
consistently aware of, thinking about, and preparing for the potential for failure

. Reluctance to simplify interpretations, which means that team members avoid
simplifying their understanding of how and why things succeed or fail in their
environment, but seek to discover the underlying mechanisms and challenge
assumptions.

+  Sensitivity to operations, which essentially means “situational awareness” -
awareness of context and how that may impact on safety.

+ Commitment to resilience, which means coping with, containing, and bouncing
back from mistakes.

* And deference to local and situational expertise rather than formal rank,
especially in high-tempo or emergency situations.

10-11) Group and team discussion — see session outline



