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Purpose

Promote organization-wide culture change and instill trust, that results in 

improved partnerships with patients, patients’ families and caregivers

Goal

Introduce a holistic approach to reducing harm in healthcare

PrincipledComprehensive Systematic



Where our Journey Began



CULTURE

Includes measurement  

and analysis of staff 

perceptions of safety 

utilizing a baseline 

measurement strategy

Sharing of results 

utilizing a debriefing 

process

Adoption of a Just 

Culture philosophy and 

Just Culture principles 

in organizational 

response and event 

analysis  

CARE FOR THE

CAREGIVER

Development of a peer 

support program

Training and deployment 

of peer supporters

Timely and thorough -

supports a fair and 

accountable culture in 

context of high reliability

Applies human factors 

science principles

Development and 

application of cognitive 

interview skills

Organizational 

accountability for 

development of safe 

systems

Includes input from 

patients and families

EVENT

RESPONSE

Includes an immediate 

response to patient and 

family

Development of 

empathic 

communication process 

that includes open and 

ongoing dialogue after 

an adverse event

COMMUNICATION & 

TRANSPARENCY

EARLY

RESOLUTION

When patient harm is the 

result of inappropriate 

care or medical error, a

process for resolution 

prior to the filing of a 

lawsuit.

May include financial or 

non-financial resolution 

such as inclusion in 

patient safety efforts, 

providing evidence of 

process improvements, 

etc. 



Culture

Rapid Event 
Response

Communication 
& Transparency

Care for the 
Caregiver

Early 
Resolution



Created Structure Incentivized Commitment



Getting 
Started

Workshops

Onsite 
Individualized 
Training and 

Support

Collaborative 
Calls/ 

Webinars

Site Visits
Consultations 

Validation 
Assessments

Domain Specific

Team participation

Culture Debrief

Event Response

Peer Supporter

Communication

Quarterly National 

Expert Participation

Individualized

Gap Analysis

Readiness 

Assessment

Systematic Approach



Current HEART Teams
• Alameda Health System

– Ambulatory Wellness Centers

– Alameda Hospital

– Fairmont Hospital

– Highland Hospital

– John George Psychiatric Hospital

– San Leandro Hospital

• Bakersfield Heart Hospital*

• Bear Valley Community Hospital

• Casa Colina Hospital and Centers for Healthcare

• City of Hope National Medical Center

• County of San Bernardino – Arrowhead Regional          

Medical Center

• El Centro Regional Medical Center

• Good Samaritan

• John Muir Health

– John Muir Behavioral Health

– John Muir Medical Center, Concord

– John Muir Medical Center, Walnut Creek

• Lompoc Valley Medical Center

• Mammoth District Hospital

• MarinHealth Medical Center

• MarinHealth Medical Network

• Marshall Medical Center

• Mendocino Coast District Hospital

• Monterey County – Natividad Medical Center

• Oak Valley Hospital District

• Pioneers Memorial Hospital

• Ridgecrest Regional Hospital

• Salinas Valley Memorial Healthcare System

• San Gorgonio Memorial Hospital

• Sierra View District Hospital

• Tahoe Forest Health System
– Tahoe Forest Hospital

– Incline Village Community Hospital

• Torrance Memorial Medical Center

• UCSF Benioff Children’s Hospital Oakland

• University of Southern California
– Keck Hospital

– Norris Comprehensive Cancer Center and Hospital

– USC Care

– Verdugo Hills Hospital

• Ventura County Health Care Agency 
– Ventura County Medical Center

– Santa Paula Hospital
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First Steps

• Senior Leadership and Board of Director buy-in

• Culture change

• Care for the Caregiver

• Teaching staff and leadership the principles of building 
better systems and looking at the safeguards within our 
processes

• Incorporated the “Good Catch” program



Measuring for Success

• SCOR-E survey

– This creates your baseline and focus areas

• Debriefs

– This will give you unit specific themes, identify areas of 
opportunity

• Benchmarking

– Year over year outcomes for motivation, and continued focus

“Seek first to understand, then to be understood”



Care for the Caregiver

– We cannot support Just Culture without having a safety 

net for our staff

– We cannot expect them to come forward if we are not 

able to support

– We cannot have candid conversations around system 

errors that lead to harm unless staff feel safe



Team R.I.S.E. (Response In Stressful Events)

• Two team leads driving this body of work (Patient Safety Officer and Director of 

Nursing Excellence)

– Applied the BETA HEART tools (peer to peer supporters)

• Trainings

• Interview techniques

• Communication assessment tool

• Tracking tools

• Created resource binders

• Goodie bags

– Chocolate, lavender pouches



Team R.I.S.E.

• Large event response

– 3 individuals have been trained/certified in critical incident debriefing

– 16 individual Peer Supporters

– When an event effects an entire department or multiple individuals 

• Offer peer support immediately

• 48-72 hours post incident we offer a group debrief

– Include internal staff as well as those from the outside (EMS, dispatchers, 
other first responders)

– Review coping strategies, warning signs, and additional resources outside of 
our internal abilities

To date we have had a total of 5 group debriefings and 27 individual 

peer to peer sessions since our Team R.I.S.E. implementation in August of 2018.



What it Has Meant to Staff

• “I was really doubtful at first, and only went because my manager encouraged me 

to go. I am so glad I went to the group debriefing. It was powerful and helped the 

whole group.”

• “Thank you to SVMC who included us (EMS/911 dispatcher) in the group debrief, 

it was worth the trip.”

• “I have used Team R.I.S.E. twice now, and it has been great both times.”

• “I have both used Team R.I.S.E. and referred co-workers because it works.”

• “Having a way to give back to our staff, as a peer supporter, it makes me feel like  

I can help them when they need it.”



Just Culture

• Training was broken down into two categories 

– Leadership

– Staff

• Next to come is Physicians

• Remember, Rome was not built in a day, and the Titanic could not 

turn on a dime – be patient

• Consistent application is key



Transparent Communication

• The next logical step was to begin identifying our communication team

– BETA communication assessment – identifying the natural 
communicators

– BETA training – empathic, transparent communication

– Develop our policies and educating physicians and staff about the WHY

• Teach the staff how and when to initiate a HEART Response

• Hardwire those processes to prevent deviation or selective 
communication 



Lessons Learned to Date
• Leadership commitment and support drives success

– Opting in is more than a signature

• You cannot address what you don’t know

– Understanding culture is key to moving forward and will drive change 

– Survey measurement is more than just survey administration

• Where there is patient harm, there is staff harm – we must address and respond to both

– Developing a process for supporting our caregivers is key to engagement and building 
resiliency

• True cultural change takes time, discipline and patience

• Successful implementation is a multi-year effort

• Methodical, comprehensive, principled



Tangible Improvements to Date

2018 2019

Local Leadership

7% 

Improvement Readiness

7% 



Year Over Year Improvements in Safety

2018 2019

Safety Climate

6%

Teamwork

5%



Success on Many Levels



Next Steps…

• Continue to work on our rapid event response and analysis

– Our biggest challenge is meeting the time completion goals

– We will be doing targeted training to leaders around the “why” and the “how”

• Develop our protocols around the early resolution processes

– This is a big change for the organization 

– Red tape depending if the patient has Medicare (which is a large 
percentage of our payer mix)

– Getting beyond the thought that stepping up financially to fill the gap does 
not lead to increased odds of a lawsuit




