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Recap

• Prescribing of medication for elderly patients poses a challenge to 
physicians. 
• There is changes in Pharmacodynamics and Pharmacokinetics in elderly patients. 
• Pharmacodynamics involve absorption, distribution, metabolism and excretion. The 

process is nicknamed as ADME.

• In elderly patients, there is reduction in water content of the body. 
• The drugs which are water soluble when given in the same doses as in younger 

patients result in higher serum concentration of the drug. 
• Thus it can produce toxicity.

• Similarly, drug excretion is also compromised. 
• Many drugs are excreted through kidney. 
• There is considerable reduction in kidney function. 
• Thus the drug is accumulated in the body.



Recap

• Some behavioural changes take place in elderly patients. 
• So adherence to the prescribed drug regime may be poor. 
• Efficacy and safety of drugs largely depend on adherence.

• Elderly patients usually may have many diseases simultaneously. 
• This needs prescription of many drugs.  

• Many patients may need 5 to 10 drugs. 
• This is known as Polypharmacy.  
• Drug-drug interactions are common in elderly patients. 
• In Polypharmacy, there is more chance of inappropriate prescribing.

• Some tools are available to check inappropriate prescribing. 
• Two such tools are: 

• Beers criteria and 
• STOPP/ALERT criteria.
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• It is known that a health care organisation is a highly complex 
organisation

A complex system is prone to error

One cannot just simply sit tight with this knowledge that error is 
inevitable, and therefore, do nothing

• Like healthcare, there are some other hazardous organisations 
that operate  with zero or minimal incidences of adverse events

This transpires that genuine efforts must be made in health care 
organisations to keep the patients safe from any harm
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• This effort compels the health care organisations to adopt the 
framework of a high reliability organisation

The next slide illustrates the concept

In a healthcare organisation, all activities are cantered round patients  and 
families

There are three overarching action areas for achieving high reliability in 
health care organisations

These are:

Effective Leadership

A positive Culture of safety, and

A learning system – that continuously learns from mistakes and incorporates the learning
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• High reliability concepts are tools that a growing number of 
hospitals are using to help achieve their safety, quality, and 
efficiency goals. 

These concepts are not an improvement methodology such as Six 
Sigma® or Lean. 

• Instead, they are insights into how to think about and 
change the vexing quality and safety issues you face. 
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• Hospitals do most things right, much of the time. 

But even very infrequent failures in critical processes can have 
terrible consequences for a patient. 

• The high reliability thinking can be realised by

Creation of culture and processes that 

Radically reduce system failures, and 

Effectively respond when failures do occur i
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• Definition of a high reliability organisation:29a

The most commonly used definition of a ‘high reliability 
organisation’ is 

a consistently reliable organisation that operates in a complex 
environment where accidents might be expected to occur frequently, but 
which manages to avoid or seeks to minimise catastrophes.

• Keeping patients safe

Hospitals make widespread efforts to keep patients safe
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But patients still suffer from preventable harm everyday

Hospital improvement is difficult to sustain

This is because of a phenomenon known as “project fatigue”

Project fatigue in hospitals occur because of switching of focus 
from one problem to the other

Hospitals face multiple problems in their daily operations and these 
problems need attention and most of them cannot wait
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No hospital yet has achieved consistent excellence throughout the 
entire institution

Hospitals are complex and hazardous institutions and disaster can 
happen anytime

In this respect hospitals are similar to industries like commercial 
aviation, nuclear power plants, flight deck of aircraft carriers

But these hazardous industries have records of high reliability

High reliability means maintaining zero adverse incident over a long 
period of time

This means that their safety levels are better than those of health care 
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Health care, therefore, need to adapt and implement  the lessons 
of high reliability science

This may help the hospitals to reach levels of quality and safety that are 
comparable to those of the best high-reliability organisations

The Joint Commission, constructed a framework for health care 
organisations towards the ultimate goal of zero harm

The framework is based on the features of high-reliability 
organisations

The framework is organised around three major domains of 
change 
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These domains are:

1. Leadership commitment to the goal of zero harm

2. An organisational safety culture

• In this safety culture the employees can speak up that would negatively 
impact the organisation

3. An empowered workforce

• The workforce employ Robust Process Improvement tools to address the 
improvement opportunities they  find and drive
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• Principles of High reliability Organisation (HRO)

The principles emerged from  the study of the hazardous 
organisations

The common problem faced by all three was a million accidents 
waiting to happen that didn’t. 

In each case the question was, How were the units organized to 
accomplish this outcome?

The study outcomes were observations of  certain common 
features for these hazardous organisations
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The observation was synthesised into five principles30

These principles are:

Principle 1: Preoccupation with Failure

Principle 2: Reluctance to Simplify

Principle 3: Sensitivity to operations

Principle 4: Commitment to Resilience

Principle 5: Deference to expertise
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Principles of HRO : Principle 130
30

Principle 1: Preoccupation with Failure

When actions starts to deviate from intentions, they usually don’t do so  
suddenly

• Instead, they generate a series of emerging cues

• These cues suggest that actions are deviating

These subtle changes as they unfold are the object of a preoccupation 
with failure

This principle points to the need for continuous attention to anomalies

• These could be symptoms of larger problem in a system
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Principle 2: Reluctance to Simplify

Mindful organising is similar to organizing a HRO

Simplification hides unwanted, unanticipated, unexplainable details

• And in doing so, increases the likelihood of unreliable performance

Reluctant simplification is relevant  

This concept is often misunderstood or challenged by people who view 
simplifying work processes as critical to becoming more efficient and reliable. 

While simplifying work processes is highly desirable, it is risky to oversimplify 
explanations or interpretations of what has happened or what might happen in 
the future. 
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High reliability organisations are complex dynamic adaptive system

 Interactions between the components of the system are non-linear

The outcome that occurs because of these interactions, could be in the form 
of issues and problems

And often these outcomes, problems, and issues occur in an unpredictable way

The effects cannot be explained like a simple cause and effect relationship

To determine the cause and arrive at a solution, it would need that all 
components of the complex systems are considered

But they need to be considered not singly but collectively

Each component of the system exerts some influence on the other components

The interactions are like a mesh and unpredictable
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High Reliability Organisations do face many problems and issues

But a simple explanation for the causes of these problems and issues is not acceptable to 
them. 

A complex situation needs a detailed analysis and reasoning of the cause of the 
problem to arrive at a solution 

 These explanation are not simplistic 

Accepting a rule of thumb explanation of the cause of the  problem and a simplistic solution 
may mean denial that a problem exist any more, but it usually remains dormant

These organizations accept that their work is complex and do not accept simplistic 
solutions for challenges confronting complex and adaptive systems. 

They understand that their systems can fail in ways that have never happened before 
and that 

 They cannot identify all the ways in which their systems could fail in the future.  
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This does not mean that HROs do not work to make processes as 
simple as possible. 

They do.

 It does mean that all staff members are encouraged to recognize 
the range of things that might go wrong and not assume 

that failures and potential failures are the result of a single, simple cause. 

HROs build diverse teams and use the experiences of team 
members who understand the complex nature of their field to 
continually refine their decision making methods.
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• Principle 3: Sensitivity to Operations

High reliability systems pay close attention to operations.

 It is proposed that: 

By maintaining a high level of situational awareness, 

• a system will be able to deploy resources at the appropriate time, 

• understand the implications of a situation, and 

• use this information to predict events that may occur in the future.

 Only by focusing on these issues will a system be able to reduce the 
number of errors likely to occur in the future. 
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Making people more sensitive to operations requires:

making them more sensitive to relationships with other people. 

Because humans play major roles in the operations, they must be 
attended to in a highly reliable system 

Daily check-in meetings are an effective way to maintain sensitivity 
to operations. 
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• Daily Check-up meeting

Also known as: “Safety Huddle”

Here are concrete steps to making them effective: 

Be extremely consistent. 

• It is important to create a feeling of seriousness among participants that meetings are 
never cancelled and time never changed. 

Make it a stand-up meeting. 

• This will allow meetings to stay very short and focused – do not bring in non-connected 
issue

Have a fixed agenda. 

• It may include a package that consists of the nursing supervisor’s report, the census 
report, and the operating room (OR) schedule 
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•Hospital may have their own agenda

Make sure others know about the meeting 

Daily notification about the meeting should not be sent as it is conducted 
at a fixed time

Do not try to solve all problems raised at the meeting. 

Just acknowledge them and determine who will address them later. 

 Pick the right time for a meeting. 

It is better to begin the working day with this meeting. 
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The agenda may consist of: 

• Issues that arose in the past 12 hours 

• Any present pressing problems 

• Any anticipated problems coming up 

• Staffing issues - sickness, absenteeism

• Flow issues 

 Smooth flow of patients through care pathway

 e.g., emergency department, OT scheduling

• Facility issues 

For each hospital, the agenda would be different, but a standard agenda makes 
the meetings more efficient 
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• Rounding by supervisors and administrators

This can strengthen sensitivity to operations. 

For getting the maximum value from rounding certain suggestions are:

Link it to the check-in meeting. 

An hour is set aside that begins with the check-in meeting and is then followed by 
rounding, 

• This will orient the people taking rounds towards things they should focus on. 

 Incorporate multiple purposes for rounding., such as:

• The patient experience, 

• Safety and 

Use rounding to reinforce the values of teamwork and equality that they want. 
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• Principle 4: Commitment to Resilience

Leaders and staff  need to be trained and prepared to know how 
to proceed when system failure occur unexpectedly

Most systems try to anticipate trouble spots

Higher reliability systems also pay close attention to their capability to 
investigate, learn, and act 

• They would not know before hand 

what kind of problem shall occur and 

what actions would be needed to continue to function as before with minimum 
of disruptions
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Reliable systems spend time improving their capacity to do 

• A quick study

• Develop swift trust

• Engage in just-in-time learning

• Imagine detailed next step, and to recombine of potentially relevant past experience

The distinguishing feature of a HRO is that it is not error free

But that errors don’t disable it

HROs pay close attention to their ability to quickly contain error and 
improvise when difficulties occur 
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Thus, systems can continue functioning despite setbacks

An HRO assumes that in spite of considerable safeguards, the systems fail 
in unexpected ways

They prepare for these failures by:

• Training staff to perform quick situational assessment

• Working effectively as a team that respect expertise

• Practicing response to systems failures
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Commitment to resilience mean that 

Resilience is a combination of

• Keeping errors small

• Improvising workarounds that keep the system functioning, and

• Absorbing change  while persisting

Elasticity and Recovery

Resilience is often equated with flexibility

An episode of resilience requires two things:
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First, there has to be something that stretches without breaking

• This is the property of elasticity

Second, whatever has been stretched then recovers some shape and does 
so quickly or slowly

Elasticity and recovery are interwoven

Recovery takes place when the surprise event that has occurred is quickly 
adapted ,and

• Then reworking whatever is available at hand

• This is improvisation
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Resilience is a mix of experience, ongoing action, and intuitive 
understandings of experienced phenomenon

How can organisations become more resilient?

Individuals are key to fostering organisational resilience

One way is to provide individual training and development of specialised 
competency to enhance resilience

The other way that organisations can foster resiliency is through 
increasing the motivation and psychological resources of their employees

• such as self efficacy, optimism, hope and resiliency

35



Principle 5: Deference to expertise

Deference to expertise is a mind set 

In this mind set one accepts insights and recommendations from the 
person or people most knowledgeable about a situation

• Even if those people have less seniority, organizational prestige, or rank in 
the organizational hierarchy. 

This is illustrated in “check-ins,” “nurse huddles,” and “executive 
walkaround” 

• Here staff members meet as equals to address concerns and problems. 

36



Traditionally, hospitals have been highly hierarchical on multiple 
dimensions 

• e.g., 

physicians-nurses-nonclinical staff; 

Administrators- managers- care providers. 

In this highly hierarchical organisation there is considerable difficulties in 
implementing this cultural change

One way of bringing in this change is:

• Executive walkarounds and daily check-in meetings 

In these activities, different staff listen to and defer to each other, 
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Beyond these efforts, hospitals need to  emphasize the 
importance of a questioning attitude for all staff members 

Also should be very deliberate in sharing stories

• These stories encourage staff to challenge inappropriate behaviours—even 
when the people engaging in them are higher in the hierarchy. 

The organisational culture need to support this

The stories include about:

physicians being reminded to wash their hands by nurses, 

administrators being corrected by nonclinical staff for violating 
established rules on their units
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In this cultural settings:

• administrators strongly backs junior staff who appropriately corrected a more senior 
person 

• who was violating one of the established Red Rules (rules that specify actions that 
must never or always occur). 

This type of behaviour by junior staff is not easy to implement in an organization 
that had never emphasized a questioning mind set before. 

Considerable backing by the administration in the development and 
implementation of the “no interruption zones” is required

It is not easy particularly when senior clinical staff is involved

• (No interruption zone concept has been borrowed from the AORN perioperative 
environment where noise can distract attention compromising patient safety)
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In Indian health care sector, many corporate hospitals are 
accredited by the National Accreditation Board for Hospitals and 
Health Care Organisations.

Some are also JC I accredited

Patient safety is the main requirement for these accreditation 
standards

The safety indicators are religiously collected and assessed by the 
assessors
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Due to gross under reporting of various safety incidences the real 
picture of patient and staff safety are not very reliable

The hospitals in India are yet to adopt the HRO principles, though some 
hospitals claim to have adopted a zero patient harm programme.31

In contrast, many hospitals in USA are actively pursuing HRO principles 
to be able to meet unexpected emergencies and safety challenges

An example 

Because of a willingness to defer to expertise, Sentara health care has a 
history of empowering staff to examine issues and propose changes. 
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They do not limit discussion about high reliability only to the 
senior leadership

They also include a range of other staff members in the improvement 
efforts

As an example, It is unlikely that in a case of machine frequent 
interruptions, senior staff were even aware of the interruptions frequently 
experienced by staff drawing medications. 

The frontline staff who actually operates a machine develop expertise 
about it and knows what causes the interruptions
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If they raise an issue, the senior leaders are willing to defer to the 
expertise and suggest their recommendations for prevention of the 
interruptions

In a top-down organization the priorities are set by senior leaders

Other staff have very little say

 It is unlikely that under such circumstances unit staff would feel  
empowered to recommend changes, and 

Even less likely they would receive organizational support. 
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