
II
Organizational Approaches
to Safety

Training in medicine largely focuses on individual excellence and achieve-
ment. For those of us who spend much of our life in training, it may be natural
to assume that well-trained and highly motivated individuals, placed together in
health care settings, will produce quality care. It may come as a surprise that in-
stitutions and health care organizations themselves can either augment or sabo-
tage the success of individuals and teams of health care providers. The concepts
of hospital, institution, and organization seem inanimate and impersonal, and
hardly capable of influencing thought or action. This section explores the reality
that organizations have personalities and cultures that impact our ability to
succeed.

Unhealthy organizations impact individual behavior, sometimes in an inex-
plicable manner. There is probably no more telling an example of this fact than
the recent closing of Martin Luther King/Drew Medical Center in Los Angeles.
The hospital, built out of racial unrest to care for the indigent and disadvantaged
community of South Central Los Angeles, had a long history of failed inspections
and patient care concerns. In 2006, it lost federal funding and underwent a
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radical restructuring. The account of the death of Edith Isabel Rodriguez on
May 9, 2007, at the Los Angeles hospital is a poignant example of the decay in
patient care (1). Lying on the floor of the Emergency Department in a pool of
vomit and blood, monitors reveal that the staff worked around her in apparent
indifference even while bystanders called for help from 911 operators, begging
them to take her to another hospital. It’s easy to find fault here with the individ-
ual caretakers, the doctors, nurses, and janitor, but it requires a step back to see
the influence of environment on individual care and understand the role that
organizational pathology and neglect had in shaping the individual responses.

The impact of organizational health can also be learned from areas outside
medicine. Although the National Aeronautics and Space Administration (NASA)
is viewed historically as a prototype for high reliability organizations, even it
experienced erosive forces that undermined the safety of its mission. The Space
Shuttle Challenger disaster has been described as an event rooted in normalized
deviance; that is, daily purposeful decisions were made that allowed the organiza-
tion to expand beyond the bounds of acceptable risk (2). Organizations may be
pressured by production demands and limited by financial woes; certainly that is
true for many health care organizations. In such an environment, risk is some-
thing that becomes a part of the daily routine. Without care, we may neglect the
aspects of risk that can be managed, not just accepted as an inevitable part of our
work. In her analysis of the Challenger disaster, Vaughan (2) notes that organi-
zational influences largely caused the failure. She cautions us to avoid blaming
individuals, for, “as long as we see organizational failures as the result of indi-
vidual actions our strategies for control will be ineffective, and dangerously so.”
The organization influences how risk is viewed, impacts the behavior of
individuals, and determines how effectively individuals at all levels of the
hierarchy communicate. Another essential lesson that is gained from the
Challenger incident is that reliability and safety are not qualities that are
achieved, but rather sought and never fully satisfied.

In Chapter 5, Christianson and Sutcliffe introduce concepts from high relia-
bility organizations: organizations that deal with complex and high-risk activities
but are successful in avoiding harm. They argue that success requires active
awareness of risk and specific intent to manage safety, both individually and col-
lectively. Ideas from management and organizational literature offer a new look
at health care, stepping beyond our typical view of medicine and the manage-
ment of any one patient to principles that influence how we can manage situa-
tions and teams.

Westrum (Chapter 6) explores the influence of organizational culture on in-
formation flow and, thus, the ability to solve problems. His description of gener-
ative leadership explains how a generative culture allows individuals and teams
to function creatively and adapt to challenges in the heat of the moment.

Finally, Pimental (Chapter 7) highlights the features of organizations that
promote success even in the face of excessive demands and unfavorable working
circumstances. She argues that effective leadership provides vision and direction
and promotes healthy relations.
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These authors present a contrast to the harrowing accounts of Edith Isabel
Rodriguez and the Challenger disaster. Concepts from high reliability organiza-
tions, healthy cultures, and relational leadership all contribute to organizational
health. Our authors present sound arguments that awareness and attention to the
health and vitality of our health care institutions themselves is essential to our
success in caring for our patients.
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INTRODUCTION
Although the study of safety and reliability has a long tradi-
tion within the management and organizations literature
(1,2), it is only recently that organizational scholars have
begun to study safety and reliability in health care organi-
zations (3,4). Similarly, it is only recently that health care
practitioners and scholars have begun to incorporate the
management and organizations literature on safety and reli-
ability into investigations of medical error and patient safety
(5). This interdisciplinary interest is prompted, in part, by the
public spotlight on medical error that has followed the pub-
lication of the Institute of Medicine report, To Err Is Human
(6), which has called for a greater focus on organizational
systems.

In this chapter, we seek to strengthen the bridge between
organization and management theory and health care. We fo-
cus on three key concepts—sensemaking, high-reliability or-
ganizing (HRO), and resilience—that have emerged from the
organizational literature as being critical for understanding
how organizations and the people within them can detect and
correct error early in its unfolding. Although these concepts
are distinct from each other, they are also interrelated. We in-
troduce each concept, explain how each concept is relevant to
the emergency department (ED), and suggest ways in which
each concept can help individuals organize to provide safer
and more reliable care for patients.

SENSEMAKING

WHAT IS SENSEMAKING?

Sensemaking sometimes is described literally as “how people
make sense of events,” but sensemaking is more complicated
than that. Sensemaking theory provides insight into how in-
dividuals and groups of individuals notice and interpret what
is happening in their environments and how they translate
these interpretations into action (7). Sensemaking is a process
through which individuals turn a flow of experiences and cues
into words and understandings that then serve as a platform
for action (8). Phrased differently, people act their way into
knowing. Sensemaking involves constructing a plausible story
about events and then testing that story. Fundamentally, sense-
making consists of asking and answering two questions:
“What is going on here?” and “What do I do next?” (8). Sense-
making is especially salient in situations where uncertainty and
ambiguity are high.

Clinical diagnosis is an occasion for sensemaking. Diag-
nosis involves an ongoing interaction between interpretation
and action. Marianne Paget, a medical sociologist who stud-
ied medical error, offers a particularly elegant description of
the relationship between interpretation and action in diagno-
sis and treatment:

The diagnostic and therapeutic process is a way of think-
ing and acting out, or interpreting and experimenting with
care about cases. It unfolds as a sequence of activities being
acted out: as tests, procedures, plans, prescriptions, and ad-
vice. The process is acted out in a double sense. A diagnosis
is an interpretive act that tests the meaning of this particu-
lar illness and of knowledge of human illness in this instance.
It is also an interpretive act testing in acting as if it were
accurate or plausible or revealing. A diagnosis, in other
words, is not a diagnosis until tested. It is a hypothesis of a
diagnosis to be acted on. In this same sense, a therapeutic
plan is not the therapeutic plan. In fact, until it is tested, it
is a hypothesis of an appropriate therapeutic plan about to
be acted on as if it were indeed the appropriate plan. A pro-
cedure is a procedure being tested, presumed to be appro-
priate until further notice (9, p. 52).

Studies investigating the process of clinical diagnosis often
privilege the decision-making perspective to the exclusion of the
sensemaking perspective. In fact, sensemaking is sometimes
lumped together with decision making, but we regard such
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blurring as counterproductive. The medical literature usually
frames the process of diagnosis in terms of a choice (decision)
between different alternatives. However, we want to stress that
decision making is only possible after sensemaking has already
occurred. Why is this the case? Because sensemaking deter-
mines whether the “entity” of a decision even gets noticed and
included (or bracketed) in ongoing activity—thus, the notion of
sensemaking addresses events that happen long before people
suspect that there may be some kind of decision to be made (8).
Whereas decision making presumes that individuals endeavor
to select the alternative with the highest utility, sensemaking
highlights that individuals often encounter confusing situations
where it may not be clear what choices exist and yet must take
action despite ambiguous or incomplete information.

HOW IS SENSEMAKING RELEVANT
TO THE EMERGENCY DEPARTMENT?

The ED simultaneously provides opportunities for sensemak-
ing, as well as challenges to sensemaking. In the ED, patients
frequently present with nonspecific symptoms—such as “weak
and dizzy” or abdominal pain—that generate a long differ-
ential diagnosis. Consequently, it can be difficult for physi-
cians to make sense of why the patient is unwell. In addition
to symptoms with multiple potential causes, diagnosis in the
ED is complicated by the fact that physicians and other health
care providers often must work with limited information; pa-
tients may be unable to communicate (i.e., are unconscious),
may have altered mental states (i.e., have dementia or have
taken drugs or other psychotropic substances), or may have
important past medical history that is unknown to ED staff.
Lastly, ED health care providers must function in a very com-
plex and unpredictable environment: Work in the ED is un-
bounded, involves caring for multiple patients simultaneously,
is subject to high levels of uncertainty, is provided under
significant time constraints, is associated with little or no feed-
back, and affords little opportunity to practice risky procedures
(10). Thus, the ED is a setting where diagnosis often requires
interpretation and action under conditions of uncertainty and
ambiguity.

More generally, the sensemaking perspective is relevant
because it is, in many ways, closer to the lived experience of
health care providers than the decision-making perspective.
The complexity of patient care often goes unacknowledged,
but is evident in the following quote, in which a medical res-
ident describes an incident where an elderly gentleman was
admitted for fever of unknown origin:

He came to the ED with a fever of unknown origin and fa-
tigue . . . And they did a chest X-ray work up, urine, blood
test, CBC, chem 7, it was negative [i.e., no source of infec-
tion could be found]. They couldn’t figure it out. So, he
wasn’t given antibiotics because they didn’t know the source
of the fever . . . When they rounded on the patient in the
morning, they repeated the chest X-ray. And it turned out
that there was pneumonia and they gave him antibiotics.
But it was too late. So he became septic quickly and he died.
So, I don’t know if he was given the antibiotic earlier dur-
ing the night, 12 hours earlier maybe that could have saved
his life (28, p. 904).

Symptoms change and evolve over time. Sometimes the
correct diagnosis is only apparent in hindsight. Moreover, as
we see in the quote above, clinical diagnosis is dynamic, full
of uncertainty and ambiguity, and, by its very nature, error-
ridden work (9). Sensemaking underscores that diagnosis is
often not a linear process where physicians follow diagnostic
algorithms, but rather a messier process that involves pattern
recognition (12,13,14), intuition (15), and trial and error learn-
ing (16). In fact, as shown in the following quote, some or-
ganization theorists go so far as to suggest that physicians may
treat patients on the basis of their symptoms without taking
the step of diagnosing very seriously:

Good doctors pay careful attention to how patients respond
to treatments. If a patient gets better, current treatments
are heading in the right direction. But, current treatments
often do not work, or they produce side-effects that require
correction. The model of symptoms-diagnoses-treatments
ignores the feedback loop from treatments to symptoms,
whereas this feedback loop is the most important factor 
(16, p. 87).

Sensemaking theory also draws attention to the impor-
tance of understanding how individuals coordinate and
collectively work together to discover and refine their under-
standings. For example, when a patient shows up in the ED
for care, the different professionals caring for the patient cre-
ate a shared interpretation (the diagnosis or differential diag-
nosis) about the cause of the patient’s symptoms and then
engage in shared action (the clinical care plan consisting of
diagnostic and/or therapeutic studies and interventions) to
treat the patient’s symptoms. There can be disagreement and
even conflict around what the diagnosis or treatment ought to
be, but, because patient care is interdependent knowledge
work, the different professionals’ interpretations and actions
influence each other as well as the patient.

WHAT ENABLES EFFECTIVE SENSEMAKING?

If sensemaking is about noticing cues or changes, interpret-
ing them to create a plausible story and then acting to test
that story, then more effective sensemaking is about noticing
small or subtle changes, creating more plausible stories, tak-
ing action sooner, and monitoring the result of that action
more closely. There are a variety of strategies that can be used
to enable more effective sensemaking. We group these strate-
gies around the topics of noticing, interpreting, and acting.

Noticing that something has changed is often triggered
by surprise or a violation of expectations, i.e., a discrepancy
between what was expected and what is present. Getting bet-
ter at noticing small changes in the patient’s condition or
noticing small errors is an important first step in preventing
small changes or errors from escalating into large problems.
However, noticing changes that prompt re-evaluation of
sensemaking is difficult because individuals tend to privilege
information that confirms what they already believe to be true
and, conversely, largely ignore information that challenges
what they believe (17). How can one counter this tendency?

• Make tacit expectations more explicit so it is easier to spot vi-
olations of expectations. For example, make predictions about
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what sort of lab test results, x-ray findings, etc. should be pres-
ent or absent if your working diagnosis for a patient is correct.

• Develop strategies to regularly step back and assess what’s
happening. For instance, some EDs use systematic review
strategies to make sure that all ED patients are being re-
evaluated at specific intervals (e.g., “running the board”).
Other strategies include periodically reviewing individual
cases during patient care and actively searching for discon-
firming information.

• Benchmark on atypical literatures, such as the literature on
situation awareness, which deals with how people can be-
come more attuned to their environment (18), and literature
on error detection and correction (19).

Interpreting cues involves labeling (8), and labels are help-
ful because they can help focus attention and direct action in
a particular direction; however, labels can also be limiting.
Choosing a more specific label—i.e., “probable cholecystitis”
rather than “right upper quadrant abdominal pain”—can lead
to premature closure, a narrowing of options before all possi-
bilities have been explored (20). In addition, how an event is
labeled has important implications for what can be learned in
real time and after the fact (21). Strategies for improving in-
terpretation include the following:

• Keep labels broad, especially early in the process of diagnosis.
• Appoint someone to be a devil’s advocate, which legitimizes

questioning and alternative interpretations. In academic set-
tings, the attending physician may serve this role. Alterna-
tively, taking seriously the questions of the patients and their
families may also help improve interpretation.

• Cultivate a variety of interpretations—for example, encourage
the input of other professionals (i.e., ED nurses, respiratory
techs, pharmacists, etc.) involved in the care of the patient. Dif-
ferent perspectives increase the requisite variety of the system
and help develop more nuanced and complex interpretations.

More effective sensemaking involves managing a paradox
of needing to take action yet remaining open to change and
not getting locked into a certain pattern of action. But it is easy
to get stuck. One of the main barriers to remaining open to
change is that people are predisposed to make sense of the
world through cognitive shortcuts that can bias sensemaking.
Researchers find—not surprisingly—that physicians are prone
to the same type of cognitive biases as everyone else (22,23).
Croskerry (24) reviews the cognitive shortcuts likely to cause
problems in the ED and suggests strategies to minimize bias.

HIGH-RELIABILITY ORGANIZING

WHAT IS HIGH-RELIABILITY ORGANIZING?

Studies of safety and reliability often focus on a subset of or-
ganizations that operate in unforgiving environments rich with
the potential for error, where the scale of consequences precludes
learning through experimentation and where complex processes
are used to manage complex technology in order to avoid fail-
ures. These organizations are known as high reliability organi-
zations and include organizations such as nuclear power plants,
aircraft carriers, and offshore drilling platforms. High reliability
conveys the idea that high risk and high effectiveness can coexist,

that some organizations must perform well under very trying
conditions, and that it takes intensive effort to do so. As a brief
aside, the abbreviation “HRO” has traditionally been used to re-
fer to high-reliability organizations; however, in this chapter, we
use “HRO” to refer to high-reliability organizing. We use the
gerund form of the word (i.e., organizing not organizations) to
emphasize our focus on the processes of organizing that enable
highly reliable and safe performance.

As evidence about the efficacy of high-reliability organ-
izing (HRO) to promote safe operations has increased, so too
has evidence that respectful interaction and heedful interre-
lating are necessary antecedents. Respectful interacting is a so-
cial process through which one individual’s interpretation is
communicated to another individual, and, through this com-
munication, a shared interpretation is generated. Respectful
interacting requires the presence of trust, honesty, and self-
respect (25). The combination of trust, honesty, and self-
respect makes it more probable that people will speak up about
issues of concern, share their perspective, and ask others ques-
tions about their interpretations. And whenever one or more
of these three components are missing, an adverse event is
more likely to occur.

Heedful interrelating is a social process through which in-
dividual action contributes to a larger pattern of shared action
and in which individuals understand how their actions fit into
the larger action. More heedful interrelating means that, first,
people understand how a system is configured to achieve some
goal and they see their work as a contribution to the system,
not as a standalone activity. Second, people see how their jobs
fit with other people’s jobs to accomplish the goals of the sys-
tem. And third, they maintain a conscious awareness of how
their work contributes to and how it fits with the work of oth-
ers as they go about their duties, sometimes subordinating their
own goals to the goals of the organization in order to carry out
this shared action. Heedful interrelating is perhaps easiest to un-
derstand by thinking about its opposite, heedless interrelating—
when someone simply does his or her job while ignoring what
is going on around him or her. Heedful interrelating matters for
safety and reliability outcomes; for example, researchers found
that aircraft carriers had fewer serious accidents when their crews
were more heedful in their relationships (26).

Respectful interacting and heedful interrelating generate
shared interpretation and shared action, and are inextricably
and recursively linked. Respectful interacting and heedful in-
terrelating are the psychological and behavioral processes that
form the relational foundation for HRO. We draw attention
to the importance of developing and enhancing health care
provider’s abilities to work effectively with their colleagues be-
cause without a strong relational foundation, HRO is much
more difficult to attain.

Respectful interacting and heedful interrelating have real
consequences for patient safety. Researchers are beginning to
link attitudes and behaviors to performance outcomes, such as
medical errors (27,28). When respectful interacting is absent—
for example, when trust is lacking—health care providers of-
ten don’t speak up about potential errors, either because they
think speaking up won’t make a difference or that speaking up
might harm their image or relationship with their supervisor
(11). Vogus (29) demonstrated that higher levels of respectful
interacting and heedful interrelating were associated with lower
levels of medical errors and patient falls.
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HOW IS HIGH-RELIABILITY ORGANIZING
RELEVANT TO THE EMERGENCY DEPARTMENT?

From a theoretical standpoint, the ED shares many character-
istics in common with the aircraft carrier flight deck setting
where respectful interacting and heedful interrelating were first
described (6,26). Both EDs and aircraft carrier decks are settings
where there is high interdependence of various aspects of the
organizational system and where the organizational environ-
ment is continuously changing, resulting in unexpected, high-
variety disturbances. In the ED, highly reliable performance is
necessary, work is nonroutine, and there is a high level of in-
teractive complexity. By interactive complexity, we refer to a
system property of high-risk organizations where interactions
between various processes can have hidden, unanticipated, or
unintended consequences (30). Small problems that initially do
not seem consequential can quickly become large problems.

WHAT ENABLES EFFECTIVE HIGH-RELIABILITY
ORGANIZING?

Studies of the best high reliability organizations (26,30–32)
show that their nearly error-free performances result from a
set of attitudes and practices that enable their members to pick
up on problems earlier and to act on them before they grow
bigger (33). High-reliability organizing results from processes
and practices aimed at (a) examining failure as a window on
the health of the system, (b) avoiding simplified assumptions
about the world, (c) being sensitive to current operations and
their effects, (d) developing resilience to manage unexpected
events, and (e) understanding and locating expertise and cre-
ating mechanisms for decisions to migrate to those experts.
Collectively, these five processes focus attention on the very
perceptual details that are lost when people coordinate their
actions and share their interpretations (34).

What is distinctive about HRO is that there is a consis-
tent effort to recapture detail. There is an effort to refine and
differentiate existing categories, create new categories, and de-
tect subtle ways in which contexts vary and call for contingent
responding.

To cultivate HRO, health care providers must pursue
safety as a priority objective, build in redundancy, decentral-
ize decision making, shape culture towards reliable
performance, invest heavily in training and simulation, learn
from close calls, aggressively seek to know what they do not
know, emphasize communication of the big picture and where
people fit into the big picture, and reward people who report
failures. Some specific strategies include the following:

• Continuously evaluate failures, mistakes, near misses, and
close calls using an appropriate “after action review” proto-
col. Winston Churchill’s debriefing protocol may be helpful:
Why didn’t I know? Why didn’t my advisors know? Why
wasn’t I told? Why didn’t I ask? (see 34 for a more detailed
explanation).

• Develop richer forms of communication. The STICC pro-
tocol (15) may be useful in situations such as handoffs: Sit-
uation (“Here’s what I think is going on”); Task (“Here’s

what I think we should do”); Intent (“Here’s why”); Con-
cern (“Here’s what I think we should keep our eye on”);
Calibrate (“Now, talk to me”).

RESILIENCE

WHAT IS RESILIENCE?

Resilience often is defined as “the capability of a strained body
to recover its size and shape after deformation caused especially
by compressive stress” or “an ability to recover from or adjust
easily to misfortune or change” (35). Definitions of resilience
evoke a variety of images, for example, a rubber band, which
has been stretched but is able to return to its previous shape, or
a ball bouncing back to a level higher than from where it had
been dropped, or a person who has been through a traumatic
event and is able to thrive in spite of difficult circumstances.

Resilience is a concept that applies to objects or individ-
uals (36), as well as groups of individuals (37), and organiza-
tions (38,39). Resilience is a capability that can be developed;
being resilient in the past increases the likelihood that you will
be resilient in the future (38). Only in looking back over a pe-
riod of performance can we evaluate whether an individual or
an organization has been resilient (40). Evaluating resilience
involves comparing how an individual is performing with how
they performed in the past. It is a question of how well and to
what level do they bounce back?

The resilient response can be thought of as the opposite of
the threat-rigidity response. When organizations respond to
threat in a rigid manner (i.e., they experience “threat-rigidity
effects”), they narrow information processing, increasingly cen-
tralize and formalize control, conserve resources, and become
unable to cope with large and novel challenges (41). In contrast,
when organizations respond to threat in a resilient manner,
they are able to sustain competent performance by broadening
information processing, loosening control, and utilizing slack
resources (38). Resilience is characterized by two main capa-
bilities: the ability to learn, particularly from mistakes and the
ability to quickly respond as events change over time and di-
vert resources (knowledge, people, and equipment) to where
the resources would be best used (38).

Although the terms resilience and reliability are used differ-
ently in different literatures, they often are used to mean roughly
the same thing. However, the different terms come from dif-
ferent traditions and, as a result, highlight subtly different as-
pects of the same phenomenon. We use HRO to refer to the
processes of coordinating action to achieve outcomes with a min-
imum of error. We use resilience to refer to the outcome of those
processes and to emphasize the maintenance of stable and com-
petent performance under potential adversity or challenge.

HOW IS RESILIENCE RELEVANT 
TO THE EMERGENCY DEPARTMENT?

What might resilience look like in the setting of the ED? Re-
silience means continued competent performance in the face of
a variety of threats, such as (a) external shocks or setbacks to the
work of the unit, (b) internal strain or pressure generated within
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the unit; and (c) adverse environmental and societal conditions
(37). Put in more concrete terms, resilience in the ED would
mean that the ED is able to sustain competent performance,
without a decrease in the quality or timeliness of care provided
to patients, despite various external shocks (i.e., community dis-
aster requiring surge capacity in the ED), internal pressure (i.e.,
overcrowding in the ED), or adverse environmental or societal
conditions (i.e., high levels of ED provider burnout).

By its very nature, the ED poses a particular challenge to
resilience. One of the main challenges to highly reliable and
safe performance in the ED is that staff may not be familiar
with each other—this issue is more predominant in teaching
institutions where there are a number of staff who rotate
through the department as part of their training and in smaller
institutions that rely on locum tenens for staffing, especially
after hours, weekends, and holidays. Although the word teams
is often invoked when talking about groups of health care pro-
fessionals working together to care for a patient, we argue that
teams may not be the most appropriate concept. Much of
the literature on teams comes from the study of established
teams—teams where members are familiar with each other
and meet together regularly to plan for an outcome for which
they are jointly responsible. In contrast, there are frequently
situations in the ED when the staff assembled to care for the
patient may never have met but are, instead, drawn together
as a function of their roles, i.e., the trauma team (comprised
of various people from various services carrying the trauma
pager that day or shift) or the internal medicine team that ad-
mits patients to the floor.

As such, interactions in the ED are often based on
knowledge about what a person in a particular role—e.g., a
trauma nurse or an attending ED physician—is capable of
rather than personal knowledge about the specific health care
providers. Roles can provide valuable clues about what to ex-
pect from another person and are often useful in coordinat-
ing work (42–45). Meyerson et al. (44) states, “If people in
temporary systems deal with one another more as roles than
as individuals—which is likely because the system is built of
strangers interacting to meet a deadline—then expectations
should be more stable, less capricious, more standardized,
and more defined in terms of tasks and specialties than
personalities.”

However, interactions based more on role-specific knowl-
edge rather than person-specific knowledge are prone to a va-
riety of problems. Lack of familiarity with coworkers can lead
to problems with respectful interacting and heedful interre-
lating (potential exception if “swift trust” can be established)
(44). Lack of familiarity also means that it is difficult for peo-
ple to know who the experts are or even who has what knowl-
edge. There are often problems in getting groups of people
with diverse knowledge to share that diverse knowledge, par-
ticularly when they are unsure of how others will react to their
suggestions (46).

WHAT ENABLES HIGHER LEVELS OF RESILIENCE?

Resilience can occur in the face of dramatic threats, but is
also an everyday phenomenon in the face of day-to-day threats
and perturbations. High-reliability organizing processes aim

both at improving capabilities to anticipate problems and at
improving the ability to cope with errors once they are man-
ifest. As Wildavsky (39) asserts: “Where risks are highly un-
certain and speculative, and remedies do harm . . . resilience
makes more sense because we cannot know which possible risks
will actually become manifest.”

Organizational resilience comes from stocks of generalized
capabilities and uncommitted flexible resources that can be used
to cope with whatever unanticipated harms might emerge. This
requires investments in broad generalized training and retrain-
ing as skills, such as teamwork, decay over time and need to be
relearned and refreshed in order to remain effective (see 46 for
more information). It also requires investments in improving
capabilities to learn quickly, improvise, make do, adapt, and
bounce back. But these skills are not necessarily embedded in
individuals. In fact, resilient organizations recognize that it is
problematic to rely on specific individuals and, instead, embed
knowledge in roles, in practices, in routines, and in teams. Some
specific strategies to build resilience include the following:

• Encourage people to mentally simulate their work in order
to help them build capabilities to cope with disturbances
once they appear. What activities lie upstream and down-
stream from them? How can their work unravel? How can
disturbances be corrected?

• Identify pockets of expertise and encourage people to self-
organize into ad hoc networks to provide expert problem
solving when problems or crises appear.

• Encourage conceptual slack—a divergence in team mem-
bers’ analytical perspectives and a willingness to question
what is happening rather than feign understanding.

CONCLUSION

We suggest that sensemaking, HRO, and resilience are three
concepts from the organizational literature that provide trac-
tion on understanding how individuals can organize in ways
that result in safer and more reliable patient care. If sense-
making is more about the interpretations and actions that
influence how people enact their way into knowing, then
HRO is more about how groups of people coordinate their
sensemaking interpretations and actions to work together in
order to detect and correct errors early in their unfolding.
Resilience—the ability to maintain competent functioning
despite adversity—is the outcome of effective sensemaking
and HRO.
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SUMMARY

• Organizational and management literature offer three
concepts that may be useful to improve safety in health
care settings: sensemaking, HRO, and resilence.

• Sensemaking provides strategies to help health care work-
ers successfully manage their clinical work in the error-
prone environment of the ED, and make sound decisions
in the face of uncertainty and ambiguity.
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