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Minditl Vievement amnd
Minditiness ana Change and
Organizational Excellence

(Paulf Kurtin)

1:00-1:10 Mindful Movement
1:10-1:30 Mindfulness in Organizations/HRO
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Mindfulhess

Mindfulness IS moment-to-moement Nenreactive,
nonjudgmentaliawareness. 1o develop fuller
mindfulness, people need te learn beth where
to focus attention and how! te focus attention

Allow your mind to be seduced, and you will make mistakes. Preverhs-
Seleman




“Be where you are with all your mind*
New: York Central Railread: Machine Shop

T want to lear~ to
live i~ The moment...
Jua-l;- ot this moment,

Somnme other momenct.
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Mindiul Leadership:
Creating and Sustaming
Collective Minditiness

Paul Kurtin, MD
ARimsa Advisors

Improving healtheare through
persenalland cellective mindfulness:




IHealthcare: A High Risk
ERvirenment

> Petenialer inexpecied eventsidue iorne
COMmpIexiy Girthe  patents; IeChNBIeEIES
ad treamenRts; Incuding RutrieRzl

InerRventons: \Werofien can i conuolihs

> RISk palit; esulisiemraialureio
GEetect eanywarmingrsignaisand respend
aggressively iertheni: VWe musieesminaidl
ziplefzitieipiV/e o) ialls




Highr Relianility Organizations

> Preoccupation with failtre

> Reluctance to simplify, Interpretations
> Sensitivity te operations

» Resilience

» Deference to expertise




Preoccupation with Eallure

> StoY/ ol a RepE Cause Analysis

> Anyl2pSsers a symplem: o system
Valnerapnicy,

> Allferers andinear mISSES alé! reporiea
ad USed aseamine epPeHURIES




Sensitivity, to; ©Operations

> [Latent fialltres: eir oo PRBIES; Inrany SySIEn's
defiensesiwillraiwaysieceliF WECaAlSEWE ale
RURIan

> ViUstDIscoveriaient ialtresin e CoUrSe of
RermaliepEralions PEere a falllie OCCUNS.

> Attentive ter the: freont lInewhere: the: real Work
GELS deneE; Wihat arertney seying

> SlUpperive Culitre: open and easy oI Speaks
Uje5 aVeId areup ks




Sensitivity, to; ©Operations

> Viaintaining explicitane communicaied
S{tvatienal aWareness enlaegul 2t Iesis

> Plierane pest shlithrHeing SESSIONS
(Huddies) Wihatiwhe areweweiiead
apl Whaiweniwelliwhakcould aayve
geRe Reler 2 NipletsinrReeN S

> Realtimelnicratien permiis eany,
IdeRbiicaenRranc action




Reluctance tor Simpliny

> Our environment and patients are
complex, we must create more complete
and nuanced understanding of the
Situation

> Why: stay’ out of the hospital in July?




> Bounce bac
» Manage: sur

Resilience

< and Learn from mistakes

ArISES as they eccur

> What have we dene well'in the past that
can Work now?

> What have we done in the past that may
not be appropriate nNew:?

> Even when situations seems similar there
may be small, but important, differences




Deference tor Expertise

> Hierarchy can slew respense and! ampliy.
enrors, especially if error starts near the
top

> Open access to infermation for alllneeding
[i

> [Decision making migrates with the issue-
Who IS the best person to address the
challenge




Instilling Coellective Minditiness

> Createra climateWnereis sSaletoNeporana
guestion asstimplions

> Cendichincidentieviews firequently anc seen
aiterthe event

> Viewclesercalls as signieliipeiential dangel
IO SUCEESS

> Viaintainrsiitiationalfawareness of cuirent
PIECHCES anel CHANGES I NGSE PIACHICES

> VakerknowWIEdOE Ao Ut EISYSIEM
lransparent and Widel kKnewn (Process
MEeasures)




Maintaining and Suppesting
Collective Mindiulness: Best
Practices fiiemi a Clinical Setting

> IHuddles

> lLearershipreunading

> SlppRoeeal=time audiing ancreview
> SURPOI CR-CEING edlcalIeRIANG HIAINRG

> Slppoa cllitrerefrSaiey  thal s Just
20 ENCOUEEES ERPLIiNG anergUESHeRIRG




Sustaining Cellective

Mindfulhess

> he 1 enemy’ ol sustaining - colliective
MIRGItIRESSHIS HEREXt REW IRIamve

> VIUSt emibedithiesernew practices e

eULRE; evenday placiice(SImply taenweay
Werdoerhings areundriere)

> EVeIVENiem a2 pPleject 16/ erR-geIng,
cCoRRUGUS diIScCoVeR andimprovement




Role of Leaders

> Stay engaged

> See
> SuUp
> SUp

< and welcome In-put
oIt training and education

port real-time auditing

> Be patient
> FOcuSs on majerity: not the out-layer
» Celebrate and promote results




| eaders 2

> Active listening vs. advocacy. Each has
itS place

» Don't get caught fier toe long In the
trenches
> Maintain fecus on big picture

> Must 1) identiiy what Is happening in the
present, 2) assess what It means to the
Unit/erganization, and! 3) propose
Implications and prepare for the future.




Tips for LLeaders

|_eaders are the sustainers of change. Do not “sign-ofif
early to begin next project but stay engaged and focused
On sustaining the change.

Rounding: be visibly invelved in change

Encourage sharing of concerns (active listening) and seek
answers from these raising| the questions

[Donoet tolerate resistance te change by formal or infermal
leaders

Focus on the majority: that IS “ready/ 1o go’




Tips for LLeaders

Give encouragement: early mistakes are OK. Give praise
andl rewards for early successes (consider NVC!)

Change in behavior will eventually lead to change in
attitudes

Be specific: not “safier care” but what exactly needs; toiloe
done. Smaller discrete tasks make change easier to
accomplish

Keepieveryone invelved by asking| fior 1deas

A “lapse’ Isinot a relapse-don’t everneact. Think about
small steps that can get things back on track




Role of Staif

> Actively participate

> Openly share what Is wWerking/What's not
> Ask the tough guestions: Why'S times

> Be patient

> EXpect transient losses of competency.
> Be mindfull, pay: attention

> Keep learning




Our Reality/

“WWhen an ever increasing amount of
Information has to be sgueezed inte the
relatively’ constant ameunt of time each of
US has at eur dispesal, the span of
attention necessarily decreases”

social anthropologist TThomas Eriksen




How We: Usually Trimk

\We are faced with an everwhelming amoeunt
of Infermation

\What we pay: attention to filters and limits
the Iinfermation we have

\We then use that limited information as the
Pasis of our decision making and actions

\We tend te hold ento and seek support for
OuUr good’ Ideas and theones and reject
the rest




OW' G
OW

OW' C

Tfhe Challenges

0 We maintain continuing alertness?
0 We learn what we doen’‘t know?
0 We guestion eur assumplions?

> \We can forestalll catastrophic outcomes
through mindiful attention to: 6ngoing
operations




Mindfulhess

» Culture of respectful interaction

» Desire to continually update situational
awareness

> Regular and standardized communication
» Competence via education and training




Mindlessness

> Mindlessness is more likely when people
are distracted, humied, or overloaded. 16
deal with preduction pressures people
ignoere discrepant clues and cut corners

» Alse occurns when people feel they can not
Act Upoen thelr concerns




Mindlessness vs. Mindfulnhess

Comifort with policies and procedures
(designed for the perfect environment and
people never fellew them anyway)

VEISUS

Continuing efforts te Update proceadures,
PErceptions, expectations, anad actions by.
always checking| Ifi Infiermation fits
expectations/plans




Changing a Culture

» Every system) Is perfectly designed to get the
results it gets.

~ lffyou don't like the results, change the
system.

> [0 change the system, must change the
culture.

> Culture can be defined as what we Do
around here.

» Culture Is compesed of patterns of hehavier.




Committed Actions: Social
Awareness

> Public
> \olitienal
> lrrevocanle

Committed actions by leaders are often
symbolic and can lead torwanted or
Unwanted behavior patterns




Implementing Change

#1 Task: Create a sense ofi urgency. fior
change- build the ‘burming platiorm:

> Build a team

» Create vision and strategy; previde ideas
» Communicate widely and repeatedly.

> Remove barriers first

> Implement with small tests ofi change

> Celebrate the wins- big and small




Implementing Change

> Make It easy tor KNOW:' the right thing to do!
Adeguate and ongoing education and training
iIncluding simulation

> Make It easy to DO the rnght thing!

~ Hardwire changes into routing practice via
education, training, order sets, protocols, the
envirenment

» All improvement Is change, but not all change
IS Imprevement! \We must knew! the
difference. Build measurement into routine
WOork flow




Implementing Change

> Foecus on ability te: change behaviers needing
change more than the attitude

» Study the best, seek positive deviance
» llest change with short cycle times

» People ane more supportive of change Wwhen they
fave a rele in deciding and designing that change.
Avolve as many as possible as seon as poessible.

> lffithere Is a best practice: just do Iit!

~ I no best practice exists: better practices emerge
through cycles of Improvement. Take advantage. of
natural experiments




Where are \We Going?




AnRswer: ter High Relianility

1, Create highly reliable systems ofi care,
Which do the right thing, the first time,
every time. And despite highly' complex
and risky precesses, they commit many.
fewer errors and muchiless harm than
predicted.

. Change the culture: Not a project but the
way we do things around here

3. Ulilize specific leadership actions




Personal Mindfulness

‘Be where you are with all youn

mind”

New! York Central Railroad: Machine
Shop




Collective Mindfulness

> Mindfulness is about the quality: of
attention,, the constancy: of attention, and
What people do with what they notice.

> Mindfulness allews an organization to
handle unforeseen situations In ways that
forestall unintended consequences

> Mindfulness Is the capability te discover
and manage unexpected events leading to
highi reliability




Collective Mindfulness

Collectiverminditiness IS createdrana
SUStaRed oy,

EachnpaiviauaINeag ey mpcitiNRruen:
|e)e
PIUS
AllNndividualsinierEelaneinieraciing; and

communRIcalNg Wit eErSeREl ana
collective minditiness




