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Kudos, WV Chapter ACHE chapter members!  We were recently recognized as 
a Chapter of Merit by ACHE.  Thanks to each of you, and the Board, for com-
mitment to our local chapter.

ACHE’s primary goal is to educate, engage and inspire leaders to improve health.  
ACHE serves as a catalyst, connector and trusted partner.  Your WV Chapter 
Board recently spent time on strategic planning, and discussed what we can do 
to improve in these areas.  Many of you attended the recent educational event 
held in Charleston, at CAMC’s Cancer Center.  The room was full of leaders across 
our state, living out ACHE’s mission.  Those of us in attendance received great 
education and engagement from industry leaders across the state of West Virginia.  

Details are being planned for the annual fall symposium.  For the last several years, the symposium 
has been hosted in Charleston.  Our gracious members in the north have offered to partner with us, so 
a new location will be determined and communicated soon.  This event will help with those important 
face to face credits.  

Please join me in thanking and congratulating long-term Board member, and Past President, Louis 
Roe, on a new opportunity here in the state.  Louis began his new role as Chief Operating Officer for 
Mountain State Oral & Facial Surgery earlier this year.  And special thanks to Cindy Berry of Cabell 
Huntington Hospital, who has assisted the Board and members for many years.  Cindy is passing on 
her responsibilities to Jessica Payne, also of Cabell Huntington Hospital.  Welcome, Jessica!  Many of 
you know Terra Levin, the Senior Regional Direction who serves the WV Chapter.  After 13 years, she’s 
decided to retire.  We thank her for the great assistance, and we welcome Stacy Kidd, who is joining 
the ACHE team.  One final note of congratulations is in order for Michael Neusch.  Mike was recently 
appointed to the VHA ACHE Regent’s Advisory Council (RAC).  

Lastly, there are 30 members in our state who are eligible to advance to earn the credential of Fellow.  
If you know someone eligible to advance, please encourage them to do so.  If you would like any of the 
Board members to reach out to someone you know to assist 
in explaining the benefits, please let us know and we would be 
glad to talk with them. 

Stay tuned for more info on the fall symposium!

Kristi M. Snyder
Vice President, Human Resources
CAMC Health Systems,Inc 304-388-6012
kristi.snyder@camc.org
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Greetings, 

I hope everyone is into the full swing of summer and enjoying the warmer weather. I 
would like to thank the Education Committee of the chapter board for an excellent spring 
education event. We had excellent attendance and the chapter education committee 
received very positive feedback. If you were not able to attend this spring, we look 
forward to possibly seeing you at the Fall Symposium for additional face-to-face credit 
and a great networking opportunity. 

It is that time of year again to recognize and honor exceptional work through the Regent’s Early 
Careerist and Senior Careerist Awards and I need your nominations. Listed below is the award selection 
criteria. The nomination forms will be emailed to all ACHE West Virginia/Western Virginia members in 
July.

Early Career Healthcare Executive Award

Criteria:
• A member of the American College of Healthcare Executives Demonstration of leadership ability 
• Demonstration of innovative and creative management 
• Executive capability in developing his or her organization and promoting its growth and stature  
 in the community 
• Participation in local, state, or provincial hospital and health association activities
• Participation in civic/community activities and projects
• Demonstration of participation in ACHE activities and interest in assisting ACHE in achieving its   
 objectives

Senior-Level Healthcare Executive Award

Criteria:
• A Fellow of ACHE 
• A CEO, COO, or other senior-level executive title within the organization Demonstration of   
 leadership ability 
• Demonstration of innovative and creative management 
• Executive capability in developing his or her organization and promoting its growth and    
 stature in the community 
• Contributions to the development of others in the healthcare profession 
• Demonstration of leadership in local, state, or provincial hospital and health association    
 activities 
• Participation in civic/community activities and projects 
• Demonstration of participation in ACHE activities and interest in assisting ACHE in achieving   
 its objectives
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Research Solutions Sought for 2020 Congress 

Authors can submit proposals to present their research at the annual Forum on Advances in Healthcare 
Management Research during next year’s Congress on Healthcare Leadership. The lead presenter of 
each selected proposal will receive a complimentary registration to Congress. Please visit https://www.
ache.org/learning-center/research/research-solutions-at-congress/forum-on-advances-in-healthcare-
management-research for the selection criteria and submission instructions. Submit your abstract, of 
up to 400 words, by July 10.

We Lead For Safety 

• We know that each of you is focused operationally on safety.
• The We Lead for Safety Initiative is all about creating LEADERSHIP commitment and practices   
 in every organization to build and sustain a culture of safety. 

 ache.org/safety

Congratulations to our Newest Chapter Members 

West Virginia 

Steven Berry, MD 
CAMC
Aaron Henry 
WVU Healthcare
Kevin McKinney 
Mayo Health System
Derek Green 
Potomac Valley Hospital
Chris Howe 
Plateau Medical Center

Christopher Trotter 
WeCare Medical
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ACHE National News
HEALTHCARE MANAGEMENT ETHICS

Updated Ethics Self-Assessment Addresses Current Issues
Sinde A. Hahn, FACHE, CAE 
Revisions to the tool strengthen healthcare leaders and their organizations.
 
Healthcare leaders belong to a field in which ethics are paramount. As the professional home for 
healthcare executives, ACHE has woven an ethics-focused culture into the fabric of our organization. 

Our Code of Ethics is a defining document for the organization, our members and the profession; so 
much so that the Code is a requirement of ACHE membership. 

The Ethics Self-Assessment—included in this issue on Page 60—is an invaluable tool available to ACHE 
members. Based on the Code of Ethics, the self-assessment is used to evaluate leadership and ethics-
related actions, and to address potential red flags identified in the process. 

The self-assessment gives life to the Code of Ethics and functions as a checklist of best practices in 
different areas. Perhaps more importantly, the assessment provides a framework for individuals to 
evaluate the frequency of their own action in demonstrating ethical behaviors and in relationship with 
others.

Each year, ACHE’s Ethics Committee reviews and considers revisions to the Ethics Self-Assessment. 
Typically, these revisions consist of minor changes, but in 2018, the committee added eight new 
statements to better reflect some of the larger issues at stake in healthcare today (see box). Following 
are summaries of the issues that prompted the revisions. 

Workplace Violence 
The only change within the leadership category pertains to an executive’s responsibility to understand 
workplace violence and take steps to eliminate it. The addition of this statement stems from increased 
violence in the workplace. 

Community Health 
Three new statements were added to the community section of the relationships category to better 
reflect that healthcare organizations are responsible for the health of the communities they serve. 

Patient Safety 
In the section pertaining to patients and their families, the committee introduced two new statements 
related to articulating executive commitment to eliminate harm in the workplace and address 
affordability challenges in healthcare.

Burnout
Finally, the committee added two new statements under the colleagues and staff subcategory to focus 
on the need for greater awareness of stress among the workforce—including the impact of those in 
positions of authority—and to take steps to address the personal wellness and professional fulfilment 
of employees and physicians. 

ACHE is committed to supporting its members and the important work they do with tools like the Ethics 
Self-Assessment, Code of Ethics and other resources that comprise the ACHE Ethics Toolkit. Visit ache.
org/EthicsToolkit to access these resources. 

Sinde A. Hahn, FACHE, CAE, is senior vice president, Department of Member Services, ACHE, and its 
chief ethics officer. 
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Stress, Burnout, and Moral Injury
The State of the Healthcare Workforce

Ford, Eric W., PhD

Journal of Healthcare Management: May-June 2019 - Volume 64 - Issue 3 - p 125–127
doi: 10.1097/JHM-D-19-00058
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The buzz in healthcare is about clinician burnout. On the one hand, administrators and policymakers 
are concerned that clinical staff—doctors and nurses—lack the resilience and adaptability to cope 
with contemporary health system environments. Moreover, many are worried that frontline caregivers 
operating under stress will eventually experience burnout and, in turn, may jeopardize care quality. 
The perceived magnitude of the issue is leading to a call to expand on the Institute for Healthcare 
Improvement’s Triple Aim framework of controlling costs, improving the patient experience, and 
improving population health by adding a fourth aim to address clinician burnout.

On the other hand, some clinicians are starting to push back on the current burnout narrative. In 
particular, Zubin Damania, MD (aka ZDoggMD), uses his celebrity pundit status to articulate the 
alternative perspective that the underlying problem is the moral injury that is being visited upon 
clinicians by health systems. Moral injury, ZDoggMD explains, occurs when someone must commit or 
witness an act that violates their moral belief system. In the healthcare context, clinicians feel that 
their ability to deliver care is compromised by the systems (e.g., insurance, reimbursement, electronic 
health record) being implemented in hospitals, clinics, and medical practices.

One particularly troubling aspect of the burnout dilemma is the common description of clinicians as 
“frontline” care providers. The term frontline evokes images of soldiers at war and the concomitant 
mental health issues they often suffer from, such as post-traumatic stress disorder. There is no escaping 
the fact that many healthcare encounters are fraught with human suffering. However, the mission of 
health professionals should not be equated with the experience of going to war. The need to redesign 
our health systems based on both human factors and the spiritual needs of clinical staff and patients 
is a pressing one.

In this issue’s interview, Kenneth R. White, PhD, RN, FACHE, FAAN, discusses burnout in a thought-
provoking manner. He suggests that we would do well to focus on clinicians’ professional vitality 
instead. I like that idea and think it would be a valuable stream for both theory and research to take up. 
Dr. White, a 2019 recipient of the Gold Medal Award of the American College of Healthcare Executives 
(ACHE), also suggests ways to improve health administration education, among other topics.

This issue’s column on diversity and inclusion, by the Reverend Kathie Bender Schwich, FACHE, describes 
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the role of spirituality in patient care. She shares some moving examples of spiritual sensitivity that 
would serve our profession well as best practices. Similar to Dr. White’s ideas about professional 
vitality, Rev. Bender Schwich calls for a commitment by healthcare leaders to respect the spiritual 
vitality of caregivers and patients.

This year’s series of columns on managing risk continues with a proposal for building a highly reliable 
healthcare delivery system. Jason Adelman, MD, chief patient safety officer, associate chief quality 
officer, and executive director of patient safety research at New York–Presbyterian Hospital/Columbia 
University Irving Medical Center, advocates for a two-pronged approach: first, establish a just culture 
centered on supporting rather than punishing staff; second, give staff the technological tools to help 
them avoid human errors.

The first research article in this issue is by Brad Beauvais, PhD, FACHE; Jason P. Richter, PhD, FACHE; 
Forest S. Kim, PhD, FACHE; Greg Sickels; Torry Hook, RN; Sean Kiley; and Thomas Horal. In their 
study of patient safety and profitability, they deliver the positive news that doing things well is good for 
business. It is remarkable that a relatively small set of surgical service lines can have such a dramatic 
impact on operating margins. Then again, given the extraordinary effort spent on ensuring on-time 
surgery starts (for example), their conclusion may not be so surprising.

The next article deals with the topic of guns in hospital security. Authors James D. Blando, PhD; 
Robert J. Cramer, PhD; and Mariana Szklo-Coxe, PhD, provide an eye-opening look into the current 
state of hospital concerns and policies regarding weapons. They find that the general training for 
security personnel is good, but several other areas need improvement. Given their high profile in most 
communities, hospitals would seem to be at significant risk for events that are terrible to ponder. The 
November 2018 fatal shootings at Mercy Hospital in Chicago is a tragic case in point.

The article by Khanhuyen P. Vinh, DSc; Stephen L. Walston, PhD; Jeff Szychowski, PhD; and S. Robert 
Hernandez, DPh, looks at how hospitalists can influence a facility’s average length of stay. As Frederick 
Winslow Taylor’s time and motion studies of the early 1900s showed, specialization is one way to 
increase throughput in factories. In some ways, modern hospitals are taking on the feel of factories. 
Therefore, the finding that increased use of specialized labor—hospitalists, in this case—leads to 
increased efficiency is consistent with generally accepted management model theory. I am also curious 
to know how hospitalists are faring with respect to stress, burnout, and moral injury.

The fourth article takes up the topic of hospital readmission rates. If I were to name two questions 
heard in every conversation at the 2019 ACHE Congress on Healthcare Leadership, they would be 
“How cold can Chicago get?” (because the city set record low temperatures for early March) and 
“What is your system doing about readmissions?” In their study published here, Todd Brenton Smith, 
PhD; Thomas MacAndrew English, PhD; Jef Naidoo, PhD; and Marilyn V. Whitman, PhD, approach the 
topic from the skilled nursing facility side of the equation. The authors offer valuable insights into how 
hospitals might better direct discharges and avoid readmissions.
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High-Reliability Healthcare
Building Safer Systems Through Just Culture and Technology

Adelman, Jason, MD

Journal of Healthcare Management: May-June 2019 - Volume 64 - Issue 3 - p 137–141
doi: 10.1097/JHM-D-19-00069
MANAGING RISK
SDC
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Chief patient safety officer and associate chief quality officer; executive director, Patient Safety 
Research Program; and codirector, Patient Safety Research Fellowship in Hospital Medicine, NewYork–
Presbyterian Hospital/Columbia University Irving Medical Center, New York, New York

For more information about the concepts in this column, contact Dr. Adelman at adelman.jason@
columbia.edu.

The author declares no conflicts of interest.
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• CONCLUSION
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High-reliability organizations (HROs) operate in complex, high-risk environments with low incidences 
of serious accidents or catastrophic failures. The airline industry is a standard-bearer for HROs, with 
relatively few incidents occurring among the millions of flights each year. In 2018, there was only 
one fatal incident for every 3 million flights—a 94% decrease over the previous 45 years (Aviation Safety 

Network, 2019). In healthcare, if we only performed appendectomies on healthy people, we would likely 
achieve a similarly low risk of harm. The reality is that healthcare faces countless complex workflows 
that range from a psychiatrist treating a teenager with suicidal ideation to a pharmacist preparing a 
chemotherapeutic agent to an orthopedic surgeon performing hip replacement surgery.

Despite a heightened interest in patient safety over the past two decades, the frequency of preventable 
harms in healthcare remains high, with implications for mortality, morbidity, costs, and quality of life. 
Approximately 1 in 10 hospitalized patients experiences an adverse event, such as a hospital-acquired 
infection, pressure ulcer, preventable adverse drug event, or fall (Agency for Healthcare Research and Quality, 2014), and 
1 in 2 surgeries is associated with a medication error or adverse drug event (Nanji, Patel, Shaikh, Seger, & Bates, 

2016). In my research, I have found that 1 in 37 hospitalized patients had an order placed for them that 
was intended for another patient (Adelman et al., 2013).
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ACHIEVING HIGH-RELIABILITY HEALTHCARE
A major contributor to the success of the airline industry in achieving high reliability is the use of 
technology. Today, if a pilot falls asleep during a commercial flight, the plane can fly itself—a major 
improvement over the early days of aviation. Healthcare, on the other hand, remains inherently complex, 
rapidly changing, and heavily reliant on people rather than technology to protect patients from harm. 
Applying advances in health information technology (IT) and other emerging technologies is essential to 
achieving high reliability in healthcare. In particular, building protections into the electronic health record 
(EHR) system can significantly reduce the occurrence of many adverse events (Adelman et al., 2013).

How do we reach our potential? HROs demonstrate five characteristic traits: preoccupation with failure, 
reluctance to simplify, sensitivity to operations, deference to expertise, and commitment to resilience 
(Weick & Sutcliffe, 2007). Although high reliability may seem aspirational rather than practical in the healthcare 
environment, we can adopt basic principles drawn from the experience of HROs. As a chief patient safety 
officer and health IT safety researcher, I have found that high reliability in healthcare requires a two-
pronged approach:

• Vigilance. Creating a just culture—an environment where staff feel it is safe to report errors  
 and the focus is on correction of systems issues
• Resilience. Leveraging technology to build systems that are resilient to human error
 

How quickly we get to high-reliability healthcare will depend on the extent to which we embrace and 
pursue these two paths.

MAINTAINING VIGILANCE IN A JUST CULTURE
The first major shift to high-reliability healthcare is the transition to a just culture. As Lucian Leape, a 
patient safety expert and member of the Institute of Medicine’s Committee on Quality of Health Care 
in America, writes, “We need to move from looking at errors as individual failures to realizing they are 
caused by system failures” (Leape, 2009, p. 4).

In preoccupation with failure, a characteristic trait of HROs, staff are vigilant for potentially hazardous 
conditions and mechanisms are in place to report them without fear of reprisal. In the nonpunitive culture 
of aviation, safety issues are resolved by means of system corrections rather than punishment. A just 
culture encourages the reporting of human errors and near misses as opportunities to learn, exposes 
systems issues, and drives improvement, creating a virtuous cycle. The only way to improve systems 
is by knowing what to fix, but in healthcare, most errors and near misses go unreported for fear of 
punishment. According to the Agency for Healthcare Research and Quality’s 2018 Hospital Survey on 
Patient Safety Culture, nonpunitive response to error is consistently the lowest-performing domain, with 
53% of hospital employees indicating their perception that human errors are held against them (Famolaro 

et al., 2018).

Punishing healthcare providers for making human errors diverts attention from the underlying systems 
issues and delays systematic improvements that would prevent future errors. Frontline healthcare staff 
are in a good position to uncover previously unknown safety issues in their daily workflows, and they are 
more likely to do so in a supportive environment that embraces just culture. In a personal communication 
(January 25, 2017), Leape shared with me the two myths of punitive culture: the perfection myth (if 
people try hard enough, they will not make any errors) and the punishment myth (if we punish people 
when they make errors, they will make fewer of them). Healthcare leaders must work to dispel these 
harmful myths.

Continued on Page 9
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Recognizing that a punitive culture does not make systems safer, progressive healthcare organizations 
are now transitioning to a just culture based on the following core set of principles:

• Acknowledgment that all humans make errors
• Recognition that punitive action fails to correct systems issues and discourages error reporting
• Encouragement of self-reporting of errors, including near misses
• Exposure of underlying systems issues that contribute to, or fail to prevent, human errors
• Creation of systems with safety mechanisms that prevent human errors
• Support for healthcare personnel in the aftermath of a human error
• Individual accountability for errors made as a result of reckless behavior

A just culture creates a safe environment where health systems can identify potential hazards and 
strengthen systems to eliminate risk.

LEVERAGING TECHNOLOGY TO BUILD RESILIENT SYSTEMS
Adoption of a just culture changes the focus of health systems from punishing providers to fixing 
systems, which provides the opportunity to achieve the second major shift: leveraging technology to 
build systems that are increasingly resistant to human error. Rapid technological advances—EHRs, 
artificial intelligence (AI), machine learning, robotics, telemedicine, smart devices, simulation, genomics, 
proteomics, precision medicine, and 3-D printing, among others—are transforming healthcare. The more 
these technologies advance and are integrated into standardized processes, the faster healthcare will 
become a high-reliability system.

Technology can augment human processes in healthcare to reduce variability and help prevent error. 
Technology also can standardize and consequently increase the accuracy and efficiency of cognitive, 
visual, manual, and coordinating (workflow) processes:

• Cognitive processes. Harnessing the power of vast repositories of healthcare data, AI and   
 machine learning can reduce both diagnostic and therapeutic errors. Natural language processing 
 of EHR 
 and other sources of data is being used to identify adverse drug reactions. My research, for  
 example, focuses on using log data from the millions of orders placed in large health systems each  
 year to quantify and reduce electronic order errors using novel health IT safety interventions  
 built  into EHR systems.
• Visual processes. AI and machine learning are transforming the fields of pathology and radiology.  
 Despite some technical obstacles, the large volume of available data is enabling computer vision  
 and AI to “read” pathology slides and imaging studies.
• Manual processes. Robotics has revolutionized the precision of surgery and other procedures,  
 particularly in the high-risk settings of heart and brain surgery.
• Coordinating processes. Beyond diagnosis and treatment, technology is being applied in health- 
 care settings to optimize the movement of patients and supplies through the system safely and 
 reliably.
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LEADING A CULTURE OF SAFETY
HROs apply other critical tools of safety culture, including checklists, teamwork, simulation, communica-
tion, and—importantly—leadership. Facilitating changes in approach and priorities involves leadership at 
all levels of the organization. In particular, effective leaders do the following:

• Commit to creating and maintaining a culture of safety
• Consistently make safety a top priority in their decision-making
• Actively create an environment where all staff feel safe reporting their concerns
• Set the tone for teamwork, collaboration, and respect
• Recognize that most adverse events involve a failure of systems and processes
• Respond by providing resources and support to improve systems
• Model active leadership skills 

• Share information
• Invite team members to contribute their expertise and concerns
• Make themselves approachable

CONCLUSION
How do we achieve a high-reliability healthcare system? First, we must create a just culture where the 
emphasis is on fixing systems and providing a safe environment for workers to report human errors and 
near misses. Second, we must leverage technology to build systems that are resilient to human error. The 
extent and pace at which we incorporate just culture principles and technological advances into healthcare 
will determine whether and how soon we will achieve high reliability in healthcare.

NOTE
Dr. Adelman served on the Culture of Safety Roundtable, convened by the American College of Healthcare 
Executives (ACHE) and the Institute for Healthcare Improvement Lucian Leape Institute. The roundtable 
developed Leading a Culture of Safety: A Blueprint for Success, which is available via the ACHE website 
at http://safety.ache.org/blueprint/.
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2019 WV ACHE OFFICERS AND BOARD MEMBERS

For additional information 
or to submit articles of 
interest, please contact 

Lexa Woodyard at 
Halstead4@marshall.edu

West Virginia ACHE 
Chapter Newsletter 

Lexa Woodyard, Editor
Sue Valenti, Assist. Editor
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