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Improvement Capability
QI 101: Introduction to Health Care Improvement*
Lesson 1: Health and Health Care Today
•

•
•

•

As medical science and information evolve at a record pace, health systems must face
new challenges:
o Providers are becoming more specialized, contributing to gaps in
communication and care.
o Populations are aging, and the disease burden is shifting toward chronic
conditions.
o Patient and families are better informed and want personalized care.
o There is growing availability of — and demand for — complicated procedures.
Many health care systems, including the one in the United States, are struggling to
make high-quality care available and affordable to all.
Based on where someone lives and certain characteristics at birth, there are
significant differences in the type of health and health care one is likely to
experience; this is often true even within the same country or hometown.
Although the root causes of inequalities in health care and human health by no
means begin or end in the clinical setting, providers can do their part to help by
learning and applying the science of improvement.

Lesson 2: The Institute of Medicine’s Aims for Improvement
•

•

In 2001, the Institute of Medicine (IOM) released a report, Crossing the Quality
Chasm: Health Care in the 21st Century, that defined six key dimensions of our
health care system upon which to focus improvement efforts. The report said care
should be:
o Safe: Avoid injuries to patients from the care that is intended to help them.
o Timely: Reduce waits and sometimes harmful delays.
o Effective: Provide the appropriate level of services.
o Efficient: Avoid waste of equipment, supplies, ideas, and energy.
o Equitable: Care shouldn’t vary in quality because of personal characteristics.
o Patient-Centered: Care should be considerate of individual preferences.
A helpful pneumonic to remember the IOM’s six dimensions is “STEEEP.”
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Lesson 3: Changing Systems with the Science of Improvement
•
•

•

Every system is perfectly designed to get the results it gets; the only way to get
different results is to change the system.
The science of improvement has its origins in manufacturing in the 1920s, when
famous engineers such as Walter A. Shewart and W. Edwards Deming
introduced a new type of science: applied science.
• Traditional scientific discovery is only helpful if people can apply it.
Deming’s System of Profound Knowledge is a simple way of understanding the
four key aspects of a system that you need to think about in order to improve:
o Systems thinking: What is the whole system that you’re trying to manage?
How do the different parts interact with and rely on one another?
o Variation: What is the variation in results trying to tell you about the
system?
o Theory of knowledge: What are the predictions about the system’s
performance? What are the theories that form the basis for these predictions?
o Psychology: How do people in the system react to change, and what are the
important interactions among people in the system? What motivates people
to act as they do?

The lens depicting W. Edward’s Deming’s System of Profound Knowledge draws your attention to
four areas you need to consider when you make a change within a system.
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QI 102: How to Improve with the Model for Improvement*
Lesson 1: An Overview of the Model for Improvement
•
•

•

•

Improvement requires will, ideas, and execution.
The Model for Improvement (MFI), developed by Associates in Process
Improvement, is a simple yet powerful tool for executing improvement.
o There are other useful models to guide improvement, such as Lean and Six
Sigma, which can complement the MFI methodology.
The MFI has two parts:
o Three fundamental questions:
▪ What are we trying to accomplish?
▪ How will we know a change is an improvement?
▪ What change can we make that will result in improvement?
o The Plan-Do-Study-Act (PDSA) cycle, for testing changes
Applying the MFI requires the following five steps: Set an aim, establish measures,
identify changes, test changes, implement changes.

Lesson 2: Setting an Aim
•

•

Setting an aim answers the first question in the Model for Improvement, “What are
we trying to accomplish?”
o A good aim addresses an issue that is important to the people involved.
o Smaller, short-term aims can contribute to bigger, long-term aims.
Aim statements must indicate specifically: How good? By when? For whom?

Lesson 3: Choosing Measures
•
•
•

•

Measuring answers the second question of the Model for Improvement, “How will
we know a change is an improvement?”
Measuring for improvement is different from measuring for research: The goal is to
gather only enough data to inform whether to adapt, adopt, or discard an idea.
Improvement teams typically use a family of measures that consists of:
o Outcome measures: Where are we ultimately trying to go?
o Process measures: Are we doing the right things to get there?
o Balancing measures: Are the changes we are making to one part of the
system causing problems in other parts of the system?
Plotting measures on a run chart can reveal whether the data shows improvement.
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Lesson 4: Developing Changes
•
•

Developing change ideas answers the third question of the Model for Improvement,
What change can we make that will result in improvement?
Five useful ways to develop changes are: critical thinking, benchmarking, using
technology, creative thinking, and change concepts.
o A process map (or flow chart) can help teams gather and analyze data on
how the system currently works.
o A tool known as a cause and effect diagram (or an Ishikawa or
fishbone diagram) can help teams identify root causes of a problem.

Lesson 5: Testing Changes
•

•

Once a team has answered the Model for Improvement’s three questions, the next
step is to test the change ideas using Plan-Do-Study-Act (PDSA) cycles:
o Plan: Plan the test or observation, including a plan for collecting data.
o Do: Try out the test on a small scale.
o Study: Set aside time to analyze the data and study the results.
o Act: Refine the change, based on what was learned from the test.
During the course of a few linked PDSA cycles, improvers refine their change idea
until it’s ready to implement.

The Model for Improvement consists of three questions and a cycle.

6

QI 103: Testing and Measuring Changes with PDSA
Cycles*
Lesson 1: How to Define Measures and Collect Data
•
•

•

•

Measuring for improvement requires selecting and tracking a family of measures,
consisting of outcome, process, and balancing measures.
These questions will help you establish an appropriate family of measures:
o What do you want to learn about and improve?
o What measures will be most helpful for this purpose?
o What is the operational definition for each measure?
o What’s your baseline measurement?
o What are your targets or goals for the measures?
You also need a data collection plan; here are some questions to ask:
o Who is responsible for collecting the data?
o How often will the data be collected, e.g., hourly, daily, or weekly?
o What is to be included or excluded, e.g., include only inpatients or include
inpatients and outpatients?
o How will these data be collected, e.g., manually on a data collection form or
by an automated system?
Sampling helps teams quickly understand how a process is performing.
o Simple random sampling uses a random process to select data from a
small sample of the population.
o Proportional stratified random sampling divides the population into
separate categories then takes a random sample for each.
o Judgment sampling relies on the judgment of those with knowledge of the
process to select useful samples for learning about the process performance.

Lesson 2: How to Use Data for Improvement
•

•
•

The purpose of measuring for improvement is to:
o Keep track of what you’re learning during Plan-Do-Study-Act (PDSA) testing.
o Answer the second question in the Model for Improvement, “How will we
know that a change is an improvement?”
Because improvement happens over time, static displays of data are not helpful; you
need a dynamic way to display the data, such as a run chart.
A run chart is a graph that helps teams effectively interpret and communicate
variation in data by showing change over time.
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•

Classifying and separating data according to specific variables, a practice called
stratification, is another helpful way to understand the story the data is telling.

Lesson 3: How to Build Your Degree of Belief over Time
•

•

•

•

We use “scale” and “scope” to talk about how large and how extensive a test will be.
o Scale refers to the timespan or number of events included in a test cycle —
such as a specific number of patient encounters.
o Scope refers to the variety of conditions under which your tests occur — such
as different combinations of patients, staff, and environmental conditions.
The size of PDSA cycles should be based upon two things:
o The degree of belief that the change will lead to improvement
o The consequences if the change is not an improvement.
Iterative test cycles allow teams to build a stronger degree of belief over time.
o A 1:1:1 test (e.g., “1 provider, 1 patient, 1 encounter”) is a useful rule for early
PDSA cycles.
o The Five Times Rule says to multiply the number of encounters or events
used in the last cycle by five when scaling up a test of change.
o Conducting more than one test at the same time (i.e., concurrent test
cycles) allows teams to explore more than one set of conditions in parallel.
A test that does not achieve the desired results is an opportunity to learn that can
mean one of three things:
o The test was not conducted as planned.
o There was a problem with the data collection.
o The change is not an improvement.

Concurrent testing allows teams to test more than one set of conditions at the same time.
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QI 104: Interpreting Data: Run Charts, Control Charts, and
other Measurement Tools*
Lesson 1: How to Display Data on a Run Chart
•
•

•
•

A run chart is an essential improvement tool because it displays change over time.
Steps for drawing a basic run chart include:
o Plot time along the X axis.
o Plot the key measure you’re tracking along the Y axis.
o Label both the X and Y axes, and give the graph a useful title.
o Calculate and place a median of the data on the run chart.
o Add other information as needed, such as a goal line and annotations.
It’s easy and often sufficient to build a run chart by hand.
There are many computer programs, such as Microsoft Excel, Libre Office, or Google
Docs that can help you draw a run chart.
o IHI has a run chart template for Microsoft Excel freely available at:
http://app.ihi.org/LMS/Content/77a180e3-18be-4969-a23bd0e96e57e39f/Upload/QI104_RunChartTemplate.xls

Lesson 2: How to Learn from Run Charts and Control Charts
•

•

•

If you want a stable, predictable system, you need to separate common causes of
variation from special causes of variation and remove the special causes.
o Common (random) causes of variation are inherent to the system.
o Special (non-random) causes of variation are due to irregular or
unnatural influences on the system.
Being able to identify and count runs is the first step for analyzing a run chart.
o A run consists of one or more consecutive data points on the same side of the
median, excluding data points that fall on the median.
Applying four simple rules will allow you to identify four types of non-random
patterns in the data displayed on a run chart:
o Rule 1: A shift is six or more consecutive points above or below the median.
o Rule 2: A trend is five or more consecutive points all increasing or
decreasing.
o Rule 3: Too many or too few runs is a non-random number of runs
based on a mathematical formula.
o Rule 4: An astronomical data point is a data point that appears far away
from the others.
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•

A Shewhart Chart (or control chart) looks like a run chart but has the added
feature of control limits. Data outside the limits indicates special cause variation.

Lesson 3: Histograms, Pareto Charts, and Scatter Plots
•
•

•

•

A histogram is a special type of bar chart, used to display the variation in
continuous data — such as time, weight, size, or temperature.
The Pareto chart (or ordered bar chart) is a type of bar chart on which the
various factors that contribute to an overall effect are arranged in order according to
the magnitude of their effect.
o The Pareto principle refers to the idea that, in many situations, 20 percent
of contributing factors account for 80 percent of the results.
Ordering the factors by magnitude allows teams to distinguish between the “vital
few” (factors in the 20 percent category) and the “trivial many” (factors in the 80
percent category).
o Focusing improvement efforts on the vital few will have the biggest payoff.
A scatter plot is a graphic representation of the relationship between two variables.
Scatter diagrams help teams identify and understand cause and effect relationships.

As a leader of improvement, you need tools, such as the run chart, to understand variation.
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QI 105: Leading Quality Improvement*
Lesson 1: The Four Phases of a Quality Improvement Project
•

•

•

Quality improvement (QI) projects have four phases:
o Innovation: coming up with new ideas for changes. This is the phase in
which teams brainstorm good ideas for changes to test.
o Pilot: testing a change through Plan-Do-Study-Act (PDSA) cycles.
o Implementation: making the change the new standard process in one
defined setting.
o Spread: implementing the change in several settings.
During implementation, the change is “hardwired” into the system.
o Hardwiring makes the change permanent, through such tactics as:
▪ Documentation
▪ Training
▪ Addressing supply issues
▪ Assigning day-to-day ownership for the new process
The Improvement Project Roadmap from IHI and Richard Scoville helps
manage the tasks required at each of the four stages to carry a QI project through to
completion.

Lesson 2: Change Psychology and the Human Side of Quality Improvement
•

•

•

People naturally react differently to change and have different strategies for leading
change.
o It is common for people to initially resist the idea of change.
Many health care improvement projects come up against one or more of these
barriers to change, outlined by author Herbert Kaufman:
o The expected autonomy or independence of health care workers
o Stability that comes with routine
o An accumulation of policies, procedures, and regulations
o Programmed behaviors
o A limited focus or tunnel vision
o A real or perceived limit on resources
By identifying the reasons people are resistant to change, QI leaders can determine
the best tactic(s) for overcoming that resistance. Some possible approaches include:
o Sharing data
o Telling stories
o Speaking the language of improvement
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Lesson 3: Working with Interdisciplinary Team Members
•
•

•

•

Different perspectives are critical to a QI project’s success, as is a strong leader who
is capable of aligning a multidisciplinary team around a shared purpose.
Effective improvement teams in health care typically are interprofessional and
include members with different types of expertise:
o Authority within the system
o Technical expertise
o Day-to-day leadership
A four-step evolutionary process for teamwork has been described as follows:
o Forming
o Norming
o Storming
o Performing
Some strategies to help align teammates around a common purpose include:
o Create a team roster.
o Do exercises in which team members self-identify their strengths.
o Share stories to establish why the project is personally meaningful.
o Establish a work plan, and write it down.
▪ IHI has QI project tracking tools freely available here:
http://www.ihi.org/education/IHIOpenSchool/Courses/Pages/Practi
cumForms.aspx

There are four phases in the “life cycle” of an improvement project.
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QI 201: Planning for Spread: From Local Improvements to
System-Wide Change
Lesson 1: How Change Spreads
•

•

Psychologist Kurt Lewin proposed that organizational change happens in three
phases:
o Unfreezing: Loosening the attachment to the current behavior or practice
o Change: When the process of change actually occurs
o Freezing: Making sure the change can continue to operate as designed
Sociologist Everett Rogers said for any given change or innovation, there are five
categories of adopters:
o Innovators are always ready to try the latest, greatest thing, often even
when there’s risk involved.
o Early adopters aren’t as venturesome as innovators but are among the first
ones willing to try the idea.
o Early majority adopters of an innovation indicate the stage at which the
masses begin to accept it.
o Late majority adopters can be seen as skeptical about a given innovation.
They may be driven to adopt the change out of economic need, peer pressure,
or policy, rather than personal interest.
o Laggards may take a long time to understand and accept an innovation.
They’ll adopt the change only because they have no other alternative.

Lesson 2: Tactics for Spreading Change
•

•
•

Sociologist Everett Rogers identified five characteristics of ideas that spread:
o Relative advantage
o Compatibility
o Simplicity
o Trialability
o Observability
Based on the characteristics of spreadable innovations, improvement teams can use a
New Idea Scorecard to assess the ease with which a change is likely to spread.
IHI’s Framework for Spread identifies seven components for large-scale spread:
o Leadership: setting the agenda and assigning responsibility for spread
o Setup for spread: identifying the target population and initial plans
o Better ideas: describing the new ideas and evidence for them
o Communication: sharing awareness and technical information
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o
o
o

Social system: understanding the relationships among people
Knowledge management: replicating successful spread efforts
Measurement and feedback: collecting and using data about process and
outcomes to monitor and make adjustments to the spread progress

Lesson 3: Case Study in Spreading Innovations: Transforming Care at the
Bedside
•

•

Seton Family of Hospitals in Greater Austin, Texas, participated in the early stages of
an innovative program from the Robert Wood Johnson Foundation (RWJF) and IHI
called Transforming Care at the Bedside (TCAB).
By following IHI’s Framework for Spread, Seton Family spread the TCAB approach
from an initial medical-surgical pilot unit at Seton Northwest Hospital to 21 units
across eight hospitals in their system.

IHI’s Framework for Spread identifies key components to consider
when developing and executing a spread strategy.

14

QI 202: Addressing Small Problems to Build Safer, More
Reliable Systems
Lesson 1: Two Mustangs
•

•

Even though health care is unique, there are still many lessons – about reliability,
agility, and problem solving – that organizations can learn from other high-risk
industries, such as automobiles and aviation, which focus on safety and continuous
improvement.
In any complex system (health care or otherwise), the large number of interlocking
parts (people, processes, departments, materials, etc.) makes it almost impossible
to design the system perfectly the first time around.
o In other words, you can’t think your way to perfect care by creating a neat
design on paper.
o You have to discover your way to perfect care after you see how the design
works in practice and continuously improve it.
o We must keep getting better and better if we’re to have any chance at
delivering affordable, high-quality care to all patients.

Lesson 2: How to Make Complex Systems Fail
•
•

The case of Mrs. Grant shows us what can happen when many small hazards come
together to create one enormous hazard.
The little problems that crop up in our daily routine become so familiar that we start
assuming they’re completely normal. This tendency is called “normalizing
deviance.”
o These little problems are “weak signals” that the system isn’t working the way
it should. These problems can combine in ways that can be deadly for
patients; it’s essential to call them out and work to fix them.

Lesson 3: Solving Problems in Complex Systems
•
•

It’s very important that organizations have a deliberate and reliable way of
responding to concerns and “weak signals” workers raise.
Here are the conditions that allow staff members to escalate problems effectively. If
these conditions are in place, organizations have a better chance of seeing and
solving problems before they have a chance to result in harm:
o The people doing work must recognize they have a problem.

15

Someone must be responsible for solving that problem.
The people doing work must be able to notify the responsible person in a
timely way.
o The responsible person must show up without blame and with a desire to
solve the problem collaboratively.
o There must be enough time and resources to solve the problem.
Here’s an example to illustrate the importance of these five conditions: The issue is a
missing nursing gown. Without a new gown in each room, it is easier to transfer
infections. In order to address the problem:
o The nurse had to recognize that the missing gown was a problem, rather than
a normal condition of work.
o The organization had to have designated a person (Mary) with the span of
responsibility to deal with that problem.
o The nurse had to be able to reach Mary right away.
o Mary had to respond with concern and openness.
o Several people involved in the process of distributing and using gowns had to
be given enough time to meet and talk over the problem.
If organizations reliably provide these conditions, they make it possible for staff to
report many small problems – which can lead to the resolution of big problems
in the future.
o
o

•

•
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Patient Safety
PS 101: Introduction to Patient Safety*
Lesson 1: Understanding Adverse Events and Patient Safety
•

•

Why should we study the field of patient safety?
o

According to the World Health Organization, patient safety means “the
prevention of errors and adverse effects to patients associated with health
care.”

o

According to Institute of Medicine’s 1999 report To Err Is Human, between
44,000 and 98,000 Americans die in hospitals each year due to errors in
their care.

Why is health care so dangerous?
o

Diagnosing and treating patients is incredibly complex.

o

Practitioners are often inadequately trained to deliver care as a wellintegrated team.

o

The hierarchical nature of health care can breed disrespectful and abusive
behavior.

•

The aviation industry learned that blaming and punishing individuals would not
make transportation safer in 1977 through the Tenerife crash, which killed more than
500 people in aviation’s deadliest accident.

•

Making dramatic improvements in patient safety will require the following
commitments from both individuals and the organizations working in health care:

•

o

Acknowledge the scope of the problem of medical errors and make a clear
commitment to redesign systems to achieve unprecedented levels of safety.

o

Recognize that most patient harm is caused by bad systems and not bad
people and that adverse events cause psychological harm to health care
providers as well as their patients; we must end the historic response to
medical error, which has been saddled with finger-pointing and shame.

o

Acknowledge that individuals alone cannot improve safety; it requires
everyone on the care team to work in partnership with one another and with
patients and families.

Two interrelated domains underpin the IHI Framework for Safe, Reliable, and
Effective Care: the culture and the learning system.
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Lesson 2: Your Role in a Culture of Safety
•

An organization’s safety culture is the product of individual and group values,
attitudes, competencies, and behaviors that form the foundation on which to build a
learning system.

•

The following factors contribute to an organization’s safety culture:
o

Psychological safety: creating an environment where people feel
comfortable raising concerns and asking questions and have opportunities to
do so

o

Accountability: holding individuals responsible for acting in a safe and
respectful manner when they are given the training and support to do so

o

Negotiation: gaining genuine agreement on matters of importance to team
members, patients, and families

o

Teamwork and communication: promoting teams that develop shared
understanding, anticipate needs and problems, and apply standard tools for
managing communication and conflict

•

Although blaming and punishing individuals for errors are not appropriate
responses, individuals should still be accountable for their actions.

•

A just culture, initially defined for health care by the lawyer and engineer David
Marx, recognizes that competent professionals make mistakes. However, it has zero
tolerance for reckless behavior.

Lesson 3: Your Role in Building Safer, More Reliable Systems
•

The quality of an organization’s learning system is defined by the ability to selfreflect and identify strengths and defects, both in real time and in periodic review.

•

Factors that contribute to the organization’s learning system include:
o

Improvement and measurement: strengthening work processes and
patient outcomes using improvement science, including measurement over
time

o

Transparency: openly sharing information about the safety and quality of
care with staff, partners, patients, and families

o

Continuous learning: regularly identifying and learning from defects and
successes
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o

Reliability: applying best evidence and promoting standard practices with
the goal of failure-free operation over time

•

In every case of error that leads to death or injury, there are ten more errors that
have the potential to cause serious harm but for some reason don’t. These errors
are weak signals that something is wrong with the system.

•

Anyone who works in health care has a responsibility to recognize problems and
drive improvement in his or her own work, with the larger system in mind.

19

PS 102: From Error to Harm*
Lesson 1: The Swiss Cheese Model
•

The Swiss cheese model, from James Reason, is a useful way to think about errors
in complex organizations.
o

The stack of cheese represents your organization’s safety system. Slices of
cheese prevent hazards from resulting in harm, but every now and then, the
“holes” line up and cause harm.

o

The holes represent both latent conditions (so-called accidents waiting to
happen) and active failures (errors and violations by front-line providers).

o

The Tenerife plane crash in 1977 is an example of how multiple unsafe
conditions allowed the pilot to make an error, which the system then failed to
stop from causing harm.

•

The Swiss cheese model reveals the importance of improving latent conditions so
that they do not eventually cause harm. Instead of telling people to be more careful,
we need to improve the systems in which they work.

•

The relationship between error and harm in health care is complex. Sometimes,
errors will occur without causing any harm. And sometimes harm will occur when no
one can pinpoint an error — which does not diminish the harm the patient
experiences.

Lesson 2: Understanding Unsafe Acts
•

Unsafe acts are categorized as either errors or violations.
o

An error is lapse, slip, or mistake.
▪

▪

When an action fails to go as intended, the error is called either a slip
(if it is observable) or a lapse (if it is unobservable).
•

An example of a slip is accidentally pushing the wrong button
on a piece of equipment: You and others can see that you
pushed the wrong button.

•

An example of a lapse is some form of memory failure, such as
failing to administer a medication: No one can see your
memory fail, so the error is not observable.

When an action goes as intended but is the wrong one, it is called a
mistake.
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o

A violation is a deliberate deviation from an operating procedure, standard,
or rules.

•

Expecting providers to be perfect is not a rational or effective approach to preventing
patient harm; human errors and violations will always occur, and blaming and
punishing well-meaning individuals will do nothing to prevent the vast majority of
unsafe acts.

•

James Reason’s decision tree for determining culpability for unsafe acts, and other
tools like it, help health care professionals distinguish accidents and honest mistakes
from behavior that is truly reckless.

Lesson 3: A Closer Look at Harm
•

Improving patient safety isn’t just about preventing errors — it’s also about reducing
harm
o

A project in Michigan, US, developed a comprehensive safety system for
reducing catheter-associated bloodstream infections (CLABSIs). It included a
checklist, supply carts, and explicit roles for the various members of a care
team.
▪

•

IHI has defined harm as “unintended physical injury resulting from or contributed
to by medical care that requires additional monitoring, treatment, or hospitalization
or that results in death.”
o

•

The system showed that hospitals could nearly eliminate CLABSIs,
which people once thought to be an inevitable complication of care.

Patient safety innovators and patients have suggested a broader definition of
harm, including three types of injury that have not traditionally been included
in the definition of harm:
▪

Errors of omission (what providers fail to do)

▪

Psychological harm

▪

Financial harm

The history of medicine shows that many harms that used to be accepted are actually
preventable, including high doses of chemotherapy, radical mastectomies, and
overuse of antibiotics that leads to resistance.
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PS 103: Human Factors and Safety*
Lesson 1: Understanding the Science of Human Factors
•

Human cognition, both conscious and unconscious processing, is prone to error in
known ways.

•

Human factors engineering is an established science that uses many disciplines
(such as anatomy, physiology, physics, and biomechanics) to understand how people
perform under different circumstances. It looks at the capabilities and limitations of
human performance and uses those scientific data to design the things that we use,
systems we work in, and processes we follow.

•

The science of human factors is particularly useful for understanding human
behavior in safety-critical situations, such as providing health care, and for designing
tools, systems, and processes to minimize error and maximize efficiency.

•

Two distinct cognitive processes are associated with different types of errors:
o

Controlled thinking: This is when we consciously, often slowly, solve
problems and make decisions. This is when errors of planning can occur.
James Reason called these errors mistakes, and said they could
be rule- or knowledge-based.

o

Automatic thinking: This is rapid, effortless thought, during which we are
vulnerable to what experts call skill-based errors. Skill-based errors
comprise errors of execution (which Reason called slips) or errors of memory
storage (which Reason called lapses).

•

Cognitive psychologists have developed a list of common ways that humans misjudge
situations — called cognitive dispositions to respond (CDRs) — that frequently lead
to mistakes.

•

Issues that impact human performance and increase risk for error include:

•

o

Mental and physiological states such as fatigue, stress, dehydration, hunger,
and boredom

o

Environmental conditions such as noise, light, interruptions, and poorly
designed procedures

The hierarchy of controls is a useful visual for understanding the relative
effectiveness of different ways to prevent error.
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Lesson 2: Design Principles to Reduce Human Error
•

The best way to prevent errors is to take experts’ knowledge of automatic and
controlled thinking (discussed in Lesson 1) — and how it makes people vulnerable to
certain types of errors — and apply that knowledge in designing processes and
technology that make it easier for people to do the right thing.

•

The science of human factors has identified design principles that include the
following:

•

o

Simplify

o

Standardize

o

Avoid reliance on memory

o

Improve access to information.

o

Take advantage of habits and patterns.

o

Use forcing functions and constraints.

o

Use visual controls.

o

Promote effective team functioning.

o

Use redundancies.

o

Eliminate environmental factors that degrade performance.

o

Create systems that are better able to tolerate the occurrence of errors.

Frontline workers in particular are in a position to observe problems in their work,
and they can play a critical role in taking a human factors engineering approach to
making systems safer.
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Lesson 3: The Risks and Rewards of Technology
•

Technology, especially electronic medical records, has eliminated the possibility of
certain human errors while creating entirely new opportunities for other errors.

•

Technical solutions can be part of implementing any of the error-reducing
principles discussed in Lesson 2.

•

Some common pitfalls of technology in health care include:

•

o

If people are frequently exposed to many alarms or alerts, they can become
desensitized to them and learn to ignore them. (This is called “alert
fatigue.”)

o

Poorly designed interfaces can cause clinicians to click the wrong option
because it’s close to the right one.

o

Systems designed with relevant information on different screens can make it
harder for physicians to see the big picture.

o

Automation complacency causes people to lose skills or stop paying attention
when processes don’t require their input.

o

People place too much trust in technology and become overly reliant on it.

Problems with health information technology can largely be distilled into two broad
categories:
o

Human-computer interface issues: Problems can occur at the interface
between the user and the health IT system, causing a person to use the system
incorrectly.

o

Computer-related problems: Glitches can occur in how the equipment
and software functions. For example, if software that is designed to connect
one system to another has faulty coding, it could cause unexpected gaps in the
transmitted data.

•

User-centered technology should be: intuitive, consistent, accessible to all types of
users, and able to detect errors. It should also permit easy reversal of actions.

•

Organizations that want to understand how people will interact with technology —
and what problems they will run into — need to do comprehensive testing in realworld situations, observing and talking to actual users.
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PS 104: Teamwork and Communication*
Lesson 1: Fundamentals of Teamwork and Communication
•

A culture of safety is an environment that encourages open discussion of mistakes
and uses them to improve. Each person who works in that organization must
understand that his or her actions contribute to safety or the lack of safety.

•

Effective teamwork and communication are critical to functioning safely in health
care. These skills are important to:

•

o

Help groups navigate competing priorities.

o

Manage dynamic situations effectively.

o

Overcome error-prone human psychology.

A team is a group of people who work together in a coordinated way, to maximize
each team member’s strengths and achieve a common goal.
o

Teamwork must be intentional and systematic.

o

Communication is a critical part of effective teamwork.

•

Respect for others — be they patients, family members, peers, or subordinates — is
an essential component of building trust among colleagues.

•

Make a point of treating your patients and colleagues the way you would like to be
treated and practice good leadership skills: Make yourself approachable, invite
everyone into the conversation, and establish shared goals.

•

As a member of a patient care team, you have a responsibility to communicate
effectively and value the contributions of other team members.
o

If you think something is going wrong for a patient, you need to be assertive:
Speak to the right person, voice your concerns in a professional way, and hold
your ground — keep trying until you get the acknowledgment you need.
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Lesson 2: Basic Tools and Techniques for Effective Communication
•

Effective teams use specific, structured techniques and behaviors that help
communicate the appropriate messages in an efficient manner.

•

Structured communication techniques and behaviors include:
o

Critical language: an agreed-upon set of terms that indicates to all
members of a patient care team that there is a problem.

o

Two challenge rule: a subordinate can take action if he or she has warned a
superior about a safety issue multiple times and continues to be ignored.

o

Briefings: short, structured meetings in which the patient care team comes
together to talk about a patient, procedure, or situation.

o

Debriefing: a concise exchange that occurs at the completion of an event to
identify what happened and what could be done better next time.

o

SBAR (situation, background, assessment, recommendation): a
structured communication tool that standardizes how team members relay
critical information.

o

Repeating back: a communication tool in which information is explicitly
acknowledged and restated to assure mutual understanding.

o

Ask Me 3®: Designed by health literacy experts, Ask Me 3 is intended to
help patients become more active members of their health care team, and
provide a critical platform to improve communications between patients,
families, and health care professionals.
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Lesson 3: Safety During Transitions Across the Continuum of Care
•

Transitions in health care — that is, when responsibility for a patient is transferred
between providers and/or locations — are inherently risky times.
o

Complicating factors include frequent interruptions, unfamiliarity between
providers, and a great deal of information to communicate for many patients.

•

Common challenges associated with transitions of care include adverse drug events,
lost test results, and incomplete referrals.

•

Individual health care workers can play an important role in reducing adverse drug
events by facilitating medication reconciliation, which consists of three steps:
o

Verification: Collecting the list of the patient’s medications and dosing
information

o

Clarification: Confirming that the list makes sense

o

Reconciliation: Documenting any changes

•

Closing the loop on a test result or referral means effectively communicating to the
right individual(s) to facilitate action. As with medication reconciliation, establishing
clear processes and roles is essential.

•

Both technology- and human-based solutions can help improve safety during
transitions. For example, text message alerts can automatically remind patients when
to take their medications. A “Designated Medication Manager” is a friend or family
member who commits to helping the patient take medications as prescribed.
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PS 105: Responding to Adverse Events*
Lesson 1: Responding to an Adverse Event: A Step-by-Step Approach
•

Communicating with patients and families after something serious goes wrong is the
right thing to do — and the best thing for them and the caregivers involved.

•

Four steps to follow immediately after an adverse event include:

•

o

Step 1: Care for the patient.

o

Step 2: Communicate with the patient.

o

Step 3: Report the event to appropriate parties.

o

Step 4: Document in the medical record.

The best person to have an initial conversation with a patient after something goes
wrong is the physician who is responsible for the patient’s care or someone who is
familiar with the patient, his or her clinical condition, and future treatment options.
o

When you initially communicate, keep it simple, express empathy and
compassion, and don’t place blame.

Lesson 2: Communication, Apology, and Resolution
•

A sincere apology after an adverse event leads to patient harm can be healing to the
patient, the family, and the caregivers involved.
o

Apologizing effectively is a skill to be learned and practiced.

•

Providers and organizations often assume that communicating with patients after
adverse events increases the risk of lawsuits; however, many hospital risk managers
are starting to view open communication as a way to reduce malpractice claims.

•

Four components of an effective apology, according to psychiatrist and researcher
Aaron Lazare, include:
o

Acknowledgment

o

Explanation

o

Expression of remorse, shame, and humility

o

Reparation
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•

Although it depends on the situation, the physician responsible for the patient’s care
is typically the best person to apologize.

Lesson 3: The Impact of Adverse Events on Caregivers: The Second Victim
•

•

Although many health care providers adjust well to the difficulty of an unexpected or
traumatic clinical event, for others, the long-term effects can be devastating.
o

After an adverse event, clinicians can feel upset, guilty, self-critical,
depressed, or scared.

o

Caregivers involved in an adverse event are sometimes called second
victims.

Research has found caregivers ask for the following support after an adverse event:
o

Early identification of suffering

o

Provision of ongoing emotional support from peers

o

Gossip control

o

Involvement in improvement efforts

•

Assigning disproportionate blame to the individuals involved in an adverse event is a
common type of mistake that psychologists call fundamental attribution error.

•

Second victims should take advantage of resources within their organizations to
whatever extent they exist and seek out ways to address their feelings.
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PS 201: Root Cause Analyses and Actions
Lesson 1: Preparing for Root Cause Analyses and Actions
•

Accidents in health care almost never stem from a single cause. Usually, a host of
contributory factors cause an adverse event to happen.

•

A root cause is a latent vulnerability in a system that allows an incident to
occur. Root cause analysis (RCA) seeks to understand and respond to root
causes, to prevent future harm.

•

In an influential article, Charles Vincent and co-authors identified seven categories of
contributory factors that influence clinical practice:
o

Institutional context

o

Organizational and management factors

o

Work environment

o

Team factors

o

Individual staff members

o

Task factors

o

Patient characteristics

•

A cause and effect diagram is a popular tool that helps teams identify
contributory factors and visually group them.

•

One way to identify the root causes of a problem is to ask “Why?” — and then keep
asking it. This is called the “Five Whys” exercise, which is attributed to Taiichi
Ohno, father of the Toyota Production System.

•

In 2015, the National Patient Safety Foundation (now part of IHI) released
recommendations for an updated RCA process called Root Cause Analyses and
Actions (RCA2). Key components of RCA2 include:
o

Active leadership engagement and support

o

A non-punitive approach

o

Transparent, risk-based prioritization

o

Timeliness

o

Effective team composition and patient engagement
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o

The application of tools including triggering questions, the five rules of
causation, and the action hierarchy

o

Providing feedback and celebrating wins

Lesson 2: Conducting Root Cause Analyses
•

•

•

When an incident is flagged for RCA2 review, the following activities need to occur
within 45 days of the incident:
o

Fact finding and flow diagramming

o

Development of causal statements

o

Identification of solutions and corrective actions

An RCA2 team should NOT include any individuals who were directly involved in the
event. It should:
o

Consist of 4–6 team members

o

Be interprofessional

o

Contain individuals with knowledge of the area in which the incident
occurred and the RCA2 process

The team’s first big task is to figure out what happened — accurately and completely
— through the following steps:
o

Organize the team’s initial understanding of what happened.

o

Identify gaps in knowledge.

o

Collect more information from the environment and documentation.

o

Conduct interviews.

•

Flow diagramming is a way to create a graphical depiction of an event as it
occurred. This helps RCA2 teams ensure common understanding of the event and its
causes, to identify corrective actions more effectively.

•

A causal statement links the causes the team identifies to the effects and then back
to the main event that prompted the RCA2 in the first place. It has these three parts:
o

The cause: “This happened…”

o

The effect: “…which led to something else happening…”

o

The event: “…which caused this undesirable outcome.”
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Lesson 3: Actions to Build Safer Systems
•

A key part of the RCA2 process is developing an action plan to ensure future harm
is eliminated.

•

The types of actions that address system-level problems usually fall into one of these
categories:

•

o

Standardizing equipment

o

Ensuring redundancy, such as using double checks or backup systems

o

Using forcing functions that physically prevent users from making common
mistakes

o

Changing the physical architecture

o

Updating or improving software

o

Using cognitive aids, such as checklists, labels, or mnemonic devices

o

Simplifying a process

o

Educating staff

o

Developing new policies

The Action Hierarchy is a ranking system that identifies actions as relatively
stronger or weaker in comparison to one another based on human factors design
principles.
o

•

•

In each review, the RCA2 team should identify at least one stronger or
intermediate-strength action.

All action recommendations need a due date and a plan for measurement.
o

Process measures confirm the action has been implemented.

o

Outcome measures tell you if the action was effective.

The final RCA2 report for administrators and stakeholders should contain the
following elements:
o

A description of the RCA2 team members

o

A description of the investigative methods the team used to gather and
interpret information

o

A clear description of what happened, with a final flow diagram

o

The root causes and contributing factors you identified, in the form of causal
statements

o

Recommendations for how to prevent the error from occurring again, in the
form of action recommendations
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PS 202: Achieving Total Systems Safety
Lesson 1: Eight Recommendations for Total Systems Safety
•

In a total systems approach to safety, safety is systematic and is uniformly
applied across the total process. Eight recommendations to achieve total systems
safety include:

•

1. Ensure that leaders establish and sustain a safety culture.
o

•

•

▪

Errors are identified and mitigated before they harm patients.

▪

Strong feedback loops enable frontline staff to learn from previous
errors and alter care processes to prevent recurrences.

Providers need data that allows them to intervene before adverse events
occur.

o

Safety science investigates contributing factors and underlying causes of
risk and harm, applying human factors design principles.

o

Implementation science supplements safety science, focusing on delivery,
scaling up, translation, and otherwise applying lessons learned in the
laboratory or pilot setting.

4. Ensure technology is safe and optimized to improve patient safety.
The sociotechnical model shows the complex relationship among
technology, people, process, and culture. It represents many components of a
complex system that can impact the effectiveness of Health IT systems and
surrounding clinical processes.

5. Address safety across the entire care continuum.
o

•

Health care professionals and leaders are held accountable for
unprofessional conduct yet not punished for human mistakes.

3. Increase funding for research in patient safety and implementation science.

o

•

▪

2. Create a common set of safety metrics that reflect meaningful outcomes.
o

•

A strong safety culture is one in which:

Health care needs a coordinated effort to improve safety across the full
continuum of care — not just in hospitals, and not just within organizations.

6. Create centralized and coordinated oversight of patient safety.
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•

o

Align and harmonize national safety activities by designing or creating a
central coordinating body.

o

Expand and accelerate collaborative improvement efforts.

7. Support the health care workforce.
o

•

This topic is explored in Lesson 2.

8. Partner with patients and families for the safest care.
o

This topic is explored in Lesson 3.

Lesson 2: Supporting the Health Care Workforce
•

•

Workplace safety is inextricably linked to patient safety. Workplace safety is also a
prerequisite to health care professionals’ ability to find joy and meaning in their
work.
o

The sensation of joy is experiencing pleasure and a sense of satisfaction and
success as the result of meaningful action.

o

Burnout, which is common in health care, is a syndrome characterized by a
loss of enthusiasm for work, feelings of cynicism, and a low sense of personal
accomplishment.

Physical safety is feeling free from physical harm at work.

o Hospitals are among the most hazardous job sites in the United States as
measured by work days missed.
•

Psychological safety is feeling secure and capable of acclimating to change, feeling
free to focus on collective goals and problems rather than on self-protection, and
knowing no one will be humiliated or punished for speaking up.

•

Factors that reduce safety and contribute to physical and psychological harm to the
health care workforce include:

•

o

Lack of support and appreciation

o

Focus on non-value-added work

o

Production pressures

o

Scheduling demands and fatigue

o

Poor design of work environments and work flows

o

Ineffective communication/conflict resolution

Recommended actions for health care leaders to promote workforce safety include:
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o

Require the use of workforce safety dashboards.

o

Understand the rates and types of harm within the workforce and encourage
real-time, transparent reports of workforce safety.

o

Include discussions about workforce safety in daily patient huddles and
briefings.
Engage occupational health, human resources, and organizational
development teams in workforce safety.

o

Develop appropriate work groups and committees that proactively develop
initiatives to address known and suspected sources of hazards to the
workforce.

o

Ensure meaningful programs are in place to promote health and wellness and
there is incentive to participate in such programs.

Lesson 3: Partnering with Patients and Families
•

To enhance safety, the principles of patient- and family-centered care should guide
individual providers’ interactions with patients as well as overall systems operations.

•

Patients can improve safety at the point of care in many ways, such as by:
o

Accessing information that helps in determining correct diagnoses

o

Involving themselves in treatment decisions

o

Choosing appropriate providers

o

Following agreed-upon care plans

o

Speaking up when something does not go as expected or appears to be unsafe

•

Patients and families should also be involved in the co-design of care delivery
services, policy-making, and research.

•

Patient engagement is a broad term that encompasses partnerships between
patients and providers at many levels. It requires free flow of information to and
from the patient.

•

Shared decision-making is the idea that appropriate decisions about treatment
must be based on both clinical evidence and patient preferences, values, and
circumstances. It is increasingly seen as the standard of care.

•

Patient and Family Advisory Councils provide a formal framework for
incorporating patient and family participation into health care organizations’ patient
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safety and quality improvement activities. Other opportunities for patients and
family members to lend their voices to improvement efforts include:

•

o

Joining quality and safety committees

o

Serving as judges for patient safety awards

o

Participating in executive walk rounds

o

Being interviewed as part of root cause analyses

To facilitate effective partnerships between patients and caregivers, five
organizational imperatives include:
o

Provide communication training for all health care workers.

o

Ensure patient access to tools, resources, test results, and medical records.

o

Include patients within governing bodies.

o

Actively engage patients in care.

o

Develop meaningful measures of patient engagement.
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PS 203: Pursuing Professional Accountability and a
Just Culture
Lesson 1: A Just Culture Case Study
•

•

•

•

A just culture focuses on identifying and addressing systems issues that lead
individuals to engage in unsafe behaviors while maintaining individual accountability
by establishing zero tolerance for reckless behavior.
Before the modern patient safety movement, the most pressing threat to patient
safety was unfairly blaming individuals for errors that occurred due to faulty
systems.
o Most errors are committed by well-meaning people doing their best.
o Blaming people for systems problems does not improve safety. In fact, it can
make people hesitant to report errors and voice concerns, and thereby
diminish safety.
Today, we have much better systems for preventing errors — and sometimes those
systems fail because providers intentionally disregard rules and protocol. In such
cases, blame and punishment may be appropriate.
To achieve a just culture, leaders must strike a difficult, delicate balance between “no
blame” and professional accountability.

Lesson 2: Building a Culture of Safety
•
•

The culture of an organization plays a critical role in the safety of daily operations
and the effectiveness of quality improvement initiatives.
The IHI/NPSF Lucian Leape Institute and the American College of Healthcare
Executives developed a blueprint for safety that covers six dimensions:
o Vision
▪ Establishing a compelling vision promotes change, motivates staff,
and provides context for decision making.
o Trust, respect, and inclusion
▪ Setting clear expectations for how people at all levels interact on a
day-to-day basis and how they manage conflict is one of the most
important things a leader does.
o Board engagement
▪ Board members have a critical role to play as leaders of safety.
o Leadership development
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Leaders of all levels need to understand what it takes to achieve safety.
They set the tone for the culture, and they design the safety
infrastructure.
o Just culture
▪ To ensure systems are set up to be able to learn from errors and
improve, it’s leaders’ jobs to train themselves and others to respond
fairly and constructively to human error.
o Behavior expectations
▪ Health care leaders and the workforce need to know what is expected
of them and why.
Quality and safety cannot be achieved without health equity. Across each of the six
domains for developing a culture of safety, reducing health disparities should be a
priority and requires many of the same actions.
▪

•

Lesson 3: Understanding and Improving Organizational Culture
•
•

•

•
•

As with all improvement efforts, when you set out to change the culture, data is key.
Recommendations for using data to understand your organization’s culture include:
o Use data for improvement, not judgment.
o Collect both quantitative and qualitative data.
o Use visual tools such as run charts to understand data over time.
o Pair data with human stories to help others understand its importance.
o Review data in real time, and don’t wait to celebrate improvements.
Administering culture surveys or posing scenario-based questions to staff members
in different roles can help leaders understand different people’s experiences.
o For example, ask three managers what happened the last time a critical event
resulted in harm to a patient. Then ask three team members.
o Ask people at different levels of the organization’s hierarchy: Do leaders
create an environment in which you feel safe speaking up, yes or no? When
you voice a safety concern, do people act quickly to remedy it, yes or no?
Keeping track of how often providers and patients use voluntarily reporting systems
is another important way to understand culture.
Improvement relies on action, and there needs to be a reliable process for evaluating
and responding to incident reports in a timely manner.
o In a just culture, the point of the incident review process is to learn about
what went wrong and correct problems in the system. Usually when providers
make mistakes, it is because something about the system set them up to fail.
o Just culture algorithms can help leaders make fair, consistent assessments
about when it may (occasionally) be appropriate to blame individual
providers involved in an incident.
38

•

Although blameworthy incidents are rare, they occasionally happen. Examples of
behaviors that undermine a culture of safety include those that:
o Interfere with the ability to achieve intended outcomes
o Create an intimidating, hostile, offensive (unsafe) work environment
o Threaten physical safety (such as aggressive or violent actions)
o Violate policies (including conflicts of interest and compliance)
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PS x1: Partnering to Heal: Teaming Up Against HealthcareAssociated Infections
Partnering to Heal: Teaming Up Against Healthcare-Associated Infections is a computerbased, interactive learning tool for early-career clinicians, health professional students,
patients, and visitors on preventing healthcare-associated infections. The training video was
created by the U.S. Department of Health & Human Services (HHS), in consultation with
subject matter experts from various disciplines and sectors, as well as patient advocates, as
part of a wider effort that works closely with public and private sector partners to improve
the quality, safety, and affordability of healthcare for all Americans.
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PS x2: Preventing Pressure Ulcers
Lesson 1: Why Work on Preventing Pressure Ulcers?
•
•
•

•

•

A pressure ulcer, also known as a bed sore, is a localized injury to the skin and/or
underlying tissue, usually over a bony prominence.
Pressure ulcers usually appear on a patient’s tailbone, back, heels, elbows, and areas
subjected to device-related pressure.
Pressure ulcers are separated into four stages or categories:
o Stage I: Skin may be painful, but there are no open wounds or tears.
o Stage II: The skin actually breaks away and forms an ulcer.
o Stage III: The sore gets worse, extending into tissue below the skin.
o Stage IV: The sore reaches into muscle and bone, and causes serious,
extensive damage.
Elderly, obese, and/or malnourished patients are more likely to develop pressure
ulcers. Other risk factors include:
o Incontinence
o Limited mobility (the patient can’t reposition himself)
o Poor nutritional/hydration status (the patient isn’t eating enough or drinking
enough water)
o Skin in continuous contact with a hard surface
More than 2.5 million acute care patients in the United States suffer from a pressure
ulcer each year.

Lesson 2: Assessing Patients
•

A strong pressure ulcer assessment process involves both initial assessment and
reassessment. There are two parts to an initial assessment:
o A risk assessment: A standardized approach to evaluating a patient’s risk for
developing a pressure ulcer.
▪ The Braden Scale is the most popular risk assessment tool.
o A skin assessment: A thorough examination of the patient’s skin to see if he or
she already has a pressure ulcer or an area that looks like it could develop into
one.
▪ Consider visual cues (such as a sticker, a sign, or a bracelet) to help
identify at-risk patients.
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Lesson 3: Responding to Patients
•

For at-risk patients, it is important to:
o Inspect skin daily.
▪ This should involve a thorough examination of all problem areas.
o Manage moisture.
▪ Wet skin can lead to rashes and is more likely to break down, resulting
in pressure ulcers.
o Optimize nutrition and hydration.
▪ Malnourished patients are twice as likely to develop skin breakdowns.
o Minimize pressure.
▪ Repositioning and using pressure-redistribution surfaces are two
useful strategies.

Lesson 4: How to Implement a Pressure Ulcer Prevention Program
•

To be successful at creating or modifying a pressure ulcer prevention program:
o Form an interprofessional skin care team.
o Use the Model for Improvement:
▪ Set a clear, specific aim.
▪ Develop some change ideas.
▪ Select a pilot unit.
▪ Run tests using the PDSA cycle.
o Educate staff.
o Involve patients in your prevention work.
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Leadership
L 101: Introduction to Health Care Leadership*
Lesson 1: What Makes a Leader?
•
•

•

You can lead without a position of power — leadership is about taking responsibility
and taking action.
When leaders see a problem, they tackle the issue through the following steps:
o Take initiative.
o Investigate.
o Make connections.
o Identify solutions.
o Take action.
Leaders collect data to solve shared problems — not to advance their own agenda.
o Leaders promote an agenda that makes sense for the people around them.

Lesson 2: Practical Skills for Leading Teams
•
•

•

•

•
•

To make a change in a system, you need to function as part of a diverse team.
As a team leader, you need to:
o Navigate people’s differences.
o Make the most of what each person can offer.
Many assessment tools can help leaders better understand individual team members
and team dynamics. Here are some tools that may be useful in different situations:
o The HRET Working Styles Questionnaire
o StrengthsFinder 2.0
o Myers-Briggs Type Indicator
o Strength Deployment Inventory
o DiSC Profile
o Riso-Hudson Enneagram Type Indicator (RHETI)
Three ways to persuade people to take action with you, which will appeal to different
types of people, include:
o Use logic.
o Get endorsed by people with power and authority.
o Appeal to emotions.
Good leaders know their followers include a spectrum of personalities and
viewpoints, and they find a way to achieve a “workable level of unity.”
Some helpful leadership tactics include:
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•

o Assign clear roles.
o Set ground rules.
o Treat teammates with respect.
o Listen to others with an open mind.
If you are the type of person who regularly assumes a leadership stance, it is likely
you will one day find yourself in a management role if you are not already.
o Like leadership, management is a skill that takes learning and practice.

Lesson 3: Strategies to Sustain Your Health Care Leadership Journey

•

•
•

Some general advice for launching a career in health care leadership is:
o Seek out new knowledge and experience.
o Get to know the people around you at all levels, and become familiar with
their processes and challenges.
o Learn and practice quality improvement skills — and demonstrate success.
Sociologist Michael Farrell described how some of the most creative work of artists,
scientists, and professionals occurred within a circle of like-minded friends.
Several resources to help expand your professional network include:
o Journals and publications in your field
o Online social networks (e.g., Twitter and Facebook)
o Improvement organizations (e.g., the World Health Organization and IHI)
o Professional conferences

The Myers–Briggs Type Indicator is a questionnaire
designed to indicate psychological preferences.
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Person- and Family-Centered Care
PFC 101: Introduction to Person- and Family-Centered
Care*
Lesson 1: Patient-Provider Partnerships for Health
•

•

The patient-provider relationship is evolving to be more patient-centered.
o Providers are trying to collaborate with patients to provide health care that
improves health and helps patients reach their own goals.
Models of the patient-provider relationship include the paternalistic model, the
informative model, the interpretive model, and the deliberative model.
o The traditional model of the patient-provider relationship is paternalism,
where providers make decisions on behalf of patients, which they believe to
be in their patients’ best interests.
▪ The paternalistic model does not acknowledge the reality that patients
are more in control of their health than providers in the vast majority
of situations.
o Patient-provider partnerships is one way to describe the interpretive or
deliberative model, in which patients and providers work together to devise a
plan of care that works best for the patient.
o Another term to describe this relationship is co-production, a term that
acknowledges the active role all patients play in their own health.

Lesson 2: Understanding Patients as People
•

•
•
•

In order to better collaborate with patients, providers must understand their
patients’ lives — including patients’ goals, struggles, and values.
o It’s important to understand patients’ choices in the context of their life
chances. The social determinants of health are factors such as education,
income, and geography that influence the health choices that people have
available to them.
Many patients have religious beliefs that affect the way they see their health.
The term “non-compliance” originates in the paternalistic model of care, where the
provider’s role is to decide on a treatment and the patient’s role is to follow it.
Racism still plays a role in health care for minority patients in the United States.
o Some patients may mistrust health care institutions because of betrayals of
trust, such as the Tuskegee experiment.
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Health care providers have been found to have implicit biases that lead to
lower quality care for minority patients than for white patients.
When people enter the health care setting, they become “patients,” and they lose
some of the control over what happens to them.
Providers can build relationships with their patients as individuals, rather than based
on assumptions about social characteristics.
o

•
•

Lesson 3: Skills for Patient-Provider Partnerships

•

•

Providers can use the following skills to help develop strong partnerships with their
patients:
o Showing empathy
o Setting a collaborative tone with listening skills, body language, and using
plain language
o Asking patients, “What matters to you?” in addition to, “What’s the matter?”
o Using shared decision making to help patients choose treatments that
work best for them
o Communicating information with Ask-Tell-Ask and Teach Back
o Coaching patients to achieve their health goals with brief action planning
Health care and the clinical relationship alone are not always enough to achieve good
health outcomes.
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PFC 102: Key Dimensions of Patient- and Family-Centered
Care
•

•

•

•

•

The Children’s Hospital of Philadelphia defines person- and family-centered care as a
series of values or principles:
o Dignity and Respect
o Information Sharing
o Participation
o Collaboration
o Access
o Care Coordination
Providing person- and family-centered care is also critical to creating an
environment that fosters safety and quality of care.
When she was a child, Lauren Sampson created “Lauren’s List,” four simple rules for
health care providers when they make their first impressions: Please knock on my
door. Please introduce yourself. Please explain why you are here. Please tell me if
something might hurt.
Here are some basic behaviors that demonstrate dignity and respect:
o Acknowledge the patient and family; make eye contact, ideally at the level of
the patient and family.
o Introduce yourself. Make sure your introduction includes your title and a
description of your role. Avoid using medical jargon or titles that do not have
value or meaning for patients and families.
o Ask family members how they would like to be addressed, and ask the patient
or family if there are designated family members with whom the staff should
communicate about the plan of care. Don’t make assumptions about the role
of friends or family members and their access to information.
o If possible, partner with the patient and family to decide the best time for a
meeting, procedure, or discussion.
o Be open, nonjudgmental, and accepting.
Here are some essential behaviors providers need to practice to respect their
patients’ privacy and confidentiality:
o Use a hushed voice when speaking with patients and families or when sharing
information in public areas.
o When possible, find a private area for talking with patients and families.
o Never discuss patient information in public areas.
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o
o

Ask patients for permission to discuss their care with family members
present. Some patients may prefer to speak with you one-on-one.
Make sure systems and staff keep patient information confidential. Angle
computer screens away from public areas and store patient printouts, lab
results, insurance information, and other private paperwork out of view.

•

Here are some basic things you can do to show respect for the culture and belief
systems of patients and families:
o Avoid assumptions about a patient’s or family’s culture or beliefs.
o Learn by asking patients and families about their culture and preferences.
o Ask patients and families how you can help make them more comfortable.
o Keep in mind that some patients and families may be reserved about
expressing their needs, and that this may be cultural as well.
o Refrain from placing judgment.

•

Here are some basic things you can do when you are caring for a patient and family
whose primary language is not the language spoken in your setting:
o Ask them which language they prefer and offer the assistance of an
interpreter, if available.
o Introduce the interpreter to the patient and family members.
o Look at the patient or family — not at the interpreter — when you speak so
you can gauge their reaction to what you’re saying.
o Use short sentences and avoid jargon.

•

Here are some basic things you can do to create a restful and healing environment:
o Think about how much noise you are making, especially at night.
o When possible, bundle services that need to happen during the night, such as
taking vital signs and administering pain medication, at the same time.
o At night, use lighting judiciously.
o Take everything you need into a room when you enter to limit the number of
times you open the door.
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PFC 201: A Guide to Shadowing: Seeing Care through the
Eyes of Patients and Families
•

•

•

“Patient and family shadowing” is the direct, real-time observation of patients
and families as they move through each step of a care experience. Shadowing
patients and families allows you to observe all the caregivers and touchpoints in
the care process as they happen.
o A “care experience” can be any aspect of the patient’s and family’s health
care journey, in any inpatient or outpatient setting.
o A “touchpoint” is any place patients and families go during their care
experience, such as the waiting room, exam room, lab, or any other place to
which they travel.
o A “caregiver” is any person whose work touches a patient’s or family’s
experience, including doctors, nurses, therapists, pharmacists, technicians,
aides, dietitians, appointment schedulers, parking attendants, janitors,
hospital leaders, supply chain employees, medical records clerks, financial
representatives, etc.
Shadowing can help you to:
o Empathize with patients and families.
o Reveal inefficiencies and needed changes.
o Create a sense of urgency for improvement among you and your colleagues.
Shadowing includes five steps:
o Establish your purpose. What care experience would you like to examine?
What do you hope to learn? Who will do the shadowing?
o Set up. Ensure all parties on both sides of the shadowing experience —
including patients, families, providers, and staff — are well-informed and on
board.
o Follow, observe, and record. As you move through the care experience,
document everything that occurs at every step of the process, including
everyone with whom the patient and family come into contact. (Do not use
names or include personal health information; you are observing the care
experience only and recording only information related to the experience).
o Create a care experience flow map and observational summary.
Organizing your findings in a thoughtful way helps you to identify
opportunities for improvement and prepares you for sharing with others.
o Report your findings. An important part of shadowing is to present your
notes and observations, in both a verbal and written report, to people in the
organization who can help make improvements.
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PFC 202: Having the Conversation: Basic Skills for
Conversations about End-of-Life Care
Lesson 1: Conversation: An Essential Element of Good End-of-Life Care
•

•
•

•

In some ways, developing skills for effective conversations with patients and families
— especially conversations about end-of-life care — is harder than developing
technical skills like placing IVs or taking blood pressures.
In the last century, pretty much everything has changed about how and where people
are dying in the US. We’re living much longer and dying for different reasons.
Although dying has changed, the way we care for patients at the end of life has not
kept pace. Today, there is increasing evidence that too many people are dying in ways
they would not choose.
There’s a big difference between a “good” death and a “hard” death. The goals to
achieve a “good” death are simple:
1. First, people need to “have the conversation” about end-of-life care wishes
with their families — to let their loved ones know what matters most to them.
They need to have this conversation before a medical crisis occurs: at the
kitchen table — and not in the intensive care unit.
2. Second, clinicians need to strive to understand what matters most to patients,
and then provide care that aligns with their wishes as much as possible.

Lesson 2: The Conversation Begins with You
•

•

The Conversation Project, which began in 2010, is a national campaign dedicated to
helping people talk about their wishes for end-of-life care — and to transforming our
culture by bringing discussions about dying out in the open. The goal is to make it
easier to initiate conversations about dying, and to encourage people to talk now, and
as often as necessary, so that their wishes are known when the time comes.
The Conversation Starter Kit is a tool on The Conversation Project website that helps
people get ready to “have the conversation.”

Lesson 3: Understanding and Respecting Your Patients’ Wishes
•

Just as there is a checklist of steps you use to place a central venous catheter with
sterile technique, there are essential pieces of a conversation or family meeting
focused on the end of life. Here’s a 10-step guide you can use:
1. Do your homework before the meeting. Review the patient’s medical issues,
recent events, test results, and consultants’ recommendations.
2. Have a pre-meeting with other members of the care team.
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3. Create the right setting. Make sure everyone can sit, and that there are tissues
if necessary. Don’t have these conversations in a busy hallway!
4. Determine what the patient and family understand about the current medical
situation.
5. Give a brief, understandable medical summary.
6. Use silence and pay attention to the emotions of the moment.
7. Explore values, goals, and treatment preferences.
8. Recommend medical care that contributes to the goals.
9. Translate the goals into a care plan.
10. Summarize and follow up.
Lesson 4: Changing the Culture: Better Ways to Care for Patients Nearing the
End of Life
•
•

•

•

•

Many health care organizations do not have processes in place to prompt discussions
with patients and families about end-of-life wishes, or follow those wishes.
Sometimes the language we use to describe treatment options to patients and their
families is very technical. Loaded, “TV” phrases (“Give me the whole enchilada,” “Pull
the plug”) can also give the patient the wrong idea about end-of-life care.
Cultural background can play a role in decision making before death:
o The level of interest in details
o The desire to return to or be buried in one’s home country
o The need for pastoral counseling
o The reluctance to sign “DNR” orders
o The definition of death
In partnership with IHI, The Conversation Project is working to help hospitals
become “Conversation Ready.” These organizations are testing new tools and
strategies related to end-of-life care.
Here are steps you can take to start changing the culture related to end-of-life care:
o Have “the conversation” with your own family.
o Ask to be present at a death.
o Continue to care for patients even if a cure is no longer possible.
o Share stories of good deaths and stories of hard deaths with people you trust.
o Share stories of what it’s like to care for patients at the end of life — what you
did well, what you wished you had done better, what you’re unsure about,
what you need help with.
o Develop your skills for listening to what matters to patients.
o Explain care options to patients in language they can understand.
o Provide care consistent with patients’ wishes, one patient at a time.
o Learn more at TheConversationProject.org.
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Triple Aim for Populations
TA 101: Introduction to the Triple Aim for Populations*
Lesson 1: Improving Population Health
•
•

•

•

Health has been defined as “a state of complete physical, mental, and social wellbeing, and not merely the absence of disease or infirmity.”
Population health has been defined as “the health outcomes of a group of
individuals, including the distribution of such outcomes within the group.”
o When referring to patient populations, some experts prefer to use the term
“population health management” or “population medicine.”
o Focusing on equity is essential to improving population health.
According to one of several population health models, the County Health
Rankings model, four main factors determine population health:
o Social and economic factors — 40 percent
o Health behaviors — 30 percent
o Clinical care — 20 percent
o Environmental factors — 10 percent
The Triple Aim is one overall aim for health and health care improvement that
consists of three dimensions:
o Improving the health of populations
o Improving the individual experience of care
o Reducing the per capita cost of care

Lesson 2: Providing Better Care
•

•

•

Even though health care is not the largest driver of health outcomes, caregivers have
a powerful lever to make an impact on population health by improving the quality of
care they provide.
o The Institute of Medicine’s six dimensions of care should guide quality
improvement efforts.
Optimizing care for one patient or one population requires multidisciplinary
professionals to work together to administer coordinated care and effective
preventive medicine.
o Some health concerns, such as the availability of healthy food, may require
partnerships and interventions outside of the clinical setting.
o Improvement science can be a way forward, one small change at a time.
Asking patients “What matters to you?” is an action providers can take today to
facilitate shared decision-making to improve care.
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o

Learning more about the perspectives and experiences of individuals can help
health systems improve the health of larger populations.

Lesson 3: Lowering Costs of Care
•
•
•

•

A significant portion of many countries’ economies consists of health care spending,
and often that spending is wasteful because it does not improve health.
Spending less money on unnecessary health care would free up resources for other
public services.
You cannot achieve the Triple Aim by lowering costs while reducing quality; you
must therefore increase the value of care.
o Value is an equation of quality divided by cost; you can improve value by
either increasing quality or decreasing costs.
o Resource stewardship refers to appropriate allocation of resources, which
results in high-value care.
Population management refers to the focus on paying for health care services for
defined populations (versus individual patients).
o Improving clinical care at the population level requires health professionals
to work across disciplines and across communities.
o To reduce costs and improve quality on a large scale, health systems need to
improve care for populations with the worst health outcomes.

The Triple Aim is one overall aim for health and health care
improvement with three dimensions.
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TA 102: Improving Health Equity
Lesson 1: Understanding Health Disparities
•
•

•

•
•

•

Life expectancy and health care quality vary significantly throughout the US.
o Within some US cities, life expectancy by neighborhood varies up to 25 years.
Globally, huge disparities exist, as well.
o Life expectancy is strongly correlated with a country’s income — the higher
the income per person of the country, the longer the average life expectancy
of its citizens.
Disparities in health and health care are issues of quality and justice.
o The Institute of Medicine says that equitable health care — health care that
does not vary based on race, socioeconomic status, or sex, for example — is a
dimension of health care quality.
o Equitable health and health care are matters of justice because they indicate
that social conditions beyond the control of an individual — where you are
born, for example — do not dramatically increase your risk of death or
needless injury.
▪ Health disparities are unjust, unwanted, and avoidable differences in
health..
▪ Health differences result from patient preferences or biology, and are
clinically appropriate.
Socioeconomic factors — income, job type, and educational level — contribute more
to health disparities than medical care.
In the US, researchers have also found that race has an effect on health. Marginalized
racial and ethnic groups, such as African Americans, American Indians, and Latinos
have worse health than whites, even when their socioeconomic status is the same.
Variation in health care quality also contributes to health disparities.

Lesson 2: Initiatives to Improve Health Equity
•
•

•

Community health centers and mobile clinics improve health equity by bringing
health care to people with the worst health outcomes.
HealthPartners, a health system in Minneapolis, MN, reduced racial disparities in
breast and colorectal cancer screening rates by developing interventions targeting
groups with the worst screening rates.
Because social circumstances largely determine a person’s health, efforts to
improve health equity must also address social needs.
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An organization called Health Leads addresses social needs by allowing
clinicians to screen for non-medical needs such as job training, housing,
and essentials like heat and electricity.
The Early Years Collaborative is a nationwide quality improvement initiative in
Scotland that is working to reduce disparities in health within the country and
the health disparity between Scotland and the rest of Europe.
o The collaborative is working to improve medical and social services for
young children.
In Malawi, a partnership called the MaiKhanda Trust is working to reduce the
deaths of women in childbirth and of newborns.
o The MaiKhanda Trust works with women’s groups to increase access to
health care and with health care providers to improve quality.
The Global Fund to Fight AIDS, Tuberculosis, and Malaria addresses the gap
between high-income and low-income countries in resources to improve health.
o The Global Fund’s support for health programs in low-income countries
has contributed to a 40 percent decline in deaths worldwide from these
diseases since 2000.
o

•

•

•

Lesson 3: What You Can Do
•

Students and health professionals can work toward health equity by:
o Learning about implicit bias and using strategies improve their interactions
with people from backgrounds different than their own
o Working with others to embrace diverse perspectives
o Learning from — and advocating for — diversity in their school or workplace
o Volunteering with organizations providing care to underserved people in their
community
o Studying quality improvement as a methodology to help reduce disparities
o Learning from frameworks such as the Roadmap to Reduce Disparities to
guide future improvement projects
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TA 103: Increasing Value and Reducing Waste at the Point
of Care
•

•

•

•

•

•

When you think about the true cost of a medical test or procedure, you need to
include several things, such as: costs to the system, costs to patients, downstream
costs, and opportunity costs.
Providing high-value care means providing the highest-quality care at the lowest
cost. You can improve value by either increasing quality or decreasing costs. To put
that into a simple equation: Value = Quality / Cost.
o Quality includes clinical outcomes and the patient’s experience.
o Costs include monetary costs and harm to both patients and the system.
o This equation is a reminder that spending more money doesn’t necessarily
mean better health care.
Resource stewardship is the appropriate allocation of resources.
o The definition of “appropriate” varies by clinical situation, but generally it
refers to an allocation of resources that results in high-value, effective (i.e.,
evidence-based) care.
o Inappropriate spending diverts resources from other patients, other health
care areas (prevention, promotion), and other industries (education,
transportation).
o Resource stewardship is not about rationing care. The goal is not to reduce
health care opportunities for patients who need them, but rather to eliminate
harm and waste.
When considering the reasons to pursue high-value care, you will notice alignment
with some important ethical principles. For example:
o Beneficence: Promote the well-being of others.
o Non-maleficence: Do no harm to others.
o Justice: Distribute resources fairly and equitably.
o Autonomy: Respect the individual’s rights and opinions.
Beneficence and non-maleficence support care that improves patient outcomes
while minimizing harms and costs. Following the justice principle means allocating
time, money, and energy into high-value interventions, so that resources are being
used appropriately and not wasted.
Respecting patient autonomy does not mean you should say “yes” to every request.
Instead, you should employ good communication skills and counsel patients about
the evidence and rationale for using or not using a given intervention.
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•

•

Barriers to stewardship for health care providers include established habit, time
constraints, the ease of access to tests and procedures, and discomfort with giving the
impression of “doing nothing.”
o Incentives for overuse include new technologies, patient expectations,
requests from referrers, financial incentives, defensive medicine, and
curiosity.
o Students face unique challenges as well, including lack of training,
faculty expectations, the desire to develop experience with ordering, and
evaluation methods that celebrate thoroughness instead of restraint.
Some steps you can take to learn more about the relationship between quality, cost,
and value:
o Be aware of the incentives for overuse and barriers to stewardship, and how
they might impact your behavior.
o Get informed of the newest guidelines in your field.
o Get involved in organizations such as Costs of Care and movements such as
the Choosing Wisely campaigns.
o Work to change the culture in your local setting by sharing your knowledge,
encouraging role models to be open to feedback, and changing the discussion
around cost and value.
o Develop effective communication skills by explaining the true indications of
tests and procedures to patients and providing meaningful feedback to peers
and colleagues.
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Graduate Medical Education
GME 201: Why Engage Trainees in Quality and Safety?
•

•

•

•

•

There are many reasons why academic medical centers should involve residents and
fellows in quality and safety efforts:
o Trainees are at the front line of care and can see problems no one else sees.
o Trainees have the vantage point of working with patients every day.
o The first principle of quality improvement and Lean is the people doing the
work are deeply engaged in improving the way the work is done.
o Trainees can provide “fresh eyes.”
o Organizations may expect trainees to fix systems, which means they need
knowledge to drive improvement.
o Residents and fellows are the future of health care.
o Starting early in teaching patient safety and quality improvement allows
trainees to learn these foundational concepts over time.
Imperfections in system design can put front-line workers at risk for:
o Duplicated efforts
o Workarounds
o Poor communication with other members of the care team
o Medical errors that result in near misses or actual harm to patients
Medicare and other payers have started to penalize and reward hospitals and
practices based on the quality of care delivered.
o Pay-for-performance, alternative quality contracts, and penalties for “never
events” are all strategies to incentivize better and safer care for patients.
Physicians must meet a new requirement as part of the American Board of Medical
Specialties’ Maintenance of Certification (MOC) program: Physicians must regularly
report their active participation in quality improvement, which can include:
o Use of a registry with a learning collaborative
o Completion of a self-administered module
o Participation in a group quality measurement and improvement activity
Barriers to engaging trainees in improvement may include:
o Residents’ busy schedules
o Not enough mentors who feel comfortable providing guidance
o Perception that quality is not central to a successful career in medicine
o Belief that quality is not relevant to day-to-day patient care responsibilities
o Trainees’ transient presence on certain units or rotations
o Lack of time to teach basic foundational principles of quality and safety
o Lack of access to performance data
o Lack of support within academic medical centers from residency leadership
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GME 202: The Faculty Role: Understanding & Modeling
Fundamentals of Quality & Safety
•

•

•

•

According to the Association of American Medical Colleges (AAMC), in the changing
environment of graduate medical education, clinical faculty members should be able
to facilitate trainee engagement in quality improvement and patient safety (QI/PS)
work tied to everyday clinical care.
o This is an emerging field, and many faculty members will be learning
together, perhaps in tandem with students.
In a 2012 article in the Joint Commission Journal on Quality and Safety, four expert
QI/PS scholars and educators defined the following four general principles for
designing educational experiences in health care improvement:
o The learning experience should involve the role modeling of quality
improvement in educational processes.
o The learning experience should be a combination of didactic and projectbased work.
o The learning experience should link with health system improvement efforts.
o The learning experience should involve the assessment of educational
outcomes.
The faculty member has a crucial role to play in creating a safe, fair environment that
values systems understanding and interdisciplinary teamwork.
o When you’re role modeling QI/PS, every episode of suboptimal care is a
teaching opportunity.
To be a QI/PS role model, you do not have to be the clinical leader of a unit or a
departmental quality officer. Each faculty member who interacts with trainees can
actively model a quality and safety worldview:
o Encourage communication with other team members to understand the
system failure.
o Push trainees to suggest potential solutions to problems they identify.
o When a trainee is involved in an incident or a gap in a patient’s care, ask
“Why?”
o Model transparency and voluntary reporting of adverse events and near
misses.
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GME 203: Designing Educational Experiences in Health
Care Improvement
•

•

•

•

Forward-thinking institutions have set the standard for quality improvement and
patients safety (QI/PS) training by developing curricula aimed at familiarizing their
entire clinical staff — trainees and everyone else — with the basic principles of QI/PS,
while also allowing a subset of individuals to “specialize” in these areas.
o Mayo Clinic in Rochester, Minnesota, USA, has a formalized, tiered
certification system known as the Quality Academy that familiarizes all staff
with QI/PS methods.
▪ Modules consist of both in-person and online training, and staff can
earn four levels of certification in quality and safety.
There are many examples of institutions that have developed resident-focused
curricula that operate within the confines of busy training programs.
o More than 500 organizations around the world are using these Open School
courses as part of QI/PS training programs.
▪ The Open School courses offer an example of how existing content can
be woven together to build a curriculum tailored for a specific
audience and setting.
A general “to-do” list for establishing a QI/PS curriculum is available here:
http://app.ihi.org/LMS/Content/a38a8fad-9787-47d2-93fa565b1289d78d/Upload/GME4_QICurriculumChecklist.doc.
Successful QI/PS curricula should:
o Teach teamwork skills.
o Provide learners with opportunities to work with colleagues from other
disciplines.
o Provide intensive coaching from expert faculty members.
o Provide residents with access to their own performance data.
o Facilitate experiential learning with incremental change from trial and error.
o Provide trainees with access to pre-developed process improvement tools, to
enable them to focus on implementing interventions rather than developing
their own tools.
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GME 204: A Roadmap for Facilitating Experiential Learning
in Quality Improvement
•

•

•

•

Three models for experiential learning related to quality improvement and patient
safety (QI/PS) at the point of care include:
o The team-based model focuses on behavior change and limited process
change to improve a workflow that is within the control of the
interdisciplinary medical team.
▪ If you are a front-line clinician-educator who is building your
knowledge of quality and safety, you are well positioned to lead a
team-based effort with trainees.
o The unit-based model focuses on a workflow in a particular unit or clinic
with aims that are tied to institutional priorities.
▪ If you are the quality leader for a unit who has participated in prior QI
efforts, you will likely facilitate the unit-based model of experiential
learning about QI/PS for trainees.
o The systems-based model focuses on a workflow that crosses multiple
units/clinics with an aim to improve systems at the departmental or
institutional level.
▪ If you are a quality leader for a department with the ability to effect
broader change across a department or a system, then you will likely
apply the systems-based model to your work with trainees.
Among the key variables that distinguish the three models for experiential learning
are:
o Who initiates and sustains the efforts
o How interprofessional the improvement efforts are
o Whether the aim is to change behavior/workflow, unit-specific functioning,
or institution-wide systems and processes.
In order to decide which model for experiential learning to use, ask yourself:
o Who (what type of faculty member) can facilitate this model of work?
o What do I need to get started to do this work?
o Where (in what clinical setting) does this model work best?
An overview of the three-model framework for experiential learning is available here:
http://app.ihi.org/LMS/Content/9af3cd40-3569-49c8-a6175f87be06b116/Upload/GME5_ExperientialLearningModels.pdf.
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GME 205: Aligning Graduate Medical Education with
Organizational Quality & Safety Goals
•

•

•

•

There are many examples of graduate medical education (GME) programs that are
pursuing quality improvement and patient safety (QI/PS) programs for trainees that
are not well-aligned with the academic medical centers’ wider QI/PS pursuits.
o This lack of coordination poses significant threats to relevance and long-term
sustainability of GME QI/PS programming.
Change ideas from institutions around the country that are making strides in
creating strong alignment between the GME programs and the priorities of the larger
organizations include:
o Institution-wide efforts to increase resident reporting of errors and near
misses
o Resident participation in institutional QI/PS activities and committees
o Personal performance measures based on a resident’s own panel of patients
o Innovative morbidity and mortality (M&M) conferences
The Joint Commission mandates that accredited training institutions have voluntary
reporting systems for adverse events and near misses.
o However, despite the widespread availability of voluntary reporting systems,
the data show they’re highly underused, particularly by residents.
▪ In one survey of physicians in teaching hospitals, only 55 percent of
participants knew how to report errors, and only 40 percent knew
which errors to report.
▪ Another study at a large academic medical center found that less than
1 percent of reports came from the 500 residents who rotated through
the institution each year.
Rather than placing blame, M&Ms have emerged that favor root cause analysis — an
approach that identifies systemic flaws that organizations can correct to prevent
errors.
o These new models foster real-time experiential learning in a supportive
environment, sometimes with the help of data dashboards, key performance
indicators, and standardized instruments such as the IHI Global Trigger Tool.
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