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… all hospitals are accountable to the 
public for their degree of success… 
If the initiative is not taken by the 
medical profession, it will be taken by 
the lay public. 
 
 
 

    1918 Am Coll Surg 











 
It is possible to improve care  

 
and dramatically lower costs. 

 
 
 

                                                                                                
Berwick Annals 2/98 







Shortell Stages of Integration 

•  Functional  
–  bring partners together 

 
•  Physician - System Integration  

–  bring together doctor groups 
 

•  Clinical integration 



What will clinical integration require? 

•  Centralization of process 
 

•  Evidence based medical practice 

•  Commitment to self evaluation 



Cultural Barriers to Integration 
(and Industrialization) 

•  Autonomous decision making 

•  Socialization 

•  Uneven evidence about outcomes 

•  Fear of performance assessment 



Definition of Quality  
Institute of Medicine 

“The degree to which health services for individuals and 

populations increase the likelihood of desired health outcomes 

and are consistent with current professional knowledge.” 



















 
Safe: avoiding injuries to patients from the care that is intended to help them. 
 
Effective: providing services based on scientific knowledge to all who could benefit and 
refraining from providing services to those not likely to benefit (avoiding underuse and overuse, 
respectively). 
 
Patient-centered: providing care that is respectful of and responsive to individual patient 
preferences, needs, and values and ensuring that patient values guide all clinical decisions. 
 
Timely: reducing waits and sometimes harmful delays for both those who receive and those who 
give care. 
 
Equitable: providing care that does not vary in quality because of personal characteristics such 
as gender, ethnicity, geographic location, and socioeconomic status. 
 
Efficient: avoiding waste, including waste of equipment, supplies, ideas, and energy. 
 
 

Outlines Key Dimensions of the Healthcare 
Delivery System: 

Source: Institute of Medicine 2001; 5-6 
 

Institute of Medicine Report 2001 









Disturbing Realities 

1.  Doctors are well prepared in the science-base of 
medicine 

2.  Doctors are well prepared in the skills necessary 
to care for individual patients 

3.  Few are qualified or trained with the skills to 
improve care and improve patient safety 



What are some of those skills? 

1.  Work effectively in teams 
2.  Understand work as a process 
3.  Skill in collecting, analyzing and displaying data on 

the outcomes of care 
4.  Work collaboratively with managers and patients 
5.  Ability and willingness to learn from mistakes 



“Systemness” of Practice 
“A set of interdependent elements interacting to 

achieve a common aim.” 
1.  Non-linear 
2.  Defy simple cause and effect notions 
3.  Prediction is difficult 
4.  Test changes on a small scale because of the 

interdependencies 

5.  Traditional discipline specific improvement 
ignores systemness i.e., to make doctors better at 
doctoring, to replace one drug with another one 



“Systemness” of Practice 
Need for Cooperation 

1.  Modern systems theory highlights cooperation. 
2.  Applications of research findings on cooperation led to Crew 

Resource Management. 
3.  Break down barriers to communication especially “against the 

authority  gradient.” 
4.  Key Tools for Cooperation 

1.  Develop a shared purpose 
2.  Create an open and safe environment 
3.  Encourage diverse view points 
4.  Learn how to negotiate agreement 
5.  Insist on equity in applying the rules 





Why Are Isolated Gains 
Not More Widespread? 

•  No NASA – Ames Research Center 
•  No cultural support to review near misses 
•  Standardization and simplification 
                                vs. 
          Autonomy and Customization 
     (Personal Accountability and Blame) 
 

 











Health Reform Builds on the Current 
Quality Infrastructure 
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Improved Quality of Care &  
Lower Overall Costs 

Q
ua

lit
y 

M
ea

su
re

 
D

ev
el

op
m

en
t  

Va
lu

e-
B

as
ed

 P
ur

ch
as

in
g 







Tying payment to 
evidence and 

outcomes rather 
than per unit of 

service 

“Bundling” payments 
for physician and 

hospital services by 
episode or condition 

Reimbursement for 
the coordination of 

care in a medical 
home 

Accountability for 
results -  patient 

management across 
care settings  

The Four Underlying Concepts of  
Cost Containment Through Payment Reform……. 





The Ecology of Medicine, 1961 

The Ecology of Medicine 
Revisited, 2001 









October 19, 2007 





National Movement 
•  “Health care professionals in training are expected to gain competency 

in quality and safety to provide leadership in improving health care in 
conjunction with learning the traditional skills of their specific discipline” 

•  Unmet Needs 
–  Set of 12 recommendations set forth by members of the Lucian 

Leape Institute and Expert Roundtable on Reforming Medical 
Education 

–  3 overarching strategies 
•  Setting the right organization context to equip learners with the skills, 

attitudes, knowledge and behavior to advance patient safety 
•  Strategies for teaching patient safety and integrating these  

concepts into curricula and practice 
•  Leveraging change through accreditation and monitoring          

standards 







Building a Q&S Skill Set 
•  Essential elements for a successful and sustainable 

quality and safety education program 
–  QI role models and champions 
–  Strong academic-practice partnerships 
–  A variety of educational modalities 
–  Supportive learning environment 

•  3 schools offer programs that provide learners with a 
quality and safety skill set 
–  Northwestern University 
–  University of Illinois 
–  Jefferson School of Population Health 

 



Northwestern University  
Feinberg School of Medicine 

•  Master of Science in Healthcare Quality and Patient Safety 
(MS) 

•  Students: medical students, clinicians and working healthcare 
professionals (with at least 3 years healthcare work 
experience) 

•  Part-time online program consisting of 9 courses can be 
completed within 2 years 
–  Certificate can be completed in 12 months 

•  Graduates are prepared to serve as quality and safety 
specialists, design and implement quality and safety initiatives 
across health care plans, hospitals,  
state and federal agencies,  
and voluntary organizations 

 



University of Illinois College of Medicine 

•  Master of Science in Patient Safety Leadership (MS-PSL) 
•  Students: clinical and non-clinical healthcare professionals 
•  Part-time online program consisting of 36 credits can be 

completed in 18 months 
–  Certificate in Patient Safety, Error Science and Full 

Disclosure can be completed in 6 months 
•  Graduates will have the skills to design, implement, and 

lead a broad range of patient safety activities, including 
global transformation of the current error-ridden culture of 
health care. 

 



Jefferson School of Population Health 
•  Master of Science in Healthcare Quality & Safety (MS-HQS) 
•  Students 
•  Part-time online program consisting of 39 credits can be 

completed within 2 years 
–  Certificate in Healthcare Quality & Safety consists of 18 credits 

to be completed at your own pace 
•  Graduates will have the skills to analyze U.S. healthcare benefits 

and systems for delivering healthcare services; design, conduct, 
and evaluate improvement; develop and analyze policies, care 
guidelines, and regulations; evaluate information systems and 
technology to support decision-making; lead, manage, and 
develop approaches to address healthcare  
quality and patient safety 

 





October 19, 2007 





2011 Eisenberg Award Winners 



















ACGME’s Goals for Accreditation 
Specific Aims for the Sponsor Visit Program 

•  Provision of High Quality, Safe Patient Care in the Future 
 To demonstrate the outcomes of knowledge and application of that 
knowledge of patient safety and quality improvement principles in actual 
practice 

•  In order to accomplish the above, we must assure: 
 Training in an Environment that provides High Quality, Safe Patient Care 
Today 
To demonstrate the presence and effectiveness of : 
–  Supporting systems to assure both patient safety and quality of care 
–  Systems of transitions in care and assurance of effective communication 
–  System for institutional oversight of resident fatigue and duty hours 

standards compliance 
 ACGME October 31, 2011 



The Next Accreditation System 

•  Predicated on a continuous improvement and oversight model 
–  Continuous data acquisition and review by RRC 
–  Measurement of trainee intermediate outcomes (Milestone achievement0 as 

a meaningful measure of program effectiveness 
–  Truthful identification of areas for improvement by residents and faculty on 

Resident and Faculty Surveys 
–  Enhanced institutional responsibility for oversight of programs and education 

environment  
–  Institutional Visit Program assessment of organizational commitment to 

quality and safety 
  

ACGME October 31, 2011 



The Next Accreditation System 

•  Desired outcomes 
–  Enhance ACGME’s ability to influence (Ina constructive manner) the quality 

and safety of care rendered in the educational environment 
•  Quality Improvement and Patient Safety Programs (resident engagement) 
•  Transitions in Care 
•  Duty Hours Compliance 

–  Ability to more closely supervise and improve programs with less than 
desirable outcomes, unstable educational environments, or environments 
where less than acceptable care is rendered (quality or safety) 

–  Enhanced opportunity for programs with strong outcomes and solid history 
to innovate 

–  Ability to introduce new “competencies” through Milestones 
–  Produce physicians with the “new competencies” needed/desired by the 

public 
–  Reduce burden, and measure what is important 

ACGME October 31, 2011 



Timeline for Implementation 
•  Institutional Visit Program – September 2012 

–  Recruitment of Physician leader (SVP) – Announcement I 2012 
–  Recruitment and training of Site Visitors  - Spring 2012 

•  Solicitation of Peer Volunteers, march 2012  
–  Configuration of Evaluation Committee – Spring 2012 
–  First Meeting, Evaluation Committee – June/July 2012 
–  Practice Site Visits -  August 2012 
–  First Institutional Visits -  September 2012 

•  Phase 1 Specialties implement “Next Accreditation Systems” July 
2013 

•  Phase 2 Specialties implement “ Next Accreditation Systems” July 
2014 

 ACGME October 31, 2011 







President, L.B. Johnson 

“It’s always better to 

have them in the tent 

pissing out, than outside 

the tent pissing in.” 

 



John P. Kotter,  
Harvard Business School 

“The institutionalization of leadership training is one 
of the key attributes of good leadership.” 

 



Sacred Cows Make  
 the Best Hamburgers 

Yummy!!! 


