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Tobacco Smoke Enema (1750s5-1810s)

The fobacco enema was used to infuse tobacco smoke into a patient's rectum for various medical
purposes. primarily the resuscitation of drowning victims. A rectal tube inserted into the anus was
connected to a fumigator and bellows that forced the smoke towards the rectum. The warmth of the
smoke was thought to promote respiration, but doubts about the credibility of fobacco enemas led to

the popular phrase "blow smoke up one's ass."

This Old Tool has been reintroduced in Washington D.C, by

the New Administration.
Are you starting to feel it
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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
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The Quality & Patient Safety Imperative: The Full Monty

Difficulty with Referral
PPM Y

1,000,000 Mammography Screening
)
100,000 *° IRS - Tax Advice
® (phone-in) (140,000 PPM)
10,000 Low Post Heart . Airline Baggage Handling
Back TX Attack Inpatient
1000 Medications ~ Medication
Accuracy
100 Domestic
Airline Flight
10 Fatality Rate
(0.43 PPM)
1 .
DEFECTS 50% 31% 7% 1% 0.02% 0.0003%
SIGMA 1 3 5 6

Sigma Scale of Measure

“The First Law of Improvement”

Every system is perfectly
designed to achieve
exactly the results it gets.

American health care
"gets it right”

54.9%

of the time.

McGlynn EA, Asch SM, Adams J, et al. The quality of health care delivered to
adults in the United States. N Engl J Med 2003; 348(26):2635-45 (June 26).

(ROSSINGS THE
QUALITY CHAsM

The Chain of Effect in
Improving Health Care Quality
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International Comparison of Spending on Health,
1980-2004

Average spending on health
per capita ($US PPP)

Total expenditures on health
as percent of GDP

——United States
rmany

—%-Canada
6000 France

alia
e~ United Kingdom

Australia
s~ United Kingdom

P HFEFL ST S S B N G R
$FF I SIS FFEFF S S S

Data: OECD Health Data 2005 and 2006.
‘Source: Commonwealth Fund National Scorecard on U.S. Health System Performance, 2006

Forearm Fracture

13010 3.00 (30)

1.10to <1.30 (54)
M 0.90to <1.10 (88)
M 0.75t0 <0.90 (69)
M 0.44t0 <0.75 (59)
H Not Populated

.Hip Fracture

1.30 or More

1.10 to <1.30
M 0.90 to <1.10
M 0.75 to <0.90
M 0.65 to < 0.75
M Not Populated

EXHIBITL
Relationship Between Quality And Medicare Spending, As Expressed By Overall
Quality Ranking. 2000-2001

Among Medicare Beneficiaries Enrolled in Managed Care
Plans, African Americans Receive Poorer Quality of
Care (Schneider et al., JAMA, March 13, 2002

ent Receiving Services

Whites
O Blacks




Commentary

* No harm from

care

(procedural
competence,
experience, medical
knowledge, evidence
based medicine)

* No delays in
acute care
(pathology, process
mapping, team
function, information
systems, procedural
competence)

* Curative of
acute iliness
{basic science,
vocabulary, key
concepts integrated
around biologic
homeostasis,
pathology, resilience,

» Cost-benefit
analysis
{epidemioiogy,
economics, statistics)

* Reduction of
waste

* Justice
{philosophy, public
health, business,
sociology)

* Finance

{economics, business,

international health)

* Cultural beliefs
(anthropology)

« Ethical values
(philosophy, religion)

* Communications

* No errors * Access chronic evidence based (process engineering) (psychology, Spanish
hysiol medicine) language skills,
(anatomy, physiology, care humanities)
pathology, etc..., (information systems,
systems engineering, communications) * Prevention
information systems, (epidemialogy,
cognitive psychology) * Ongoing evidence based
preventive care medicine)
{epidemiclogy,
surveillance) * Reduce suffering
(psychology, religion,
procedural
competence)
Safe Timely Effective Efficient Equitable Patient-
Centered

\

Objectives of

Quality Medical Care

Figure 1 Attributes of the Institute of Medicine quality objectives with related curriculum areas.

/
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ACADEMIC
MEDICINE

Journal of the Association of American Medical Colleges

Quality and Safety in Medicine

1651 Physician Leadership
to Foster Quality

1657 Improving Inpatient
Mortality in Academic
Medical Centers

1663 Restructuring for Quality
and Safety at an
Academic Health Center

1672 Patient Safety Education
in North American Schools

1677 Quality-lImprovement
Curricula for Physicians
In Training

1713 Successful Management
of Product Recalls

1741 The VA's National Quality
Scholars Fellowship Program

1757 Residents’ Engagement in
Quality Improvement

academicmedicine.org
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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”

e 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

ing Physiclans to Provide

standards e
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CAAMC

Tomorrow's Doctors, Tomorrow's Cures®

AAMC INTEGRATING QUALITY (IQ) INITIATIVE

www.aamc.org/iq

Safety and
Quality
Principles @8

Methods and
Tools for

Performance
Improvement

Education
(formal,
across
medical educ
continuum)

Assessment and
Data Analysis

The 1Q mission is to assist AAMC
members in enhancing the culture
of quality in their organizations

by providing resources and
activities for sharing strategies
that build coordinated approaches
to quality, patient safety, and
performance improvement across
the continuum of clinical care and
medical education in academic
medical centers.

Association of
American Medical Colleges




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, @) NORTHWESTERN UNIVERSITY

state and federal agencies, FEINBERG roitie
and voluntary organizations




University of lllinois College of Medicine

 Master of Science in Patient Safety Leadership (MS-PSL)
o Students: clinical and non-clinical healthcare professionals

e 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.

UNIVERSITY OF ILLINOIS

COLLEGE OF MEDICINE

AT CHICAGO




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
guality and patient safety




E Jefferson.

E Choose the University That’s Right For You

Decide which master's degree you wish to pursue and apply to that university.

ACPE has partnered with four top universities that recognize ACPE prerequisites and extend tuition

savings to ACPE students.

University of
Massachusetts Amherst

Online Part-Time MBA with a
Focus in Medical Management

* Practical business
knowledge

+ Emphasis on best practices

+ Easily applied to health care

January, May, and September

11 courses, 100% online,
asynchronous

Available 11 months/year
(not August)

Admission throughout the year

9-11 hours per week, per class

$22,950 (pay as you go at $675 per
credit, plus registration fees and books)

Carnegie Mellon
University
Master of Medical Management

Laurmwesgie Vel oo

Hemnzcollege

* Leadership
» Strategy development

» Information technology

September

Four 4%:-day on-campus
sessions over 18 months
plus distance education

10-15 hours per week

$31,200 (includes books and misc
fees)

University of
Southern California
Master of Medical Management

USC

MARSHALL
SCHOOL OF

BUSINESS

* Physician executive as a
leader

« Entrepreneurship —
internal and external

+ Fully implementable
business plans

March

(pre-work is mailed late January)

Four 7-day sessions over one
year plus distance education

10-15 hours per week

$33,880 (includes fees. books and
most meals)

Thomas Jefferson
University

Master of Science in
Healthcare Quality and
Safety Management

& Jefferson.

* Health care quality
* Patient safety

* Tools, methods and
applications

+ Medical management

January and September

9 online courses plus
Capstone project. 18
months (5 terms) to
complete (2 courses
per term), but pacing is
flexible

8-12 hours per week,
per course

$28,350

Visit acpe.org/MyFuture4 to access each university’s wehsite for more details.



Because quality and
safety arent electives.

[HI OPEN SCHOOL

for heaiilh professions

www.lHI.orga‘OneuSc!mal

]effersnn.,



NewYork-Presbyterian
HOUSESTAFF QUALITY COUNCIL

- Harkness Courtyard

W07 York Avenue Between 691h and 70th

HOUSESTAFF QUALITY COUNCIL
COCKTAIL RECEPTION

Top Ten Avoidable Medical Errors
**FREE USB DRIVE T0 ALL THAT ATTEND**
OPEN T0 AL HOUSESTAFF

> MR 5:30-7:30
v
e_ July 30, 2009

Hors D'oeuvres ond Open Bar

Bupporied by the New York-Weill
Cornell Medical Comtor Alumnl
Cosaeil (CAC)H sad Synectica, lac,
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The Joint Commission Journal on Quality and Patient Safety

2011 John M. Eisenberg Patient Safety and Quality Awards

The Effect of a Novel Housestaff Quality Council on Quality and

Patient Safety

Innovation in Patient Safety and Quality at the Local Level

Peter M. Fleischut, MD; Susan L. Faggiani, RN, BA, CPHQ: Adam S. Evans, MD, MBA

Samantha Brenner, MD,

MPH; Richard S. Lichowitz, MD; Lawra Forese, MD, MPH: Gregory E. Kerr, MD, MBA; Eliot J. Lazar, MD, MBA

prove quality and patient safecy.

medical educators, and experts in quality and partient s

of commit

faced with the challer ing precious organizational

srmine which of th ew mnovations have the

resources to de

potential to deliver sustainable results. The vast number of

quality y
the incr ition of unintended consequences of some
of these, further compounds this challenge,

The Institure of Medic

presents an imperarive for reducing prev

errors." " In its follow-up report, Crosing the Quality Chasm,

the IOM maps out a funda

mental strategy that aligns account-

ability in quality of care with payment incentives by promoring

evidence-based practice and the use of clinical informarion sys-
tems.™"* Subsequently, The Joint Commission established the
National Patient Safety Goals (NPSGs) campaign, implement-

ed in January 2003, The NPSGs were then incorporated

into the Joint Commission standards, These events, among

others, catalyzed a redesign of the approach to quality and

Article-at-a-Glance

Background: In 2008 New York-Presbyterian Hospital
(NYP)/Weill Cornell Medical Center, New York City, the
crarian hospital in the United

largest not-for-profit, non
Stares, created and implemented a novel approach—the
Housestafl’ Quality Council (HQC)—1to en;
stalf in quality and patient safery activiti
Methods: The HQC represented an innovative collabora-
ff. the Department of
and Patient Safery,

tior |

zing ho

tion berween the  houses

Anesthesiology, the Division of Quality
the Office of Graduate Medical Ed

¢ managers of patient ¢

tion, and s

, the housestaff

sought to become involved in the quality and patient safery
d

members were determined to decrease or minimize adverse

ion- and policy-making processes ar the hospiral. Its

events by facilitating multimodal communication, ensuring

ine

smart work flow, and m T

practices. The HQC, whi

staff or managers from areas such as nu

ITing OUTCOmes 1o dere

h also included frondine hospital
sing, pharmacy, and

information technology, aligned its initiatives with those of
the div

two projects—medication reconciliation and use of the elec-

ion of quality and patient safety and embarked on

tronic medical record, More than three years laver, the resule-
ing improvements have been sustained and three new
d bloodstream

projects—hand hygiene, central line—assoc

infections, and patient handoffs—have been initiared.

Conclusions: The HQC model is highly replicable at
other reaching institutions as a complemenrary approach o
their other qualicy and parient safery initiatives. However,
the ability 1o sustain positive momentum is dependent on
the ability of resi

ents to invest time and effort in the face

of a demanding residency rraining schedule and focus on

clinical and research acrivities,

alty-spe

July 2012 Volume 38 Number 7
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JOURNAL
OF
PATIENT
SAFETY

Editor in Chie
Nancy W. Dickey, MD

i

Journal for Healthcare Quality

PROMOTING EXCELLENCE IN HEALTHCARE

Volume 32 = No.2
March/April 2010

9 Reducing the Patient Fall Rate in
a Rural Health System

ary Process
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Institutions 13 Improving the Quality of Diabetes

Care: A Behavioral Health

)
with a Quality Le: Intervention

24
[)\h |\ llw auzler, I'IU \II]| on
Performance Measures

52 Erratum

\? \VILEY BLACK\VEI.L

Wi, g

LB




Health Care Quality:
The Clinician’s Primer

- Edited by

e =3
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£ 8 David B. Nash, MD, MBA
AMEHI? | |anice Clarke, RN
BERLEE]  Alexis Skoufalos, EdD
" - Melissa Horowitz

American College of Physician Executives
The Home for Physician Leaders



American Medical

afety on the syllabus

Training in quality improvement and pati(‘nt safety is making its way
into medical education. But some physician leaders say the change
is coming too slowly. [story by Kevin B. 0'Reilly]

obert 0. Bonow, MD, gradu-
ated from medi
1973. Caitli

spite training in diffe
they see similar gaps
safety education.

Much has changed in medical edu
cation in the nearly four decades that
separate their medical school experi-
ences.

What has remained largely un-
changed is the lack of ed tion most
medical school graduates receive in
the science and skills of quality im
provement and patient safety — how
to deliver the right care to the right pa-
tient at the right time, and how to pre-
vent a patient from being harmed.

Dr. Bonow is chief of the cardiology
division at Northwestern Memorial
Hospital in Chicago. He (llrLLl\ the
Center for Cardiovascul
Outcomes at Northwestern Universi-
ty’'s Feinberg School of Me ne and
has served on several guideline and
m ure development bod Yet
even with all his experience and ex
e . Dr. Bonow felt compelled to
pursue a master’s degree in health
care quality and patient safety.

“There’s knowledge gap that I

nt gener:
quality and

think I personally have,” he said. “I've
been involved with a lot of quality ini
tiatives, but have never had necessari-

Iy formal training in this stuff. I've
learned it by osmosis for a decade and
a half.”

AMERICAN MEDICAL NEWS IS PUBLISHED BY THE AMA AND |

THEIR PRACTICES.

Northwestern Uni-
versity's  program,
launched in 2006, was
believed to be the first
of its kind. At least
four other universi-
ties now offer similar
master's degree pro-
aimed at ad
ssing this training
and helping to ed-
ucate the faculty who
will teach medical
students and resi-
dents skills such as
how to analyze errors
and how to measure
quality performance. Many medical
schools and teaching hospitals are
working to integrate quality and safe-
ty into their training. but critics say
the pace of change is too slow and too
inconsistent.

“Unmet needs”

Schaninger is among medical students

v looking outside the
formal cur ulun‘l of me¢ school
for quality and safet g.Asa
student at the sity of Chicago
Pritzker School of Medicine she

helped found a campus chapter of the
Institute for Health Improvement's
Open School for Health Professions.

free online
1,

The Open School offi
quality and safety training to medic:
nursing and other health professi

PHOTO BY TED GRUDZINSKI
Medical schools need a new approach,
says David B. Nash, MD, of Thomas
Jefferson University in Pennsylvania.
“This is not even on their radar — that
quality and safety should be part of
the curriculum.”

students, and boasts chapters on 204
campuses in 41 U.S. states and 26 other
countries.

“The education I experienced over
the last four yvears did not include a lot
of mandatory coursework on (]ll‘llll\
improvement or patient safet
Schaninger said. “I can’t think of -In\
dedicated time so far where everybody
has been exposed to these topics.
That's something we need to work on
an educational community, not just
but in all medical

a
at Pritzker,

INTENDED TO SERVE AS A FORUM FOR INFORMATION AFFECTING PHYSICIANS AND
THE CONTENTS OF ARTICLES AND OPINIONS EXPRESSED IN AMNEWS ARE NOT NECESSARILY ENDORSED BY THE AMA.

REPUBLISHED FROM AMERICAN MEDICAL NEWS = APRIL 26, 2010 » WWW.AMEDNEWS.COM
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Vol. 3, No. 1, Spring 2008

Simulation in Healthcare

Journal of the Society for Simulation in Healthcare

A multidisciplinory journe] encompassing

all areos of healthcore simulotion technolagy,
Relevant to o brood range of specialties, this journal
publizhes ariginal basic, dinical, and translational
ragparch, reviey arficles, and other materials,

I Bhis issue:

Team Pedformance Assessment in Heolthcore: Focing
thir Challorge
= , Recognition and Treatment of Uindable Supravertricular

Tachyeordio by Pediotic Residonts = a Sirulahon Stenoeno
Medical Sudents Learn Over Distance Usimg Virtual
Raality Simulatien :

Journal of the Saciedy in Eurnpe
on Applied fo Medicine

r [ Journal of the Australian Sociedy
far Sirmglohion m Healtheare

b Officiol Jowrnal of the Associafion for
ibandodized Pofien! Educolors

C woww simulationinhealthcar




pesWhy Hospitals

Should Fl Y

The Ultimate Flight Plan
to Patient Safety and
Quality Care

David B. Nash, MDD, NMIBA
o1 by Lucian L. Leape, MR
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BRIGHAM AND WOMEN’S HOSPITAL
Harvard Medical School
Harvard Graduate School of Education

Fellowship in Medical Simulation

This 24 month, fully-funded fellowship in medical simulation and education that begins in July i
2013 is based at the STRATUS Center for Medical Simulation at Brigham and Women’s Hospital
in Boston. STRATUS is a 7,000 sq. ft. multidisciplinary, state-of-the-art simulation center. Fellows |
will complete the Masters of Education Program at the Harvard Graduate School of Education,
~learn how to educate using a variety of simulation-based learning techniques and complete two

esearch projects with a mentor.

Components of Simulation at STRATUS: Applicant Qualifications:

¢ High-Fidelity Human Patient Simulation : e Graduation from an AAMC accredited

¢ Microsimulation (or equivalent) medical school.

¢ Simulation Research : ¢ Graduation from or successful

e Virtual Reality completion of the second year of an

¢ Human Factors g approved ACGME residency program.

¢ Psychometrics : ¢ Successful completion of USMLE parts

e Part-Task Simulation > 1,2and 3.

¢ (QOther Innovative Applications ¢ Astrong interest in the application of
simulation technology and research in

Inquiries should be addressed to: medical education

Charles Pozner, M.D.

Fellowship Director

Brigham and Women’s Hospital

Neville House, Suite 120, 10 Vining Street,
Boston, MA 02115

cpozner@partners.org
www.STRATUS.Partners.org




& The Department of Medicine af the Syracuse VA Medical Center s seeking a fulltime PGY-4 Internal ~ §
= Medicine chief resident in Quality Improvement and Patient Safety. This is an excifing academic
& opportunity for o motivated, responsible physician who would like to work in a dynamic and collegial
i atmosphere with our house stoff and clinical staff on innovative process improvements throughout &
& our fuciity. The successful applicant will be poid full fime to work ot the VA through our academic
| ffiliate hospital, SUNY Upstate Medical University, af the P6Y-4 level beginning July 1, 2013.

Qualified applicants must be board eligible or board cerfified in Infernal Medidine, and must have a
(| full and unrestricted license in o State.

Responsibilities will include medical inpatient care, systems redesign activities, teaching, and active
participation and leadership in quality improvement efforts aimed ot improving patient sofety and
& quality in our fuility. There will also be an apportunity o be involved in committee and leadership
| activiies, os well s for research. 100% of our Medicine feams are covered with resident house staff,
(| ond we have o robust fellowship program through our affiiate. The successful applicant will be
& required fo have an ocademic appointment with the Department of Medicine at the SUNY Upstate &
B Medical University. US citizenship or permanent resident alien sfatus required.
Interested candidates should E-mail a cover letter and current curriculum vitae fo

Joan M. Mitchell MD @ Joan.Mitchell@va.gov

Mail address is:

VA Medical Center

800 Irving Avenue

Syracuse, NY 13210
Phone (315) 425-4662

Information on Upstate New York VISN 2 VA Healthcare Nefwork can be found af www.syracuse.va.gov.
| Position is subject to random drug testing.
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Changing The Culture
In Medical Education
To Teach Patient Safety

ABSTRACT In 1999 a seminal Institute of Medicine report estimated that
preventable medical errors accounted for 44,000-98,000 patient deaths
annually in U.S. hospitals. In response to this problem, the nation’s
medical schools, teaching hospitals, and health systems recognized that
achieving greater patient safety requires more than a brief course in an
already crowded medical school curriculum. It requires a fundamental
culture change across all phases of medical education, This includes
graduate medical education, which is alrcady teaching the next
generation of physicians to approach patient safety in a new way. In this
paper the authors explore five factors critical to transforming the culture
for patient safety and reflect on one real-world example at the University
of North Carolina School of Medicine.

hen a report on medical er-

rors comes out, the response

often is the question: “Why

aren't they teaching this in

medical school?” As noted
by the Institute of Medicine (IOM) a decade
ago in To Err Is Human,' one's first reaction to
a medical error is to blame someone. The report
noted, however, that blame may be misplaced,
because the conditions of the current health care
delivery system can contribute to errors, There-
fore, the 10M stated, a multilayered approach
one that addresses systems errors as well as hu-
man ones—must be taken to prevent medical
errors. There is no “magic bullet” to fix this prob-
lem. Advaneing patient safety requires a funda-
mental culture change in health care.

Medical education alone cannot accomplish
this shift. However, critical elements of the
change are evolving in the narion’s teaching hos-
pitals and medical schools—collectively referred
to as “academic medicine.” These institutions
recognize that although they produce the best
clinicians and scientific experts in the world and
provide them with a great body of knowledge,
today’s challenge lies in getting these experts to

1600 HEALTH AFFAIRS  SEPTEMBER 2010 299 .
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work well together in the clinical environment.

Both individually and collectively as the aca-
demic medicine community, these institutions
are changing their overall culture to bring about
an environment more conducive to patient
safety. They are putting processes in place to
ensure that clinicians deliver care in optimal
ways and, in doing so, are fostering the learning
environment needed for resident physicians to
become the central change agents for patient
safety.

This paper provides an overview of this cul
tural change, identifies five factors critical to that
change, and offers examples of how those factors
are being implemented at the University of
North Carclina (UNC) School of Medicine, one
of the nation’s academic medical centers, Along
with many other academic medical centers, the
school is participating in the Agency for Health-
careResearch and Quality (AHRQ) patient safety
initiative called TeamSTEPPS (Strategies and
Tools to Enhance Performance and Patient
Safety).

TeamSTEPPS is a ser of tools used to assess an
institution's readiness for change. The program
offers patient safety training for health care staff
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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?

Work effectively in teams
Understand work as a process

Skill in collecting, analyzing and displaying data
on the outcomes of care

Work collaboratively with managers and patients
Ability and willingness to learn from mistakes




“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

Develop a shared purpose

Create an open and safe environment
Encourage diverse view points

Learn how to negotiate agreement
Insist on equity in applying the rules

a bk owbdeE
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Innovations in Education

Development and evaluation of a 3-day
patient safety curriculum to advance
knowledge, self-efficacy and system
thinking among medical students

Hanan J Aboumatar,’? David Thompson,>® Albert Wu,*° Patty Dawson,®
Jorie Colbert,” Jill Marsteller,>* Paula Kent,2® Lisa H Lubomski,? Lori Paine,?®

Peter Pronovost®®*

ABSTRACT

Purpose: To develop a patient safety curriculum and
evaluate its impact on medical students’ safety
knowledge, self-efficacy and system thinking.
Methods: This study reports on curriculum
development and evaluation of a 3-day, clinically
oriented patient safety intersession that was
implemented at the Johns Hopkins School of Medicine
in January 2011. Using simulation, skills
demonstrations, small group exercises and case
studies, this intersession focuses on improving
students’ teamwork and communication skills and
system-based thinking while teaching on the causes of
preventable harm and evidence-based strategies for
harm prevention. One hundred and twenty students
participated in this intersession as part of their
required second year curriculum. A pre—post
assessment of students’ safety knowledge, self-
efficacy in safety skills and system-based thinking was
conducted. Student satisfaction data were also
collected.

Results: Students' safety knowledge scores
significantly improved (mean +13% points; 95% Cl
17.0 to 21.6; p<0.01). Composite system thinking
scores increased from a mean pre-intersession score
of 60.1 to a post-intersession score of 67.6 (p<0.01).
Students had statistically significant increases in self-
efficacy for all taught communication and safety skills.
Participant satisfaction with the intersession was high.
Conclusions: The patient safety intersession resulted in
increased knowledge, system-based thinking, and self-
efficacy scores among students. Similar intersessions
can be implemented at medical, nursing, pharmacy
and other allied health schools separately or jointly as
part of required school curricula. Further study of the
long-term impact of such education on knowledge,
skills, attitudes and behaviours of students is
warranted.

Far too many patients suffer preventable
harm from medical errors, adding needless
patient suffering and healthcare costs." An
estimated 2.9—16.6% of hospitalised patients
are subject to at least one adverse event and
half of those are judged to be preventable.””
Though the number of preventable deaths is
uncertain, approximately 10000 people die
each year in the USA from healthcare-asso-
ciated infection,” another 100000 from
venous thromboembolism,” ® and between
40000 and 80000 from diagnostic errors.“
making medical error one of the leading
causes of death. Despite efforts to remedy
this problem over the last decade, there has
been limited progress in reducing prevent-
able harm.'”

A major contributor to preventable harm is
the lack of training for clinicians in the
science of patient safety. The science of safety
includes identifying and mitigating hazards,
improving teamwork and communication
(T&C), and ensuring patients receive
recommended  practices. The science of
safety is based on human factors and systems
engineering, sociology, psychology and
health services research, disciplines often
absent from the faculties of American
medical colleges. The Institute of Medicine
has called for education reform of health
professions to advance healthcare safety and
quality."" The Liaison Committee on Medical
Education has required medical schools to
provide ‘specific instruction’ in communica-
ton skills including ‘communication with
patients, families, colleagues, and other
health professionals’. The Association of
American Medical Colleges has incorporated

ARy righ ARt alitHor @rithelieeiiByer] 212 S Prairds B/ BMJ Publishing Group Ltd under licenck. ’
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Development and Assessment of Quality
Improvement Education For Medical
Students at The Ohio State University

Medical Center

Tahn Gonsenhauser, Eliza Beal, Fadi Shihadeh, Hagop S. Mekhjian, Susan D. Moffati-Bruce

Abstract: This study tested the feasibility of a quality improve-
ment (Ql) program that provided first and second year medical
students with education in QI processes and demonstrate their
utility within the framework of a real-world QI project. Medical
students assessed the use of the Surgical Safety Checklist at The
Ohio State University Medical Center. Before performing audits
students were required to complete a self-paced online program
that provided preliminary education in Ql, patient safety, lead-
ership, teamwork, and patient-centered care. A 2.5-hr orientation
introduced basic operating room protocol, and the surgical check-
list audit tool. Orientation included a multimedia simulation of
checklist usage and a role-playing exercise simulating its use.
Students completed pre- and postparticipation assessments. Re-
sults included an increased knowledge of Ql methodology, an
improved understanding of the evidence supporting the need for
Ql projects within health systems, and a greater awareness of
available Ql projects. Students’ perspectives changed to indicate
an increased belief that Ql is the responsibility of all health profes-
sionals including physicians, administrators and other staff. This
study concluded that Ql education can be effectively disseminated
to medical students early in their education using existing online
tools and experiential Ql projects, and can result in actionable QI
data supporting hospital improvement initiatives.

Keywords  The Institute of Medicine’s (IOM) 2001 report,
medical education  Crossing the Quality Chasm, suggests that a wide
patient safety  variety of skills are required by health profes-
quality of care  sionals to meet the healthcare aims for the 21st
surgery checklist ~ century (Institute of Medicine, 2001). These
aims, as outlined by the IOM are: healthcare

thatis safe, effective, timely, equitable, efficient,

and patient-centered. One necessary skill is to,

“identify errors and hazards in care; understand

and implement basic safety design principles

such as standardization and simplification” (In-

stitute of Medicine, 2000}). Following this ini-

tial report, the 2001 Association of American

Medical Colleges (AAMC) report: Contemporary

Issues in Medicine was fully devoted to “Quality

of Care” (AAMC, 2001) and further outlined

the need for QI focused curricula and research.

The authors declare no conflict of interests,

Although the 10M described the need for in-
creased education in the areas of quality im-
provement (QI) and patient safety a decade
ago, many health professional faculty and stu-
dents agree that this need is not currently being
met (Norcini & Banda, 2011; Tsai, Bohnen, &
Hafiz, 2010).

Medical education is now experiencing one
of the most prolific periods of change in
the past century (Berwick & Finkelstein, 201(;
Gonsenhauser, George, & Whitehouse, 2007;
Irby, Cooke, & O'Brien, 2010). To, “redesign
the way health professionals are trained to em-
phasize the aims for improvement ... includ-
ing teaching evidence-based practice and using
multidisciplinary approaches” it is necessary 1o
develop novel learning opportunities. Many in-
stitutions are currently experimenting with new
approaches to deliver integrated educational
experiences that incorporate the delivery of QI
knowledge through both traditional study and
real-world projects (Greg, et al., 2003; Wong,
Etchells, Ruper, Levinson, & Shojania, 2010).
In fact most large health-systems and hospitals
in the United States engage in QI programs that
can serve as platforms for QI education. Cur-
rent literature suggests that many of the pro-
gram elements needed to create QI education
are already in place within colleges of medicine
and nursing, but require integration to form
cohesive curricula (Greg et al,, 2003).

If experience-based QI education is to con-
tinue development it is necessary to assess the
efficacy with which these programs deliver pro-
ficiency to students and their utility in deliv-
ering meaningful QI projects to the health
systems that host them. In fact, for medical
education as a whole to evolve appropriately,
an active effort to incorporate research and
evidence-based programming is increasingly
important (Norcini & Banda, 2011). Herein
we describe our recent success with piloting an
integrated QI curriculum delivered through a
student-driven QI experience designed to mon-
itor the use of the Surgical Safety Checklist




Log In / Register | About IHI | Contact Us | Search THF.org. .. FIND IT!

Maore Zearch Options »

IHI OPEN SCHOOL

for health professions

IHI Open School  Owerview  Courses & Certificates  School Resources Chapters & Communities EREREISE Get Involved  Blog
® My Filters © ¥ou are here: Horme = IHI Offerings = IHI Qpen School = Chapters & Communities = Chapter ﬂq} Join the group
Groups = Faculty = Graduate Medical Education Interest Group
Faculty
REshUfce l% Graduate Medical Education Interest Group

Discussions
Graduate Medical Education (GME) Interest Group Mission: Enable a Graduate

Professional Medical Education community to collaborate throuagh the IHI Open School in order to
Development share concepts, ideas, projects, and resources related to Quality Improvement
b eal education and program developrent, Develop a framework to further share this

Edusation (GME) collective knowledge, so as to continually support improvement work armong all of GME,

Interest Grou
i Who should join the Graduate Medical Education Interest Network?

Are you interested in teaching QI to residents? &re you a resident interested in learning
[HI Open School QI are you involved in GME administration and warking on develaping your Quality

Alumni Netwark infrastructure?

IHI Open School de
Latinamerica vy el
Caribe

Join the Graduate Medical Education Interest Metwork for collaboration, information
and opportunities for involvement on a national level!

To join or for more information - E-mail openschool@ihi.org
Bdsubscribe

|

Click here for faculty-submitted resources and more information on:

Tools and Resources

= Curricular models for QI and Patient Safet
« Evaluation tools for QI assessment of learners
* Forms and documents - useful for educational programs

Please consider if you have any programs or resources that would be helpful to share
among the GME interest group - if so, please E-mail openschool@ibi.ormg

']effersnn.._




Jefterson.

www. nﬁ{fwg %NPSF

[\ National Patient Safety Foundation®

Advancing
patient safety
knowledge, practice,
and community

Join a growing number of
health care organizations in the new

Patient Safety Immersion Initiative

This innovative program, designed by NPSF to drive sharing of patient safety knowledge
and sustainability of practical application, bundles fogether the foundational NPSF online
patient safety curriculum, society membership, and new patient safety credentialing.

Online Patient Safety Curriculum
Self-Paced, Affordable - with audio lectures, presentations, videos

This 10-module, online course provides the context, key principles, and competencies associated with the
discipline of patient safety, and how these tenets and skills are applied in everyday practice. Accredited
for 10 CME hours and 10-12 CE hours (pharmacy, ACHE, nursing, risk management, and quality
management).*

American Society of
Professionals in Patient Safety at NPSF

ASPPS is the first and only multidisciplinary, individual membership society with patient safety as its
organizing principle. If was established to advance patient safety as a distinct and vital health care dis-
cipline and to build an engaged community dedicated to the delivery of safe patient care. Demonstrate
your commitment to patient safety. Join ASPPS today. Two-year discounted membership now available

Certification Board for
Professionals in Patient Safety

The CPPS credential establishes the standard for patient safety competency and distinguishes health care
professionals who meet knowledge requirements in safety science, human factors engineering, and the
practice of safe care. The evidence-based exam is intended for all health care professionals, recognizing
that patient safety knowledge is crucial across the care continuum and the multiprofessional team.

*For more information on CME and CE, please visit www.npsf.org/curriculum

Find out more. Contact David Coletta, SVP Slruieg.ic Alliances, ot dcoletia@npsf.org or 617.391.9908
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Professors of Medicine

APM Perspectives

The Association of Professors of Medicine (APM) is the national organization of departments of internal mediane at the US medical
schools and numerous affiliated teaching hospitals as represented by chairs and appointed leaders. As the official sponsor of The
American Journal of Medicne, the association invites authors to publish commentaries on issues concerning academic internal

medicine.

For the latest information about departments of internal medicine, please visit APM's website at www.im.org/APM.

The Role of Quality Improvement and Patient
Safety in Academic Promotion: Results of a
Survey of Chairs of Departments of Internal
Medicine in North America

Thomas 0. Staiger, MD,® Emily Y. Wong, MD,® Anneliese M. Schleyer, MD,® Diane P. Martin, PhD,”

Wendy Levinson, MD,° William J. Bremner, MD, PhD®

“Department of Medicine, " Department of Health Services, University of Washington, Seafile; “Departmeni of Medicine,

University of Toronto, ON, Canada.

Academic health centers (AHCs) are devoting substan-
tial and increasing resources to improving quality and
safety.! Strong physician engagement and leadership
in quality improvement (QI) and patient safety (PS) are
critical to the success of these efforts.* ! Many AHCs
face challenges in enlisting faculty to participate in
these activities.12

Academic infrastructures are currently geared to-
wards physician-scientists and clinician-teachers.'*
Traditionally, research, peer-reviewed publications,
grant funding, and regional or national reputation are
required for promotion and academic success,'®** In
response to the changing needs of academic medicine
over the past 2 decades, excellence in teaching, clinical
care, and medical education have been integrated into
the promotions process at many institutions within cli-
nician-educator pathways.'®"'* Similar promotion

Funding: None.

Conflict of Interest: No authors have any affiliations with orga-
nizations with a financial interest in this subject matter or any other
conflicts of interest to disclose

Authorship: All authors had access to the data and played a role
in wiriting this manuseript.

Requests for reprints should be addressed to Thomas ©. Staiger,
MD, Departtment of Medicine, University of Washington, Box
356330, Seattle, WA 08195,

E-mail address: staiger@u. washington.edu

pathways for faculty leading QI/PS efforts have not yet
been developed."

To understand whether faculty are currently being
promoted for QI/PS work and to identify what is
needed to address the challenge of how to reward fac-
ulty for this work, we surveyed leaders of departments
of internal medicine.

METHODS

Inreview of the literature, existing survey questions did
not assess opinions about the role of QI/PS in academic
promotion so we developed a brief, self-administered
16-item questionnaire. Questions were designed to as-
certain the importance of recognition of QI/PS in aca-
demic promotion (4 questions) and to determine if
physician faculty had been promoted based on QLIPS
activities, specifying which activities chairs considered
relevant for promotion (7 questions). Additional ques-
tions were developed to identify if existing promotion
criteria account for QI/PS activities (1 question) and
whether guidelines by which these activities could be
assessed would be helpful (1 question). For questions
related to opinions about the role of QI/PS in academic
promotion, responses were categorized on 5-point Lik-
ert scales ranging from “not important” to “extremely
important.” Responses regarding experiences with pro-
motion were either numeric (“In the past 5 years, how

0002-9343/% -see front matter @ 2011 The A:
doi: 10.10164.amjmed 2010.09.018

of Professors of Med:

All rights reserved
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'Medical groups raise cry
against unneeded tests ||

Tom Avril
INQUIRER STAFF WRITER
The patient suffers from headaches
and wants to undergo the dull roar of
an MRI machine to make sure every-
thing is all right. Good idea?
Probably not.

With governments and insurers be-
moaning the soaring costs of health
care, the medical profession is increas-
ingly offering its own solutions. The
new campaign, dubbed Choosing Wise-
ly, is not the first such effort but is

among the most compre-

How about the drip-drip Nine medical hensive.

of chemo for the cancer pa-

Now comes the tricky

tient who is near death? A  Societies will .-t getting patients and
CT scan for someone who announce lists doctors to go along with it.

has fainted but shows no

Various estimates have

neurological symptoms? of tests that pegged spending on unnec-

Or an annual electrocardio- may not be ess:ry tgsts at $200 billion

gram for a person with low to $250 billion each year in
. worth the cost.

risk of heart disease?
No, no and no.

are among dozens of recom-
mendations that nine medical societies
are announcing Wednesday, in an ef-
fort led by the ABIM Foundation, an
affiliate of the American Board of Inter-
nal Medicine, based in Philadelphia.

the United States, a phe-

nomenon blamed on such

factors as overcautious doctors who

seek to avoid malpractice claims and

patients who don’t realize how much
their treatments cost.

Organizers of Choosing Wisely say

See TESTS on Al3




Medical Staff Structure

e Anachronism

e Slavish adherence to consensus

e [ncentives under prospective payment




A need for unified governance

No American Quality Improvement Community

Develop Certify Implement
Performancel—— | Performance » Performance
Measures Measures Measures

| 1 /] It

Multiple Public and Private Sector Stakeholders

— B
S — 3 ——— —

—— Source: Tooker/ACP

- 100+ different P4P Programs - '

]effersnn..




Edited by

John Spandorfer
Charles A. Pohl
susan L. Rattner
Thomas ). Nasca

oy -
.

Profgssionqlig.m
in Medicine

A Case-Based Guide for Medical Students

J_Effff’%ﬂﬂr e



A BEHAVIORAL AND SYSTEMS VIEW OF PROFESSIONALISM
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Figure. Systems View of Professionalism

Physician-patient [nteractions
- with care team

interactions

Strategies to strengthen professionalism
Develop individual competencies

~_ Promote physician leadership and supportive organizational culture

Encourage physician advocacy and engagement in system reform
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IMPROVING PATIENT SAFETY
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Payment Reform: The Evolution of Incentives for Quality, Efficiency

Chicago attorneys Joseph Van Leer and Janice Anderson presented this timeline depicting the slow shift of Medicare away from
being a passive payer for services to become a more active payer for patient outcomes and satisfaction. Contact Van Leer at
jvanleer@polsinelli.com and Anderson at janderson@polsinelli.com.

Physician
Quality Health Care
Reporting and Education EHR
Initiative Reconciliation Registration
MMA and CMS (PQRD Act of 2010 begins Physician
DRA tie launches Jur1, 2007 amends PPACA  Jan 3, 2011 Resource Use Public Value
Medicare Hospital el Reporting to Reporting Based
payment to Compare begin to begin Payment
uali Apr 1, 2005 i ; 2012 of HACs ifi
IOM's *To Bchin ’ ey CMS adds S oL
- encourages ; ysi
Errls Leapfrog Dec 8, 2003 Physician EHR Outpatient HACs Ex- ment was siariiEes
Human® Group Group VBP e Data to panded to Medicare denied St
report founded HQID Demonstration Quali Hospital Medicaid VBP to 2014 Jan 2015
published Nov 2000 Premier Project Feb ngj ?007 Compare Jul 1, begin
Nov 1999 2003 Apr 15, 2005 = g Wehsite 2011 2013
i ¢ Jul 8, 2010
‘ ¢ \d ¢ Y ¢ 4 ¢
1999 2000 2001 2003 2004 2005 2007 2010 2011 2012 2013 2014 __2015
A A A 5 A
National 10M'’s Healthgrades CMS Patient ? Payment CMS goalto  EHR Mean-
Quality “Crossing published releases Protection CMS to Reductions have EHR ingful Use
Forum the Quality first quality value based and Afford- launch for Readmis- interoper- must be
(NQF) Chasm” study purchasing able Care Physician sions 1o able achieved or
created published 2004 recommen- Act (PPACA) Compare begin 2014 Medicare
1999 2001 dations establishes Website Oct 2012 Reimburse-
) Dec 7, 2007 nd maintains Jan 3, ment
States i?egm qua[ity.re]ated 2011 Penalties
enacting initiatives Jan 2015
medical_error Mar 23, 2010
reporting
legislation
1999

CMS = Centers for Medicare & Medicaid Services; DRA = Deficit Reduction Act; IOM = Institute of Medicine;
MMS = Medicare Prescription Drug, Improvement and Modernization Act; QI = Quality Improvement;
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Evaluating Obstetrical Residency Programs

David A. Asch, MD, MBA
Sean Nicholson, PhD
hu Srinivas, MD, MSCE
IIFJI Herrin, PhD
Andrew J. Epstein, PhD, MPP

ANY PHYSICIANS AND NON-

physicians likely assume

that some residency pro-

grams tend to produce

better physicians than others—either be-
cause those residency programs train
physicians better or because those resi-
dency programs can recruit more ca-
pable trainees. Although plausible, these
intuitions have not been empirically
tested. This information could be use-
ful in at least 2 different ways.' First, iden-
tifying which training programs pro-
duce better physicians and separating out
the effects that are due to the ability to
attract better trainees might indicate what
makes better programs better. Some of
these factors might be exportable to other
programs, raising the quality of medi-
cal education more broadly. Second, by
identifying which training programs pro-
duce better physicians, patients could use
this information when selecting a phy-
sician, much as patients in some surgi-
cal settings use information on clini-
cian volume when selecting a surgeon
and a hospital.* Some patients might al-
ready be preferentially seeking physi-
cians who have graduated from pro-
grams they believe to be elite, but without
the evidence to support their intuition
This study tested the concept that
residency programs matter by explor-
ing whether obstetrics and gynecol-
ogy (OB) residency programs can be
evaluated according to the outcomes of
the women delivered by the graduates

Jefferson.

Using Patient Outcomes

Context Patient outcomes have been used to assess the performance of hospitals
and physicians; in contrast, residency programs have been compared based on non-
clinical measures.

Objective To assess whether obstetrics and gynecology residency programs can be
evaluated by the quality of care their alumni deliver

Design, Setting, and Patients A retrospective analysis of all Florida and New York
obstetrical hospital discharges between 1992 and 2007, representing 4 906 169 de-
liveries performed by 4124 obstetricians from 107 US residency programs

Main Outcome Measures Nine measures of maternal complications from vaginal
and cesarean births reflecting laceration, hemorrhage, and all other complications af-
ter vaginal delivery; hemarrhage, infection, and all other complications after cesarean
delivery; and composites for vaginal and cesarean deliveries and for all deliveries re-
gardless of mode

Results Obstetricians’ residency program was associated with substantial variation
in maternal complication rates. Women treated by obstetricians trained in residency
programs in the bottom quintile for risk-standardized major maternal complication
rates had an adjusted complication rate of 13.6%, approximately one-third higher
than the 10.3% adjusted rate for women treated by obstetricians from programs in
the top quintile (absolute difference, 3.3%; 95% confidence interval, 2.8%-3.8%)
The rankings of residency programs based on each of the 9 measures were similar.
Adjustment for medical licensure examination scores did not substantially alter the
program ranking

Conclusions Obstetrics and gynecology training programs can be ranked by the ma-
ternal complication rates of their graduates’ patients. These rankings are stable across
individual types of complications and are not associated with residents' licensing ex-
amination scores.

JAMA. 2009:302(12):1277-1283
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rhage, infection, and laceration, occur
with sufficient frequency and have
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of those programs. The advantages of
using obstetrics to evaluate the con-
nection between training and clinical

©2009 American Medical Association. All rights reserved.

outcomes include (1) more than 4 mil-
lion women giving birth annually in the
United States,’ making delivery one of
the most common reasons for hospital
care; (2) most women who deliver are
healthy, so only limited severity adjust-
ment is needed in evaluating clinical
outcomes; and (3) in most cases vagi-
nal deliveries are performed by asingle
physician and cesarean deliveries are led
by a single physician. Furthermore, ma-
ternal complications of vaginal and ce-
ean deliveries, such as hemor-

(Reprinted) JAMA, Sej

serve as markers of quality in mater-
nal care. Risk-adjusted rates of these
complications were evaluated as mea-
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IMPROVING PATIENT CARE

‘ IDEAS AND OPINIONS

Science-Based Training in Patient Safety and Quality

Peter J. Pronovost, MD, PhD, and Myron L. Weisfeldt, MD

he American public has benefited tremendously from

its investments in biomedical research. The increase in
life expectancy is a testament to this benefit (1). Patients
with AIDS grow old; most children with cancer survive;
patients undergoing dialysis receive kidney transplants; pa-
tients ‘with orthopedic conditions have hip replacement
and can play tennis again; patients with lung cancer receive
chemotherapy targeted to their unique genes; and patients
with heart failure live longer, more active lives with care-
fully titrated drug therapies.

Consider the Marfan syndrome. This genetic disease
dilates the aorta until it ruptures. Twenty years ago, we
lacked methods to diagnose and treat this condition, and
patients uniformly died before their 30th birthday, often
leaving a young family behind. Now, we can diagnose and
treat this syndrome. Patients are screened for the disease,
imaging studies allow physicians to monitor the size of
the aorta, new drugs slow aortic dilatation, and once-
fatal aortic replacement surgery is now successfully per-
formed (2, 3).

Another example is chronic myelogenous leukemia.
Ten years ago, this diagnosis was a death sentence—now, it
is a chronic disease controlled by popping a pill.

These advances were not accidental. They happened
because the U.S. government invested wiscly in training
researchers and funding specific rescarch projects. Both
types of investments are essential. In the early 1990s, the
United States realized that basic researchers produced var-
ious promising therapies that were not being studied in
patients because there were few skilled researchers to rigor-
ously conduct the clinical research.

Congress responded by providing funding to the
National Institutes of Health to train physicians to be
clinician-researchers (4). Numerous programs emerged,
providing physicians with doctoral and master’s level train-
ing in clinical investigation. Skilled rescarchers now test
promising new therapies, helping patients live longer,
healthier lives.

Nonetheless, the full benefits of these investments in
training and research often fail to reach patients (1, 5).
Hundreds of thousands of patients die needlessly every year:
100 000 from health care-acquired infections; 100 000 from
blood clots; approximately 100 000 from diagnostic errors;
and scores of thousands from teamwork errors, pressure
sores, and omission of recommended therapies (6-8). In
addition to the toll on human life, these errors are expen-
sive. Approximately one third of all health care spending,
$900 billion annually, is needlessly spent on these compli-
cations and other inefficient practices (9).

The reason for this tale of 2 American health care
systems—one that leads the world in discoveries and the
other that often harms rather than heals—is complex and
may stem from many factors, such as a patient’s access to
care, financial incentives, or even compering recommen-
dations to improve care. Here, we discuss the failure of
health care to invest in the science of patient safery and
quality improvement as a substantial factor in allowing pa-
tient harm.

A minimal investment has trained a small number of
clinician-researchers in the science of improving patient
safety, This limited funding, which trained young faculty
largely through K awards from the Agency for Healthcare
Research and Quality, has been substantially reduced. Yer,
these young researchers offer hope by enhancing health
care value, reducing preventable hafm, reducing health care
costs, improving patient-reported outcomes, and ensuring
that patients receive the best possible health care for the
public’s investments in them.

We have scen what is possible when wise investments
are made in patient safety rescarch and researchers. One
success story in health care’s struggle to decrease prevent-
able patient harm is the reduction of central line-associated
bloodstream infections in intensive care units (10-14).
These infections kill nearly as many people as breast cancer
each year in the United States (6). A safery program was
associated with substantially reducing these infections in
Michigan, in children’s hospitals, and now across the
United States, saving tens of thousands of lives and hun-
dreds of millions of dollars (12, 15-17). It is no accident
that the lead investigators and most of the research team
conducting these efforts were formally trained through re-
search fellowships. Because research fellowships in patient
safety did not exist, these researchers trained in clinical
research programs, piecing together a study, hoping to ob-
tain the skills to improve patient safety and quality of care.

The limited progress in reducing preventable harm
during the past decade was, to a large extent, because the
science underlying this field was dynamic, was evolving,
and had lirtle funding. However, the field too often sought
quick fixes rather than a deeper understanding of whether
an intervention worked and why, undertaking less robust
evaluations, failing to parter with social scientists, and
downplaying or being incognizant of the need for formal
degree programs in patient safety research. For example,
sentinel events recur despite investigations; yet, human fac-
tors engineers are rarely involved in these investigations
(18). Moreover, many state that the data obtained from
these investigations are for quality improvement, not re-
search, and thus ignore basic clinical rescarch methods for

‘This article was published at www.annals.org an 12 June 2012.
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The Role of Quality Improvement and Patient
Safety in Academic Promotion: Results of a
Survey of Chairs of Departments of Internal
Medicine in North America

Thomas 0. Staiger, MD,® Emily Y. Wong, MD,® Anneliese M. Schleyer, MD,® Diane P. Martin, PhD,”

Wendy Levinson, MD,° William J. Bremner, MD, PhD®

“Department of Medicine, " Department of Health Services, University of Washington, Seafile; “Departmeni of Medicine,

University of Toronto, ON, Canada.

Academic health centers (AHCs) are devoting substan-
tial and increasing resources to improving quality and
safety.! Strong physician engagement and leadership
in quality improvement (QI) and patient safety (PS) are
critical to the success of these efforts.* ! Many AHCs
face challenges in enlisting faculty to participate in
these activities.12

Academic infrastructures are currently geared to-
wards physician-scientists and clinician-teachers.'*
Traditionally, research, peer-reviewed publications,
grant funding, and regional or national reputation are
required for promotion and academic success,'®** In
response to the changing needs of academic medicine
over the past 2 decades, excellence in teaching, clinical
care, and medical education have been integrated into
the promotions process at many institutions within cli-
nician-educator pathways.'®"'* Similar promotion

Funding: None.

Conflict of Interest: No authors have any affiliations with orga-
nizations with a financial interest in this subject matter or any other
conflicts of interest to disclose

Authorship: All authors had access to the data and played a role
in wiriting this manuseript.

Requests for reprints should be addressed to Thomas ©. Staiger,
MD, Departtment of Medicine, University of Washington, Box
356330, Seattle, WA 08195,

E-mail address: staiger@u. washington.edu

pathways for faculty leading QI/PS efforts have not yet
been developed."

To understand whether faculty are currently being
promoted for QI/PS work and to identify what is
needed to address the challenge of how to reward fac-
ulty for this work, we surveyed leaders of departments
of internal medicine.

METHODS

Inreview of the literature, existing survey questions did
not assess opinions about the role of QI/PS in academic
promotion so we developed a brief, self-administered
16-item questionnaire. Questions were designed to as-
certain the importance of recognition of QI/PS in aca-
demic promotion (4 questions) and to determine if
physician faculty had been promoted based on QLIPS
activities, specifying which activities chairs considered
relevant for promotion (7 questions). Additional ques-
tions were developed to identify if existing promotion
criteria account for QI/PS activities (1 question) and
whether guidelines by which these activities could be
assessed would be helpful (1 question). For questions
related to opinions about the role of QI/PS in academic
promotion, responses were categorized on 5-point Lik-
ert scales ranging from “not important” to “extremely
important.” Responses regarding experiences with pro-
motion were either numeric (“In the past 5 years, how

0002-9343/% -see front matter @ 2011 The A:
doi: 10.10164.amjmed 2010.09.018

of Professors of Med:
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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 achievementO 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
guality and safety

ACGME October 31, 2011
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Joint Focus

Figure 1 Joint focus.

i124

|
Parallel Play

Figure 3 Parallel play.

BMJ Qual Saf 2012;21:1121-1127. doi:10.1136/bmjqs-2012-001482

Context, culture and (non-verbal)
communication affect handover quality

Richard M Frankel,"® Mindy Flanagan,® Patricia Ebright,* Alicia Bergman, '
Colleen M O'Brien,® Zamal Franks," Andrew Allen,' Angela Harris,'

Figure 2 Poker hand.

BMJ Qual Saf 2012;21:1121-1127. doi:10.1136/bmijas-2012-001482

Figure 4 Kerbside consultation.
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Teaching for Quality
Integrating Quality Improvement and Patient Safety
across the Continuum of Medical Education

Executive Summary of an Expert Panel Report

((§Jeferson.




INTERPROFESSIONAL EDUCATION

By Linda Ann Headrick, Amy J. Barton, Greg Ogrine, Carly Strang, Hanan J. Aboumatar, Myra A Aud,

Paul Haidet, Deborah Lindell, Wendy 5. Madigosky, and Jan E. Patterson BEI 100377 /hihal 2010121
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NO. 12 {2012): 2669-2650

Results Of An Effort To Integrate =::::
Quality And Safety Into Medical

And Nursing School Curricula

And Foster Joint Learning

Linda Ann Headrick

ABsTRACT Improvements in health care are slow, in part because doctors
and nurses lack skills in quality improvement, patient safety, and
interprofessional teamwork. This article reports on the Retooling for
Quality and Safety initiative of the Josiah Macy Jr. Foundation and the
Institute for Healthcare Improvement, which sought to integrate
improvement and patient safety into medical and nursing school P “"_“‘:‘“,"x associate
curricula. In one academic year, 2009-10, the initiative supported new

learning activities (87 percent of which were interprofessional, involving
both medical and nursing students) in classrooms, simulation centers,
and clinical care settings that involved 1,374 student encounters at six
universities. The work generated insights—described in this article—into
which learning goals require interprofessional education; how to create
clinically based improvement learning for all students; and how to
demonstrate the effects on students’ behavior, organizational practice,
and benefits to patients. A commonly encountered limiting factor for the

Medicine In Calumbla.
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programs was the lack of a critical mass of clinically based faculty
members who were ready to teach about the improvement of care. What's
more, the paucity of robust evaluation strategies for such programs
suggests a future research agenda that deserves to be funded.

mong the many reports released

by the Institute of Medicine on im-

proving the quality, safety, and

value of US health care, two in par-

ticular stand out. In 2001 Crossing

the Quality Chasm recommended fundamental

changes in the health care system to create care

thatis safe, effective, timely, efficient, equitable,

and patient centered.’ In 2003 Health Professions

Education: A Bridge to Quality recommended that

“all health professionals should be educated

to deliver patient-centered care as members of

an interdisciplinary team, emphasizing evi-

dence-hased practice, quality improvement ap-
proaches, and informatics.”

However, progress toward these bold visions

in the clinical setting has been slow, in part be-
cause nurses and doctors lack eritical skills. To
be sure, organizations dealing with health
professions education have taken some cru-
cial steps.

In medical education, the Accreditation Coun-
¢il for Graduate Medical Education requires all
residency programs to demonstrate that their
graduates are competent in systems-based prac-
tice and practice-based learning and improve-
ment.’ The Medical School Objectives Project
of the Association of American Medical Colleges
recommended that medical students gain the
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Careers in Medicine

Perspective: A Framework for Career Paths in
Health Systems Improvement
D. Clay Ackerly, MD, MSc, Ami Parekh, MD, JD, and Daniel Stein, MD

Abstract

The difference between the U.S. health
care system’s potential and the outcomes
it delivers is vast and well documented.
Fortunately, many medical trainees
recognize this challenge and aspire to
careers that will enable them to help
close this gap by improving the systems
of care around them. However, the career
paths in health systems improvement are
not well defined, and interested trainees
are frequently left without clear direction.
The circuitous and often serendipitous
routes that many current leaders in
health systems improvement—including

medical researchers, health system
managers, and policy experts—have
navigated to reach their positions of
influence do not provide consistent road
maps for the trainees who wish to follow
in their footsteps.

The authors of this Perspective propose a
framework to guide career development
in health systems improvement. The
framework is designed to help medical
trainees and their mentors critically
analyze various career options in three
core focus areas (research, policy,
management) and the intersections

where those areas overlap (policy
advising, implementation science,
policy translation).The authors provide
examples of the types of work done in
each focus area and each intersection
to help trainees make explicit decisions
concerning skill development and to
select opportunities that best fit their
interests and strengths. In all, the
authors intend the framework to support
the development of a generation of
physician leaders equipped to drive the
improvement that the U.S. heath care
system requires.

Research

Clinical
epidemiology

Health services
research

Comparative
effectiveness

Academic

science

Policy
advising

Policy
translation

Advocacy
Governmentrelations

Government leadership

Policy

administration

Management
consulting

Health system
management

Management

Figure 1 The health systems improvement career framework. This framework includes three core focus areas—research, policy, and management—

and the three intersections where the core areas overlap—policy advising, implementation science, and policy translation. Examples of career types are

provided for each core focus area.

Careers in Medicine



Manage the Business

Process Improvement, Quality,
Safety and Efficiency

Process Improvement, Quality, Safety and Efficiency supports

the Strategic initiatives of Superior Patient Experience,
Research and Financial Performance.

INDIVIDUAL CONTRIBUTOR MANAGER ORGANIZATION LEADER

Improving Process Improvement,
Quality, Safety and Efficiency

Demonstrates dedication to continually
improving guality, safety and efficiency
in order to enhance the patient
gxperience and deliver superior
service to all custorners. Knows that
safety is g priority in all areas of MLH,

+ Speaks up for safety

+ Asles guestions to confirm the
accuracy of own and athers' actions

+ Finds safety hazards and fixes
thern before they becormne problems

« Reqgularly looks for and
recommends incremental work
process improvements that will
enhance quality, safety and/for
efficiency

+ Finds ways to eliminate activities
that add no value

« Volunteers to work on process
improvemeant projects, even when
not directly related to one's job

+ Understands how to contribute
to a safe environment aven if
not active in direct patient carg

« Thinks before one acts, espeacially
in high risk situations

E Jefferson.

Managing Process Improvement,
Quality, Safety and Efficiency

Analyzes and designs or iImproves
organizational processes, Uses quality,
safety and efficiency data to generate
process improvernent ideas and to
enhance the patient experience and
deliver superior service to all customers,

+ Supports people who speak up
for safaty

+ Encourages reporting of safaty events,
aliminates fear of punishirment for
adrmitting an error

+ Handles safety viclations by following
the Performance Managernent
Dacision Guide

+ [dentifies and uses guality, safety
and efficiency trends to spot needs
for process improvernant

+ Takes the lead on process improvemeant
projects, even when these are not
In one's area or not confined to
one's area

+ Shares information about process
improvements that may benefit
other parts of the arganization

+ Seas and follows through on quality
or safety issues or inefficiencias
that need to be addressed

Sustaining a Culture of Process
Improvement, Quality, Safety
and Efficiency

Sets clear goals to imprave guality,
safely and efficiency in all areas across
the systern, including clinical practices
and business processes, Measures
process Improvermnent outcomes

+ Assists and supports efforts to analyze
and design/redesign organizational
processes,

-

Implemeants maasurernant and auditing
systems to traclk the impact of process
improvements on guality, safety and
afficiency

e

Conducts surveillance to find
and fix problems

"

Challenges direct and indirect reports
to generate and implarment novel and
valuable ideas for new ar improved
processes

*

Rewards initiative and innovation
in guality, safety and/or efficiency

P

Starts all meetings with a quality
safety or efficiency topic or story

.

“Rounds to influence”—that is,
influences staff to use safety tools
and behaviors in one's area

of responsibility

Creating a Culture of Process
Improvement, Guality, Safety
and Efficiency

Makes safety a core value, finds and
fxes problems, and builds and sustains
accountability for quality, safety and
efficiency, Embeds process improvermeant
—as the driver of quality, safety and
afficiency—into the MLH culture, Ensuras
the sustainability of high-guality and safe
clinical and nen-clinical environments, Is
an advaocate for safety in all areas of MLH.

+ Continually challenges the arganization
to find and fix protlems

+ Continually challenges the organization
to implermeant process improvernents
that will positively impact guality,
safety and efficiency

+ Embeds process improvernent info
the culture by modeling behaviors
and practices aimed at enhancing
the patient experience and delivering
suUperior service to all customears

+ Has a systern-wide awareness
of operational issues that impact
the reliability of safety, quality
and efficiancy

+ Sets axpectations for quality, safety and
efficiency in every area of the organization,
both clinical and non-clinical




Manage the Business

Process Improvement, Quality,
Safety and Efficiency ccontinvea;

INDIVIDUAL CONTRIBUTOR MANAGER LEADER OF MANAGERS ORGANIZATION LEADER

Process Improvement, Quality, Safety and Efficiency supports
the Strategic Initiatives of Superior Patient Experience,
Research and Financial Performance.

+ Takes the time to give complete
information, ensuring understanding
and ownership when handing off
a patient, a task or materials

+ Models the right behaviors, establishing
priorities in line with quality, safety
and efficiency

+ Handles safety violations in a
timely fashion and by following
the Performance Management
Decision Guide

+ Complies with all safety procedures,
rules and regulations

+ Anticipates potential safety problems
or ohstacles and develops contingency
plans to overcome them

+ Coaches others on safety and
environmental issues and helps them
to take appropriate safety precautions

+ Shares information about tools and
programs for enhancing quality, safety
and efficiency that may not be known
around the system

Jefferson.

+ Asks open-ended questions to get
people thinking about quality, safety
and efficiency in their work; for example,
“How do you know you have no
problems?” “How do you know that
the tasks you are doing add value?”

Regularly communicates safety and
environmental awareness as a priority

-

Gathers, analyzes and uses data

to continually enhance the patient
experience and to improve the quality
and efficiency of services provided

to all customers

+ Defines, in clear practical and
behavioral terms, expectations
for guality, safety and efficiency

+ Creates system-wide campaigns
to promote process improvement
quality, safety and efficiency

+ Advocates for patient, employee
and visitor safety in all areas
of the organization

+ Highlights examples of process
improvements that have enhanced
quality, safety, and for efficiency,
publicly recognizing individuals
and teams who have contributed
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Sacred Cows Make
the Best Hamburgers




“It’s always better to

have them in the tent

pissing out, than outside
the tent pissing in.” \

President, L.B. Johnson



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

John P. Kotter,
Harvard Business School

[(y)eflerson.
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