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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?

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

1. We can greatly improve care by closing the 
often wide gaps between prevailing practices 
and the best known (evidence-based) 
approaches to care.

2. Variation is too great to support the claim that 
everyone is correct.

3. How do we translate research findings into 
practice i.e., beta blocker use, inhaled steroids, 
and the like.

4. Reductions in medical error must be due in 
part to recognizing unsafe system design.



“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



The search for bad apples

(Berwick)

My apple is fine, thank you!       

Quality Assurance – Old Way



Q.A. Committee

• I once had a case…

• In my experience...



Need for “Systems” Thinking

• What are systems?
• Measurement
• Leadership
• Tests of change
• Cooperation



Costs of Poor Quality

• Cost of our efforts to prevent, 
detect and react to quality problems

• 20% - 40% of every revenue dollar

• Work and re-work



Continuous Quality Improvement

“Learn from every patient, 
so that the next patient 

will receive better treatment.”



See One 

Do One 

Teach One
But, is it being done right the first time?



Errors

• 85% Process

• 15% Individuals





Every Defect is a Treasure

Failure as treasure
vs.

Above all else, do no harm.



Translate Errors Into Education

Errors are Treasures



• We don’t have time

• Quality costs money

• Use intuition and 
anecdote

• Defects come 
from people

New

• We don’t have time not to

• Quality saves money

• Collect and analyze data

• Defects come from 
defective processes

Old



A New Way of Thinking

From

• Who did it

• Punishment

• Errors are rare

• MDs don’t participate

• Add more complexity

• Calculate error rates

To

• What allowed it

• Thank you!

• Errors are everywhere

• MDs, RNs, RPhs - 
everyone is involved

• Simplify/standardize

• No thresholds



Special Special 
CauseCause

Special Special 
CauseCause

Common Cause Common Cause 
VariationVariation



Every process is perfectly designed to 

achieve exactly the results it gets

Paul Batalden, MD
IHI, Boston



Does it give you joy to work in this 
environment?

What could we do with our next 25 
patients to improve performance?



How to Build Measurement 
into Practices

• Seek usefulness, not perfection in the 
measurement

• Use a balanced set of measures
• Keep measurement simple
• Use qualitative and quantitative data
• Write down operational measures
• Measure small samples
• Build measurement into daily work
• Develop a measurement team



Sigma 6*

*Motorola: A statistical measure of variation where tolerance limits for defective products is set at 3.4 
defects per million units (or opportunities)

Source: Chassin M. Milbank Quarterly 76(4):565, 1998.

Sigma Level Defects/Million Health care Examples Industry Examples

6 3.4 None Publishing: One Misspelled 
word in a small library        

5.4 Anesthesia Deaths

5 230 None Airline Fatalities

4 6,210 None Airline Baggage

10,000 1% Hospital Pts Injured
3 210,000 Ambulatory Antibiotics Publishing: 7.6 note

for colds misspelled words per 
page









Does the
damn thing

work?

Can You blame
someone else?

No Problem

Don't mess
with it. Did You

mess with it?

Can You
hide it?

Shitcan it.

You Poor
Bastard

Will You be
blamed?

Does
Anybody
Know?

You dumb shit.

Yes No

Yes Yes

Yes

Yes

No

No

No

Yes

No

No



TQM + The Medical Staff

• Recognize role of TQM along 
with guidelines and outcomes

• Cannot be done in a vacuum

• Explain the “feedback loop”



TQM + The Medical Staff

• Emphasize the process of care
– Ancillary support
– Organization of work

• Stress Scientific Method
– P-D-C-A
– Data driven



TQM + The Medical Staff

• Concentrate on “The Golden 15%”

• Appreciate the physician culture

• Appreciate differences between 
physicians and managers











Nash’s Immutable Rule

High quality care costs less!



Autonomy and Accountability

A Zero Sum Game?



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.”
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