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The Leader’s Role: 
A Trilogy of Assurance, Improvement, and Innovation 

You are juggling a lot 

 

– Leaders are responsible for running their organizations 

and producing reliable outcomes 

– New program ideas surface and need activation 

– Expectations from patients, families, and staff rise and we 

need to do better to meet them 

– There are increasing needs to access the care system 

 



The Quality Trilogy 

Assuring quality 

 

Improving quality 

 

Innovating quality 

 

Source: Juran J, Godfrey AB, eds. Juran’s Quality Handbook: Fifth Edition. New York: McGraw-Hill, 1999. 



The Trilogy: Assurance 

Assurance is inspecting to ensure that safe and 

effective standards of care are in place every day 

 

– Joint Commission International and other accreditation 

 

– Leadership rounds and triggers 

 

– Listening to staff and patients 



Assurance 

What happens when assurance is not in place 

and the patient/staff voice is not heard? 



Don Berwick’s Four Principles for the  

NHS as a Learning Organisation 

Place the quality of patient care, especially patient 
safety, above all other aims. 

Engage, empower and hear patients and carers at all 
times. 

Foster whole-heartedly the growth and development of 
all staff, including their ability and support to improve the 
processes in the area in which they work. 

Embrace transparency unequivocally and everywhere, in 
the service of accountability, trust, and the growth of 
knowledge. 

Source: Berwick D. National Advisory Group on the Safety of Patients in England. A promise to learn – a 

commitment to act. 2013. https://www.gov.uk/government/publications/berwick-review-into-patient-safety  
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The Trilogy: Improvement 

Four Leadership Questions: 
– Do you know how good you are? 

– Do you know where you stand relative to the best? 

– Do you know where the variation exists? 

– Do you know the rate of improvement over time? 

 

Building improvement capability 

 

Chartering and supporting teams to close gaps 

 

High-Impact Leadership 



Interdependent Dimensions of High-Impact Leadership 

Swensen S, Pugh M, McMullan C, Kabcenell A. High-Impact Leadership: Improve Care, Improve the Health of Populations, 

and Reduce Costs. Cambridge, MA: Institute for Healthcare Improvement; 2013. Available on www.ihi.org. 



Warren Bennis and New Mental Models 

“Leadership is about getting 

people to want to do the right 

thing.” 

 

“Good leaders make people feel that they’re at the very heart of 
things, not at the periphery. Everyone feels that he or she makes a 
difference to the success of the organization. When that happens, 
people feel centered and that gives their work meaning.” 



How will you know what is the right thing? 

If you don’t think about your values? 

If you don’t think about how your values impact 

on others? 

If you don’t behave in accordance with those 

values? 



Design and Nurture the Culture 

Your Calendar? 



“New Mental Models” 

“How leaders think 
about challenges and 
solutions” 

"The only thing that 
works is management 
by values. Find people 
who are competent and 
really bright, but more 
importantly, people who 
care exactly about the 
same things you care 
about.“ – Steve Jobs 

http://www.1000ventures.com/business_guide/crosscuttings/leadership_values-based.html
http://www.1000ventures.com/business_guide/crosscuttings/leadership_values-based.html


Vince Lombardi and Leadership Behaviors 

“Perfection is not attainable, but 

if we chase perfection we can 

catch excellence.”  

 

“The quality of a person’s life is 

in direct proportion to their 

commitment to excellence, 

regardless of their chosen field 

of endeavor” 

 



High-Impact Leadership Behaviors 

Swensen S, Pugh M, McMullan C, Kabcenell A. High-Impact Leadership: Improve Care, Improve the Health of Populations, 

and Reduce Costs. Cambridge, MA: Institute for Healthcare Improvement; 2013. Available on www.ihi.org. 



Don Berwick; Focusing on the Purpose 

“The source of energy at 

work is not in control, it 

is in connection to 

purpose.”  

 



IHI High-Impact Leadership Framework 

Swensen S, Pugh M, McMullan C, Kabcenell A. High-Impact 

Leadership: Improve Care, Improve the Health of Populations, 

and Reduce Costs. Cambridge, MA: Institute for Healthcare 

Improvement; 2013. Available on www.ihi.org. 



High-Impact Leadership 



IHI’s Theory of Change 

Will 

 

Ideas 

 

Implementation 



Will-building at the Senior Level 

Colones’ rounds 

Walk of shame 

O’Brien’s breakfast meeting 

Transparency 

Sharp end knowledge 





What’s the matter? 

What matters to you? 

Barry MJ, Edgman-Levitan S. ”Shared Decision Making – The Pinnacle of Patient-Centered Care.” N Engl J Med. 366;9. pp 780-782 



Ideas: Build the Capacity for Innovation 

Design a system to scan the research literature 

and to get the latest information into action in 

real time 

Build an R+D (innovation) engine to reach to 

other countries and industries for better answers 



Ideas with Potential 

Minimally Disruptive Medicine 

Design Council diabetes visit cards & Cedars 

Sinai Visit Cards 

Lauren’s List 

New ways to see and connect with patients and 

staff 



Minimally disruptive medicine 

 

Health care delivery designed to 

reduce the burden of treatment 

on patients  

while pursuing patient goals 



Work of being a chronic patient 

Sense-making work Organizing work and enrolling others 

Doing the work Reflection, monitoring, appraisal 



Medication Choice Cards 

Other Cards 

 

Low Blood Sugar 

(hypoglycemia) 

 

Blood Sugar 

(A1c Reduction) 

 

Side Effects 

 

Daily Routine 

 

Daily Sugar Testing 



Diabetes Visit Cards 

Developed in England by the Design Council to 

improve the effectiveness of chronic care visits 

at physicians’ offices 

The patient sorts the cards to select issues that 

form the agenda for the visit 

Satisfaction is improved and patients report 

more control of their disease 



Diabetes Visit Cards 



Lauren’s List 



Trust the Young 





Implementation: Delivering Results 

Manage local 

improvement 

Achieve  

breakthrough  

goals 

Develop human  

resources 

Spread  

and sustain 

Provide leaders for 

large system projects 

Provide day-to-day 

leaders for 

microsystems 



What Can You Do By Next Tuesday? 

Source: The Improvement Guide 

Learn the Improvement Model 



What Can You Do By Next Tuesday? 



Multiple PDSA Cycle Ramps 



What Improvement Skills are Needed for Each Role? 

Experts  

Operational 

Leaders  

(Executives) 

Change 

Agents  

 
(Middle  

Managers,  

Stewards,  

project leads) 

Everyone  

 

 

  (Staff,  

Supervisors, 

UBT lead  

triad)  

• Setting goals 

and measures 

• Identifying 

problems 

• Mapping process 

• Testing change 

• Simple waste 

reduction 

• Simple 

standardization 

• Team behaviors 

• Setting goals and measures 

• Identifying problems 

• Mapping process 

• Sequencing tests of change 

• Simple understanding 

variation 

• Implementation and spread 

• Simple waste reduction 

• Simple standardization 

• Setting direction and 

big goals 

• Results leadership 

• Portfolio selection and 

management  

• Managing oversight of 

improvement 

• Being a champion and 

sponsor 

• Understanding variation 

to lead 

• Managing 

implementation and 

spread 

• Analysis, 

prioritization of 

portfolios 

• Deep statistical 

process control 

• Deep improvement 

methods 

• Leadership team 

advisory re portfolio 

selection, process 

• Effective plans for 

implementation and 

spread 
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Learning and sharing systems regionally and program-wide Improvement Institute 

Portfolio 
 Whole  

system 

Continuous 
 Improvement 

Project 
Level of Project 

Difficulty 

• Service line IA’s 

• All leaders know role 

and skills  

• Prioritization and 

oversight in 

operations 

• Alignment of 

portfolios  

• Standard work 

• Teams know goals 

and test change 

 

• Several Improvement 

Advisors 

• Prioritization and 

portfolios  

• Oversight groups 

• Sponsor and champion 

accountability by service 

• Team development and 

alignment of goals 

 

• Improvement Advisor 

• Leadership 

• First project 

• Oversight responsibility 

• Several teams 

• 90 days 

Mentors 

© Kaiser Permanente 2011 reproduce by permission only 



 

 

 

 

 

7% 

 

 

 

 

 

35

% 

Progress on Key Indicators: 2008 - 2012 

 

 

 

 

52% 

 

 

Hospital  

Standardized 

Mortality Ratio 

BSI Rolling 

 12 Mo. Rate HAPUS Readmissions RFO 

 

20% 

Worker 

Injury  

Rates 

Inpatient 

Utilization 

|     © Kaiser Permanente 2010-2011. All Rights Reserved. April 27, 2014 

 

 

 

 

21% 

 

 
54% 

Cdiff 

82% 

 

30% 

SRAES 

 

19% 
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Hospital Standardized Mortality Ratios 

>
>

 

NOTE: Data above reflects rolling twelve month observed/expected ratio 

Dramatic Reduction in Risk Adjusted  
Hospital Mortality  
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Significant Reduction in Use of Inpatient Bed 
National Patient Day Rate  

|     © Kaiser Permanente 2010-2011. All Rights Reserved. April 27, 2014 
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Year and Month 

Inpatient Days per 1000, 2009Jan-2013Mar 
All Lines of Business, All Regions, Unadjusted 

All Regions 

Source:  Inpatient Days 
per 1000 report, National 





The Dancing Guy 



3 Things You Will Need 

1. Leaders, followers and momentum 

2. A framework that you can fall back on 

3. To pay some attention to culture and values 

 



From Kaiser Permanente 

Start with why 

Ask the right questions 

Measure what matters 

Drive the change 



From Scotland 

A compelling vision 

A story 

Actions/stepping stones 

Engaging and enthusing the workforce 

Creating momentum by securing improvements 

Never letting up and making it stick 



Leadership in Complex Systems 

Destabilize the existing system 

Leaders as “sense makers” 

Allow solutions to emerge 

Beware the “aye been” 

Accept paradox and contradiction 



Implementing improvement in messy 

environments… can it be done? 

Will = destabilize the status quo 

 

Ideas = sense making 

 

Implementation = allow emergence  

 



“Creating a Culture of Excellence”  

is Well-Understood 

Well-studied (Schein, Singer, for example) 

Key Steps in Culture Change 
– Set aim – “Never again will patients be harmed in our care” 

– Identify the behaviors that would reflect such a culture – 
Standard work, ask for help, offer help 

– Build the supports for these behaviors (information 
systems, learning systems, human resource policies, 
training, leadership incentives) 

– Leaders at all levels consistently promote the  behaviors 
and the message 



Edgar Schein on Culture 
Culture is a result of what an organization has learned from dealing with 
problems and organizing itself internally. 

 

Your culture always helps and hinders problem solving 

 

Solve problems by identifying and resolving associated discrepancies 
between values and behavior 
 

Do not oversimplify culture. It’s far more than “how we do things around 
here.” 
 

Leaders should not focus on culture change. Focus on a business problem. 
 

Culture is a group phenomenon. Engage focus groups to define how the 
culture is helping and hindering work on a problem. 



Thank You! 

Maureen Bisognano 

President and CEO 

Derek Feeley 

Executive Vice President 

 

Institute for Healthcare Improvement 

20 University Road, 7th Floor 

Cambridge, MA 


