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Improving Health Care Quality: 

Topics 
1. The Need for Improvement 

2. The Customary Approach: Reliance on 

Inspection 

3. The Scientific Approach: Continual 

Improvement 

4. Results: Evidence of Effectiveness 

5. The Path Forward 
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International Comparison of Spending on Health, 1980–2010 

Average spending on health 

per capita ($US PPP) 

Total health expenditures as 

percent of GDP 

Notes: PPP = purchasing power parity; GDP = gross domestic product. 

Source: Commonwealth Fund, based on OECD Health Data 2012. 



Hospital Death Rate  
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Aims for Improvement: 

Institute of Medicine 

• Safety 

• Effectiveness 

• Patient-Centeredness 

• Timeliness 

• Efficiency 

• Equity 



Types of Improvement:  

Noriaki Kano 

• Type I: Reducing defects from the 

viewpoint of the customer 

• Type II: Reducing cost, while maintaining 

or improving quality 

• Type III: Providing a new product or 

service, or an old one at an 

unprecedented level 



Safety Tragedies 
Linda Kenney 37 

Betsy Lehman  39 

Justin Micalizzi 11 

Mary McClinton 69 



Justin 



Justin Micalizzi  (by Dale Ann 

Micalizzi) 
• “On January 15th, 2001, Justin, a healthy 11-

year-old boy, was taken into surgery to incise 
and drain a swollen ankle. He was dead by 7:55 
a.m. the next morning, leaving behind two 
grieving and bewildered parents who 
desperately wanted to know why their son had 
died. But medical care was to fail them twice-- 
first their son died and then no one would 
explain to them why.”  



Justin Micalizzi  (by Dale Ann 

Micalizzi) 

• “I know the chaos, the nursing shortages, 
overtime, the financial obligations, the insurance 
company guidelines and the arrogance that 
interferes with the quality of care. I have worked in 
health care and education for over 20 years. I also 
know, when it came time for my son’s surgery, 
you remove the chaos. You develop a team effort 
to review all information and establish a plan. You 
openly communicate between specialists, remove 
arrogance and intimidation and have a common 
goal to heal.”  



Justin Micalizzi  (by Dale Ann 

Micalizzi) 
• “It is your obligation to complete checklists, check 

and double check medications and dosages, 
assign a nursing team and treat every case as a 
possible emergency with the patient as your 
ONLY focus. Look at the child; listen to the 
parents and use common sense and professional 
judgment when making all decisions. Slow down! 
You are holding my child’s life in your hands.  
Justin WAS important and should have been 
important to his healthcare providers also. I 
trusted you.” 

 



Justin Micalizzi  (by Dale Ann 

Micalizzi) 

• “The hospital failed us, the nurses who were his 

advocates failed us… the technicians … failed 

us … (T)he surgeon …failed us. The health 

department failed us …. The hospital CEO failed 

us ….  Error upon accepted error killed my son 

and my faith in a medical system that was meant 

to comfort and heal. We will not let this happen 

to another family. The pain is unbearable.”  



Justin Micalizzi  (by Dale Ann 

Micalizzi) 
 

  “….. when it came time for my 

son’s surgery, you remove 
the chaos……” 



What Should We Aim for? 

• No Needless Deaths 

• No Needless Pain or Suffering 

• No Unwanted Waits 

• No Helplessness 

• No Waste 

  ……For Anyone 
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Improving Health Care Quality: 

Topics 

1. The Need for Improvement 

2. The Customary Approach: Reliance 

on Inspection 

3. The Scientific Approach: Continual 

Improvement 

4. Results: Evidence of Effectiveness 

5. The Path Forward 
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Mid Staffs: Aortic, peripheral, and visceral 

artery aneurysms – sent Aug 2007 
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The Mid-Staffordshire Facts 

• Many suffered 

• Alarms were sounding, but unanswered 

• Fear abounded 

• Fragmentation ruled 



Mid Staffs coding of palliative 

care vs. HSMR 
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Model I: Bad Apples: Reliance on 

Inspection to Improve 

“The  
Problem” 

Quality 

Frequency 

“Quality”  



The Cycle of Fear 

Increase 

    Fear 

Micromanage    Kill the 

Messenger 

  Filter the 

Information 



23 Distribution of Waiting Times for 

Patients Admitted to Stafford 

Hospital A&E 



24 Improving Health Care Quality: 

Topics 

1. The Need for Improvement 

2. The Customary Approach: Reliance on 

Inspection 

3. The Scientific Approach: Continual 

Improvement 

4. Results: Evidence of Effectiveness 

5. The Path Forward 



Model 2: Continuous Improvement 

“Every Defect is a Treasure” 

               Quality 
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“The First Law of Improvement” 

“Every System Is 

Perfectly Designed 

to Achieve Exactly 

the Results It Gets” 
 

(Therefore, Although Not All Change Is 

Improvement, All Improvement Is Change) 



Elements of a Process 

Suppliers Customers 

Thing Being Passed Along 

Inputs Outputs 

Sequence of Steps 



How to Make It Better… 

All improvement is change 

although  

not all change is improvement. 

 

So…   

What is the method  

for improvement? 



The Essentials… 

Strategy 

Culture Technique 



The Essentials… 

Strategy 

Culture Technique 



What are we trying to 
accomplish? 

How will we know that a 

change is an improvement? 

What change can we 

make that will result in 

improvement? 

Act Plan 

Study Do 

                The Model for Improvement 



Monitor 

Temp 
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supplies 
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Dr. Joseph M. Juran’s “Trilogy”  
33 

QUALITY  

PLANNING 

QUALITY  

IMPROVEMENT  

QUALITY  

CONTROL 



What Does the Juran Trilogy 

Mean? 
• Quality Planning: You develop a new 

process using the principles of reliability 

from the beginning.  

• Quality Improvement: The process is not 

delivering the outcomes as designed so it 

must be improved. 

• Quality Control: You monitor the process 

to be certain that it is working as designed. 

Does it continue to deliver the outcome 

you want? 

 



The Essentials… 

Strategy 

Culture Technique 



Professor James Reason 

“Safety is a continually emerging property of 

a dynamic system.” 

 

• An informed culture 

• A reporting culture 

• A learning culture 

• A just culture 

• A flexible culture 

36 



Collaborative Improvement:  

The IHI Breakthrough Series 

37 
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Collaborative Improvement:  

The IHI Breakthrough Series 
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The Essentials… 

Strategy 

Culture Technique 



Without Continual Action…. 

•Entropy: 
 

•“Lack of order or predictability; gradual 

decline into disorder.” 
 

• The tendency for all matter and energy in 

the universe to evolve toward a state of 

inert uniformity.” 
 

• “Inevitable and steady deterioration of a 

system or society.” 



Experience 

 of Care 

Per Capita 

Cost 

Health of a 

Population 



Improving Health Care Quality: 

Topics 

1. The Need for Improvement 

2. The Customary Approach: Reliance on 

Inspection 

3. The Scientific Approach: Continual 

Improvement 

4. Results: Evidence of Effectiveness 

5. The Path Forward 



Naval Aviation Mishap Rate 
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Preventing Central Line Infections 

• Hand hygiene 

• Maximal barrier precautions 

• Chlorhexidine skin antisepsis 

• Appropriate catheter site and 

administration system care 

• No routine replacement 



Central Line Associated Bloodstream 

Infections (CLABs) 
(from Rick Shannon, MD, West Penn Allegheny Health System) 
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Royal Bolton Hospital: Femoral Neck 

Fracture Mortality: 8/04 – 8/08 (1899 Adm’s) 

Intervention 



Royal Bolton Hospital :  04/04 – 07/10 

Reduction of Crude Death Rate 
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Mortality Rates from Circulatory 

Disease – Progress Against a Target 
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Source: NCHOD 



Improving Health and 

Health Care in 

Scotland 
  

Presented by: Carol Haraden, PhD 



• Align aims and measures with national programs  

• Develop a portfolio and execution model 

• Build connection to safety in national work 

• Define within clinical governance framework 

 

 

Improve Safety of 

Healthcare 

Services in 

Scotland 

 

 

 

 

 

 

 

 

 

Boards Endorse 

Safety as Key 

Strategic Priority 

 

 

  Deliver the program 

 

 

Build a Sustainable 

Infrastructure for 

Improvement 

 

Align SPSP          

with national 

improvement 

programs and 

measures 

 
 

Primary Drivers Secondary Drivers Patient Safety Alliance 

(PSA) 

 Driver Diagram 

• Develop experts in imp. methods and coaching 

• In-country measurement system, culture survey 

• Safety work migrates to appropriate agency 

• Training programs developed in Scotland 

• Work with IST, QIS and  NES to develop unified 

improvement approach 

 

• Segment hospitals, customize approach 

• Work with IST, QIS and  NES to develop unified 

improvement approach 

• In-country support for Boards 

• Spread strategy community hosp., primary care 

• One Team  

Scottish 

Government Sets 

PSA as Strategic 

Priority 
• National Board development strategy  

• Ownership of agreed upon set of outcomes and 

measures  

• Quality and safety comprises 25% of agenda 

• Development of infrastructure that supports 

improvement and measurement 

• Clear improvement aims in strategic plan 

 
• National leaders openly endorse SPSP aims, 

failure is not an option for execs 

• Time and space given for improvement (not a 

target) 

• Royal Colleges serve in official capacity 

• Safety is an element of all programs  
 

 

 

Reduce Mortality by 15% 

Reduce Harm by 30% 
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Scotland HSMR up to September 

2012 

12.4% 

reduction 



Denver Health: “Lean 

Production as the 

Mainstay” 
  

Presented by: Donald Berwick, MD, MPP 

President Emeritus and Senior Fellow 

Institute for Healthcare Improvement 
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$180 M SAVED 
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From Tragedies…Action 

Johns Hopkins and 

The Josie King 

Foundation 

“Medically Induced 

Trauma Support System” 

Dana Farber 

Cancer Center 

“Justin’s Hope” 

Virginia Mason 

Medical Center 







Changing the old 

Making the future attractive 

Framework: Leadership for 

Improvement  

Will 
Ideas 

  Execution 

Establish the Foundation 

Setting Direction: Mission, Vision and Strategy 

PULL 

PUSH 



Principles of Quality and Safety 

• People seek pride and joy in work. 

• A quality failure is most often a failure in process, 

not people. (The substitution test.) 

• Transparency is key to improvement. 

• Fear poisons improvement. 

• Patient, carers, and communities can help. 

• Training and support for improvement are essential. 

• All improvement is change. 

• Leaders must take responsibility for quality. 


