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Learning Objectives
At the end of this session, participants will be able to: %

1. Understand the challenges with evaluating healthcare
performance

2. Describe the evolution of the Strategic Dashboard
3. Explain the components of a Strategic Dashboard

4. Clarify the role of Benchmarking
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Implementing and...

Spreading Results




Creating a New System

Improvement  Implement Spread

c Improvement

Implement (Hold the Gains)

Design Scale-up & Spread Spread
—




Its all about Degree of Belief!
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Developing a change




Definitions

Testing: Trying and adapting existing knowledge on small scale.
Learning what works in your system.

— Change is not permanent

— Failure very useful here, even expected

— Fewer people impacted than during Implementing

Implementing: Making this change a part of the routine day-to-day
operation of the system in your pilot population

— Don’t expect failure here

— More people impacted than during testing

— Increased resistance compared to testing

— Generally requires more time than testing

Spreading: Taking a new system or intervention and replicating it at
other sites.

Scale-u P. Overcoming the system/infrastructure issues

that arise during Implementing and spread of changes for
results at the system level. H




The Sequence of Improvement

Scale-up must occur here!

Model for Improvement

e

change & an trpovemen? Make part ustaining improvements
What cl can we make .
il 1 nrovenen? of routine and Spreading changes to

operations other locations

Test under Implementing a
a variety ofl change (HTGs
conditions

Testing a

Prediction

Developing
a change

Source: R. Lloyd. Quality Health Care: A Guide
to Developing and Using Indicators. 2nd edition,
Jones and Bartlett, 2019: 343.

Note that while the steps in this
diagram are rather equal in their
spacing it must be realized that
the amount of time and effort
required at each step will vary
depending on the complexity of
the topic under study.

© 2020 Institute for Healthcare Improvement/R. Lloyd



Differences Between ,
Testing and Implementing

Testing
e Not Permanent

e Minimal supporting
process changes needed

e Focus on learning
at minimal risk

e Failure expected-even
planned

e Minimal people effected

e Resistance lower

The Improvement Guide, Jossey-Bass, 2011: 174.

Implementing
e Become part of routine

e Supporting processes changed
(improved)

e Performance should be close to
predictions
(less learning and failures)

e Greater number of people impacted
e Takes more time than testing
e Potential for resistance higher




The Old or Typical Approach...

Conference Room




The Quality Improvement Approach

Conference Room




This isalso NOT Implementing!
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I
|
Copy it Violal
Develop and send  — We have
a polic — -
policy it to “implemented”
people the policy!
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Discussion on Implementing

Think of a time In your experience when an

Improvement was implemented (healthcare
or non-healthcare setting)

Are the gains from that change still there?

If yes, what was done that resulted in the
gains being held?

If no, why did the gains fail to be held? What
got in the way?
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Strategies for Implementing

“Just do it”

o Simple change, tested successfully.

o DO use at

least one cycle to Implement.

Parallel Approach

o Phase int
side with t

o More com

ne change by operating it side by
ne existing system.
pDlex. Plan on needing more PDSA

cycles anc

test under different conditions

before implementing.

- Sequential Approach




Key Steps During Implementing

. Use multiple PDSA cycles to implement the change

(Testing Is not de-facto Implementing!).

. Collect data over time when conditions are
expected to change (continue the use of run or
Shewhart chart).

. Redesign support processes for process control
and reliability (e.g., training, getting forms,
workflow, policies and procedures etc.).

. Address the social aspects of change (What's in it
for me?, appreciation, publicity, resistance). H




#1: Multiple Cycles of PDSAs

' 0
AlMm: Improve care of 10% have
patients with SMG

cardiovascular disease by
involving patients in their / GA Improved care
care. 'ﬂ?‘ wb
o
\S| D/

Cycle 5: All staff oriented
in use of SM goal sheet.

0% have
SMG

i i dh
Having patients set ‘EW

self-management
goals will improve

care. Cycle 1: MD tries self-management goal form with 3 patients

Cycle 4: All patients work with RN.

Cycle 3:RN introduces goal-setting during
rooming, MD follows up.

Cycle 2: MD uses form with all patients for one week.

Catahoula Parish CHC, Apr. 2003



#1 Multiple Cycles of PDSAs -
gcont.g

: 0
AlM: Improve care of 70% have
patients with SMG

cardiovascular disease by / Improved care
involving patients in their GA
care. "?‘
o G5
10% have / gﬁ
SMG Q
Using outreach will @Q
increase the o
patients who have
opportunities to set qv
goals.

Cycle 8: MD does follow-up of
SMG as found in chart.

Cycle 7:Patients in for lipid tests given
SM goal sheet by RN.

Cycle 6: Using registry, query patients without lipid test, call in
proactively for free lab work.

Catahoula Parish CHC, Apr. 2003




#2: Collect Data Over Time When 18
Conditions Are Expected To Change

o Baseline Unreconciled Meds
- Begin Implementing
60 "/ Testing on pilot unit
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Note that when you move to full Implementing things may

actually get worse for a little bit.



#2: Collect Data Over Time When
Conditions Are Expected To Change
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#2: Collect Data Over Time When
Conditions Are Expected To Change

o Baseline Unreconciled Meds
60 | / Testing Begl_n Impl_ementmg
on pilot unit
50
05)40 K Succe_ssful Evidence of improvement
O Tesltlng | /\ during Implementing
@30 - l \
20 -
Baseline Downward shift
0 4 in the data
0 ——t—tt+—t++—+—+——+—+——+——+—+—+——+—+—+—+—+—+—+—+
Loy | el Ly Loy | L L L] L L] L L L] L L L L] =t =t =t = =t = =+ =t
= 5 . 3 f 3 g 3 2 3 g 2 g g g 2 3 2 g 2. 3 2 2 2
(=8 ‘I._-.l' = L] = L E E_ = = = o (=8 ‘I._-..' - L] = L E E_ = = = o
F o 23 f=za2 322 F o 2FEILs a2 73

Note that when you move to full Implementing things may

actually get worse for a little bit.




#2: Collect Data Over Time When
Conditions Are Expected To Change

,, _ Baseline Unreconciled Meds
60 | / Testing Begl_n Impl_ementmg
on pilot unit
50
e
05)40 - Sl#cce_ssful Evidence of improvement
O esltlng | during Implementing
30 + l \
20 - Holding the Gains
Baseline
10 -
o +—+——+—++t+++t+++—+t+—+—+—+—+—+—+—+—+—+—+
Loy | el Ly Loy | L L L] L L] L L L] L L L L] =t =t =t = =t = =+ =t
= 5 . 3 f 3 g 3 2 3 g 2 g g g 2 3 2 g 2. 3 2 2 2
(=8 ‘I._-..' = L] = L E E_ = = = o (=8 E - L] = L E E_ = = = o
F o 23 f=za2 322 F o 2FEILs a2 73

Note that when you move to full Implementing things may

actually get worse for a little bit.



PROJECT TEAM WORKSHEET:
Redesign of Support Processes for Implementing of

Change Implemented:

Date:

Change Tested or Implemented

June July August September October

November

24 1815 2229 5 12 19 26 2 9 1623 30 7 14 21 28 4 11 18
25

Policies

Documentation

Hiring Procedures

#3: Redesign support

processes for process control

Staff education/training

and reliability

Job descriptions

Information Flow

Ongoing measurement

Equipment Purchases




Social Aspects of .
Implementing Change

- Reactions to change

— Apathy social aspects of

— Compliance

change (WIFM,
appreciation,

— Conformance publicity, resistance)
- Commitment

- People need to understand implications of change
— Physical
— Logical
— Emotional

P 186 H




THESE PATIENTS ARE NOT AT RISK FOR DEVELOPING
HOSPITAL-ACQUIRED PRESSURE WOUNDS.

RIGHT?

The fact is acutely ill infants and children are at risk for pressure ulcers.
We tend to use our intuition and experience in determining who might

need special intervention, instead of a set of standards, based on best
practice evidence.

The Wound Prevention Team, consisting of a multi-disciplinary team of
nurses, respiratory therapists, and physical therapists from multiple
areas of practice at CHOA, is addressing this need. Our ultimate goal is
to prevent hospital-acquired pressure wounds. We want to educate you
on proper pressure wound assessment and staging. We also want to
shine the light on the misconceptions and myths we have about
pediatric pressure wounds. Lastly, we want to update, standardize, and
educate you on the products we have available to use to prevent and
treat pressure wounds. When a patient does present with a pressure
wound, we have provided direction on the proper reporting and
consultation processes.

The need is evident. The desire to act is present. So, let’s get started!

Source: Children’s
Healthcare of
Atlanta:
Reducing Pressure
Ulcers

#4. Address the
social aspects

of change
(WIFM,

appreciation,
publicity,
resistance)



nse the Ur ey

And Act to Prevent Pressure &
Wounds |

It’s been a crazy day in the PICU. Too many patients, not enough staff
or rooms. You are the only nurse in the entire house open for an ad-
mission when you get the news— a six year-old is being life-flighted in
Jrom a neighboring county. The child is an unrestrained passenger in
a bad MVA. You are informed this child has multi-system trauma
with a serious head injury. The child is unresponsive and is currently
intubated and requiring aggressive fluid resuscitation with pressors.
You sense the urgency and serious nature of your patient’s injuries.

He will require the best of you and your team’s assessment and inter-
vention skills to survive.

As you prepare for his arrival, you begin thinking in your head about
the ABC’s— airway, breathing and circulation. You gel your room
prepared to meet your patients most critical needs— oxygen, bag-
mask, suction, ventilator, fluids, IV access supplies. Every base cov-
ered, every scenario reviewed. You and your colleagues are ready to
go, ready for anything....Right?

But wait! Is there any room in this process to anticipate the needs of
your patient when it comes to pressure wound prevention? You know
that according to the Braden Q scale this patient is at very high
risk for acquiring pressure wounds, due to his neuro status, immobil-
ity and cardiovascular instability. You also know that most pressure
wounds in the ICU setting occur in the first 12-24 hours from
admission.

You go ahead and place an air-overlay mattress over the existing mat-
tress, knowing it’s a start. You obtain gel-pads and pillows. You re-
view your decision tree for wound prevention. Now, you are ready
Jor anything.

It is a paradigm shift for most critical care nurses- to think about pre-
vention of pressure wounds before the admission of a critically ill pa-
tient. We tend to focus on this area after a patient stabilizes, which can
often be too late. We know from research findings that we can greatly
reduce the incidence of pressure wounds in our critically ill
patients by intervening at admission. So, the next time you find
yourself facing the same situation as the nurse above, remember to.....

Sense the Urgency and Act to prevent pressure

wounds!?

Source: Children’s
Healthcare of
Atlanta:
Reducing Pressure
Ulcers

#4. Address the
social aspects

of change
(WIFM,

appreciation,
publicity,
resistance)




Think About Which Conditions Prevall

Current Situation Resistant Indifferent Ready
Cost of Very Small Very Small Very Small

Low failure Scale Test Scale Test Scale Test

Confidence that | large

current change <

idea will lead to | Cost of Very Small Very Small /

Improvement | failure Scale Test Scale Test |~Small Scale
small / Test/

Cost of Very Small /
High failure Scale Tes Small Scale {"Large Scale
Confidence that | large Test/ Test
current change

idea will lead to | Cost of / /L/
Improvement | failure Small Scale arge Scale

small Test Test




The Sequence of Improvement

Scale-up must occur here!

Model for Improvement
What ing to
are w;gylpng

Make part
of routine
operations

~ How will we know that a
change is an improvement?

ustaining improvements
and Spreading changes to

other locations

What chanae can we make
that will result in improvement?

ww Test under
a variety of
conditions

Testing a

Implementing a
change (HTGs

Prediction

Developing
a change

Source: R. Lloyd. Quality Health Care: A Guide
to Developing and Using Indicators. 2nd edition,
Jones and Bartlett, 2019: 343.

Note that while the steps in this
diagram are rather equal in their
spacing it must be realized that
the amount of time and effort
required at each step will vary
depending on the complexity of
the topic under study.

© 2020 Institute for Healthcare Improvement/R. Lloyd



Purpose of Spread

“The task of spreading good
practice Is to accelerate
benefits of good ideas so a

wider patient group, and by
consequence the healthcare
staff, can feel the impact’”.




How Can We Foster the Adoption of
Successful Change ldeas?

The traditional approaches

Do these approaches work? ;



From Implementing to Spread

Local System: N
Unit, Sub- @
population, etc N

\ Global System:
\ Hospital,
\\ Network, Health
\ System, All
success > patients, etc.
\
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Developing a change | Testing a change - cycle 1, | implementing a Change /
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Characteristics of Spread

»Spread: moving to other parts of the
organization will likely require some
customization.

»Spread Is based on set-up and
communication.

»Scale: provide the infrastructure to
support the new process.




Preparing the “soil” for spread

Develop improvement skills
Develop measurement strategy

Provide driver diagram, change package, and
examples of PDSAs that have been completed

Provide a connection with the prototype team
Ensure that there is an aim

Develop a time line




When to Think About Spread

» Spread only when have a proven
prototype!

* Proof of Results: the prototype
demonstrates the results you planned to
achieve

& A
- #‘ﬁ#ﬁ
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Selecting where to Spread

Are there willing participants?
Is there a team assigned?

Does the team have the capability and capacity
to take on the assignment?

Is there a champion?

Does the team know their present
performance?




Stages of Adoption

How 1. Awareness

Adopters

2.Persuasion

3.Decision
4.Imp|ementing\
5.Confirmat}ion




I:I(.)w C-Ian We Foster Adoption of
Successful Change Ideas?

A somewhat more sophisticated
approach...




An Early Adopter at an Apple Store!




An Early Adopter at an Apple Store!
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Diffusion of Innovations

A theory for understanding how people
respond to innovation...

DIFFUSIOI\
INNOVATIONS

andhow to use those responses to drive
needed change



Roger’s Adopter Categories

Early Late
Majority Majority
(34%) (34%)

‘“Traditionalists’

(16%)

Early
Adopters
(12.5%)

Innovators
(2.5%)

Rogers, E. M. (2003). Diffusion of innovations. New York, Free Press.




Adopter Exercise 1

Change Idea: All GPs should be required to provide
on-line consultation to their patients

Let's see where each of us would place our self in
the adopter curve:

Innovator
Early adopter
Early majority | |
Late majority gy \|
Traditionalist




How Adopters Perceive the
Innovation is Critical

Relative Advantage: Does the innovation work
better than the status quo?

Compatibility: Can the innovation be easily
adapted to current work patterns?

Complexity: How difficult is it to understand
and apply?

Trialability: Can you try it out at low risk?

Observability: Are differential effects of the
Innovation visible to other potential adopters?

Source: Rogers, E. M. (2003). Diffusion of innovations. New York, Free Press.




Adopter Exercise 2

Change Idea: Every person in Qatar would have a
“medical information” chip embedded in their arm that
would carry all their medical history and information.

Let's see where each of us would place our self in the
adopter curve:

Innovator
Early adopter
Early majority
Late majority
Traditionalist




The “Tipping Point”

“The name given to that one
dramatic moment in an.
epidemic when everything
can change all at once.”

- M. Gladwell

“The part of the diffusion

curve from about 10 percent
to 20 percent adoption is the
heart of the diffusion

After that point, it is often

Impossible to stop the further
diffusion of a new idea, even
if one wished to do so.

- E. Rogers

b

rocess.

Percent of clinics implementing CCM

100
9
80
701
60 -
50 1
40 -
301
201
101

Spread of Chronic Care Model Across Clinics

Total of 80 Clinics in
Organization

Tipping
point

98 9 00




Spread Story #1
Internet and Cell Phone adoption

Number of fixed broadband subscriptions in the United States from
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Spread Story #271he Metric System

Anyone for the
metric system?

-0 2‘0‘ ., %I"o’a,“'.l.“
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* The Metric Study Act of 1968
e The Metric Conversion Act of 1975

A clearly better idea!

Why did the Implementing and spread of
Ithe metric system fail? -



Spread Story #3

"For Sverige i tiden”
"For Sweden — With the Times"

Sweden
switched
from left to

right hand
driving In
one night!

mm countries with right-hand traffic
g countries with left-hand traffic


http://upload.wikimedia.org/wikipedia/commons/4/4c/Flag_of_Sweden.svg
http://upload.wikimedia.org/wikipedia/commons/a/a0/Coat_of_Arms_of_Sweden.svg
http://upload.wikimedia.org/wikipedia/commons/3/32/Countries_driving_on_the_left_or_right.svg

Hogertrafikomlaggningen
"The right-hand traffic diversion"

Dagen H (The H day)

September 3, 1967. 3.9 1967

“On the Monday following Dagen H, there
were 125 reported traffic accidents,
compared with a range of 130 to 198 for
previous Mondays.”

“No fatal traffic accidents were attributed to
the switch. However, many older people
gave up driving rather than learn to cope
Kungsgatan, Stockholm with the new rule of the road.”

on Dagen H Wikipedia



http://upload.wikimedia.org/wikipedia/commons/5/5e/Dagen_h.png
http://en.wikipedia.org/wiki/Kungsgatan,_Stockholm

Spreading a Change

« First identify a shift or atrend in the data.

« Then look to see if 6 or more data point have stayed at the new level.
« This indicates that you are ‘holding the gains.’

O5SF HealthCare

6 more data
‘4.~ . | Adownward shiftin the I??I;nts Sta)lllng I
data (6 data points below at the new leve
77 the median) of performance

ADEMDOD Units
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o4 — ¢ Holding the Gains >
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How Do You Know Your Teams are
Ready to Spread?

There iIs an intention to spread the work of the team
In the organization

The topic of interest is a key initiative for the
organization in the next year

A Senior Leader is responsible and accountable for
coordination and spread of the work of the team

The team Is relatively self- sufficient

Plans for scale-up have been developed




CAUTION! .
Watch out for the Seven “Spreadly” Sins

Step #1 Start with large pilots!

Step #2 Find one person willing to do it all!

Step #3 Use vigilance and hard work!

Step #4 If a pilot works then spread the pilot unchanged!

Step #5 Require the person and team who drove the pilot to
be responsible for system-wide spread!

Step #6 Look at process and outcome measures on a
guarterly basis!

Step #7 Early on expect marked improvement in outcomes
without attention to process reliability! H




@ s\ Expecthuge Don't bother testing—
improvements quickly then just do a large pilot.

SR Shedingt T away. DO THIS INSTEAD: Start
DO THIS INSTEAD: with small, local tests and
Create a reliable process several PDSA cycles.

before you start to spread.

Check huge
mountains of data just once
every quarter.

DO THIS INSTEAD:

Check small samples daily
or frequently so you can
decide how to adapt spread
practices.

Spreadthe success
unchanged. Don'’t waste time
“adapting” because, after all,
it worked so well the first time.

DO THIS INSTEAD: Allow some
customization, as long as it is
controlled and elements that are
core to the improvements are clear.

I Require the personand
team who drove the initial
improvements to be responsible
for spread throughout a hospital

I Rely solely on
vigilance and hard work.

DO THIS INSTEAD: Sustain

2 gains with an infrastructure to
S v support them.
DO THIS INSTEAD: Choosea
spread team strategically and Give one personthe
include the scope ofthe spread responsibility to do it all.
as part of your decision. Depend on “local heroes.”

DO THIS INSTEAD: Make

spread a team effort.
SOURCE: Institute for Healthcare Improvement.
Used with permission.

L
Printed in Kaiser Permanente’s magazine HANK, Spring 2015, Issue 43. 'l



Finally, don’t ignore Scale-up’

Sp read : Have IndIVIduaIS J,"II What are we trving to accomplish? 1I'nlI
adopt the Changes f Hows will we know that a I'nl

I.' change ls an Improvement? |
| i

II :I
||' What changes can we make that
I.' will result In Imiprovement?

Scale-up: Overcoming

the process and é | 3
structural iIssues that Act | Pan

arise during spread st //

Improvement Guide. 2" Edition, 2009




Scale-up and Spread

Spread: Taking a new system or intervention and replicating it
at other sites.

Scale-up: Overcoming the system/infrastructure issues that
arise during Implementing and spread of changes for results at
the system level.

There is much confusion over the difference between
“spread” and “scale-up.” These terms are frequently

used interchangeably in literature both inside and
outside of health care.

Primary difference between spread and scale-up — the
Issue of system constraints. Scale-up requires addressing
Infrastructure, resource and other systemic barriers that arise
when attempting to scale-up an intervention from a pilot unit or
population to a larger number of individuals/units. H




What Does Scalability Mean?

- A characteristic of a system, model or
function that describes its capability to

cope and perform under an increased or
expanding workload.

- A system that scales well will be able to
maintain or even increase its level of
performance or efficiency when tested by
larger operational demands.




Two Final Considerations...

What is the nature of the healthcare industry?

Simplicity Complexity




Unpredictable

/

Self-organising

/ Characteristics
of Complex

Systems
Adaptive Emergent

Unpredictable Non-linear




Unpredictable §
~_
Self-organising

/ Characteristics \
of Complex
Systems

Unpredictable

How well do we
meet all these
characteristics of a
Complex System?

The Challenge...
The healthcare industry is

not known for rapid,
adaptive, non-linear
thinking. Itis:

v'Conservative

v’ Traditional

v’ Hierarchical, and
v’ Slow to change!




TR EATISE

S G LL RN oW

IN THREE PARTS.
uuuuuuuuuu

An Inquiry into the Nature, Caules,
and Cure, of that Difeafe.

g
A Critical and Chronological View of what
has been publifhed on the Subjeét.

By FAMES LIND, M.D.
Fellow of the Royal College of Phyficians in Edinburgh,

The Secoxp Enrrion carreéted, with Additions
and Improvements,

Z O N D :0O N:
Printed for A. MiLLAR in the Strand,
MDCCLVIIL:

1753

The first written account of a disease likely to be scurvy

comes from the Ebers papyrus which has been dated to
1500 BC Egypt.

It has been estimated the disease killed more than 2
million sailors between the 16th and 18th centuries.

James Lind, a Royal Navy Surgeon carried out what has
since been recognized as the first randomized clinical
trial, on board the Royal Navy ship Salisbury in 1747.

The British Navy finally adopted citrus juice as its primary
antiscorbutic agent in 1795.

o mavareh THE LONG AND

:"z:;::;:"l WINDING ROAD

Publicati
priorities and
peer review

Research
testing and
generalization

Development of
evidence-based
guidelines

$

It takes an average of 17 years for And! Only 14%
research to become standard practice research becomes

(Balas & Boren 2000) standard of care




IHI Spread Model

LEADERSHIP
* Topic is a key strategic initiative
* Goals and incentives aligned
* Executive sponsor assigned
* Day-to-day managers identified
* Resources allocated

Measurement and Feedback

BETTER IDEAS

« Develop the case;
benefits, value

+ Describe the ideas

PR

N——

N

SETUP

* Target population

» Sucessful sites

* Identify key adoptors

* Initial strategy to reach
all sites

Knowledge Management

% P
R Successful Y~ 2
] Sites —
I i

|+ Adoption decision making

SOCIAL SYSTEM
» Key messengers
« Communities

* Networks

+ Implementation work

SUPPORT

« |mplementation guides
+ Transition support: coaching and meantoring
= IT functions: listserv, social networking, web
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Leadership’s Role in Spread

Leadership
Topic is a key strategic initiative
Executive sponsor assigned & engaged
Day-to-day managers identified
Goals and incentives are aligned

Set-up for Spread

Clarify the Target population
Are pilot sites successful? Are we ready?

ldentify key groups who make adoption decision
Initial strategy to reach all sites

Are your leaders ready to accept the

requirements for spread?




The Sequence of Improvement

Scale-up must occur here!

Model for Improvement

e

change & an trpovemen? Make part ustaining improvements
What cl can we make .
il 1 nrovenen? of routine and Spreading changes to

operations other locations

Test under Implementing a
a variety ofl change (HTGs
conditions

Testing a

Prediction

Developing
a change

Source: R. Lloyd. Quality Health Care: A Guide
to Developing and Using Indicators. 2nd edition,
Jones and Bartlett, 2019: 343.

Note that while the steps in this
diagram are rather equal in their
spacing it must be realized that
the amount of time and effort
required at each step will vary
depending on the complexity of
the topic under study.
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The Goal...

To produce a healthcare system

that has processes that
demonstrate reliability!

“Reliability is failure free
operation over time.”

Source: Nolan, T., Resar, R., Haraden, C., Griffin, F. Improving the Reliability of Health Care.
Institute for Healthcare Improvement, Innovation Series, 2004, page 1.
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rlloyd@ihi.org
Yy @riloydes

Robert Lloyd, MRPL, PhD., Vice President of Improvement Science and
Senior Improvement Advisor, Institute for Healthcare Improvement provides
leadership in the areas of performance improvement strategies, statistical
process control methods, development of strategic dashboards and capacity
and capability building for quality improvement. He also serves as faculty
for the IHI Improvement Advisor (I1A) Professional Development programme
and various IHI initiatives and demonstration projects in the US, Canada,
the UK, Sweden, Denmark, Norway, Africa, the Middle East, Malaysia,
Australia and New Zealand. All of Dr. Lloyd’s degrees were awarded by the
Pennsylvania State University.

Appendix A: Faculty Robert Lloyd

Before joining the IHI, Dr. Lloyd served as the Corporate Director of Quality Resource Services for

Advocate Health Care (Oak Brook, IL). He also served as Senior Director of Quality Measurement
for Lutheran General Health System (Park Ridge, IL), directed the American Hospital Association's
Quality Measurement and Management Project (QMMP) and served in various leadership roles at
the Hospital Association of Pennsylvania. The Pennsylvania State University awarded all three of

Dr. Lloyd’s degrees. His doctorate is in agricultural economics and rural sociology

Dr. Lloyd is an internationally recognized speaker on quality improvement concepts, methods and
tools. He also advises senior leadership teams on how to create the structures and processes that
will make quality thinking part of daily work. He is the author of several leading books on measuring
guality improvement in healthcare settings and numerous articles and chapters on quality
measurement and improvement. H
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