
The ABCs of QI:

A Primer on Quality Improvement
Goals for this Primer

ÅUnderstand fundamental conceptsand

science of  quality improvement 

ÅUnderstand the Model for Improvement

ÅIdentify the environment and key steps 

for a successful quality improvement 

project 

ÅBecome familiar with several quality 

improvement tools and their use : 

PDSAs/Pareto/Run Charts
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How good is American healthcare?
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We get it right 54% of the time.
-Brent James, MD, MStat

Executive Director, Intermountain Health Care
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Hospitalists and Quality Improvement

ÅComplex process problems need 
multidisciplinary solutions

ÅWe are at the frontlines seeing system 
failures,  process errors, and performance 
gaps with our own eyes -- which is our 
competitive advantage

ÅImproved quality delivers:
Åbetter patient careé
Åat lower costsé
Åwith potentially higher reimbursements (pay-for-
performance)é

And it can make our jobs more interesting, fun, and 
rewarding.



Section I:

üQuality Improvement and 

Change

in the Hospital Atmosphere



Definition of Quality

ÅMeeting the needs and exceeding the 

expectations of those we serve

ÅDelivering all and only the care that the 

patient and family needs



Definition of Improvement

It is NOTé

Áyelling at people to work harder, faster, or 

safer

Ácreating order sets or protocols and then 

failing to monitor their use or effect

Átraditional Quality Assurance

Áresearch (but they can co-exist nicely)



Principle #1:

Improvement Requires Change

Every system is perfectly designed to achieve 

exactly the results it gets

üTo improve the system, change the systemé



Principle #2:

Less is More

You cannot destroy productivity

üWhen changing the system, keep it simple



Understanding Change in the Hospital 

Atmosphere

ÅChange = not just doing something different, but 
engineering something different  
Åat least one step in at least one process

ÅHospital Atmosphere = hospitals tend to be viscous, 
complex systems with default levels of performance
Åchange engineered to improve performance can be a foreign 

concept - or even overtly resisted  



Understanding Change in the Hospital 

Atmosphere

A Common Strategy Which Commonly Fails:

ÅExperts design a comprehensive protocol 
using EBM over several months

ÅProtocol is presented as a finished, stand 
alone product

ÅCustomization of protocol is discouraged

ÅCompliance depends on vigilance and hard 
work

ÅMonitoring for success or failure is the 
exception to the rule (with failures coming to 
light after patients are harmed)

ÅFlawed implementation leads to repetitive 
efforts down the road



Understanding Change in the Hospital 

Atmosphere

High-Reliability Strategies Commonly Succeed:

ÅBuild a decision aide or reminder into the 
system

ÅMake the desired action the default action 
(not doing the desired action requires opting 
out)

ÅBuild redundancy into responsibilities (e.g. if 
one person in the chain overlooks it, 
someone else will catch it)

ÅSchedule steps to occur at known intervals 
or events   

ÅStandardize a process so that deviation feels 
weird

ÅTake advantage of work habits or reliable 

Build at least one - if not more - of these high-reliability 

strategies into any changed process.



Understanding Change in the Hospital 

Atmosphere

Change engineered to drive improvement depends oné

ÅWorkplace Culture: personnel must be receptive to change

ÅAwareness: administrative and medical staffs must care 

about performance and support its improvement through 

change

ÅEvidence: local experts must identify which research to 

translate into practice 

ÅExperience: a skilled team must choose, implement, and 

follow up changes to ensure:

1) improvement efforts are ongoing and yielding better 

performance

2) productivity is preserved



An Atmosphere for Change

AWARENESS

OF THE LOCAL PERFORMANCE GAP

Patient

Medical Staff

Administrative Support

EXPERIENCE

WITH SIMILAR IMPROVEMENT

EFFORTS

Hospitalist Quality Officer

Multidisciplinary Team Members

Success Stories From Other Institutions

EVIDENCE

TO TRANSLATE INTO PRACTICE

Bedside Teaching

Didactic Teaching Sessions

Local Expertise in Disease Literature

WORKPLACE CULTURE

READY TO ACCEPT CHANGE

Task Load

Culture of Improvement

Culture of Negative Expectations



Section II:

üThe Multidisciplinary Team



The Driving Force for Change

THE MULTIDISCIPLINARY TEAM

Leverages frontline expertise and experience. 

Impacts not only the change/interventions, 

but also the implementation



The Driving Force for Change:

The Multidisciplinary Team

A team is not the same as a committeeé
Committee

Åindividuals bring representation

Åproductive capacity = single most able member

Team

Åindividuals bring fundamental knowledge

Åproductive capacity = synergistic (more than the 

sum of all individual team members together)



The Driving Force for Change:

The Multidisciplinary Team

Features of a good teamé
ÅSafe (no ad hominem attacks)

ÅInclusive  (values all potential contributors including 

diverse views; not a clique)

ÅOpen (considers all ideas fairly)

ÅConsensus seeking



The Driving Force for Change:

The Multidisciplinary Team

Consensusé
Ådefinition: finding a solution acceptable 

enough that all members can support it; no 
member opposes it

ÅIt is not:
ÅA unanimous vote (consensus may not represent 

everyone s first priorities)

ÅA majority vote (in a majority vote, only the majority 
gets something they are happy with; people in the 
minority may get something they don t want at all, 
which is not what consensus is all about)

ÅEveryone totally satisfied



The Driving Force for Change:

The Multidisciplinary Team

Three types of team membersé
1) Team Leader

2) Team Facilitator

3) Process Owners (members with operational, hands-

on fundamental knowledge of the process)



The Driving Force for Change:

The Multidisciplinary Team

Team Leaderé

Åschedules and chairs team meetings

Åsets the agenda (printed at each meeting)

Årecords team activities (working documents 

in binder)

Åreports to management (Steering Team)

Åoften a member of Steering Team



The Driving Force for Change:

The Multidisciplinary Team

Team Facilitatoré
Åowns the team process (enforces ground rules)

Åtechnical expert on QI theory and tools

Åassists Team Leader

Åteaches while doing, within team



The Driving Force for Change:

The Multidisciplinary Team

Process Ownersé
Åchosen for fundamental knowledge

Åwill help implement

Åshould become leaders (so choose wisely)



The Driving Force for Change:

The Multidisciplinary Team

Team Ground Rulesé
ÅAll team members and opinions are equal

Å Team members will speak freely and in turn

ÅWe will listen attentively to others

ÅEach must be heard

ÅNo one may dominate

ÅProblems will be discussed, analyzed, or attacked (not people)

ÅAll agreements are kept unless renegotiated

ÅOnce we agree, we will speak with "One Voice" (especially after leaving the 
meeting)

ÅHonesty before cohesiveness

ÅConsensus vs. democracy: each gets his say, not his way

ÅSilence equals agreement

ÅMembers will attend regularly

ÅMeetings will start and end on time



A Brief Digression into Quality 

Improvement Theory



Defining an Approach to 

Change

worse

Before

Bell Curve:

Inpatient Population

Tail

Will the team target óallôpatients in the 

inpatient bell curve, or just a sub-group 

considered óat-riskô(depicted in the 

outlying tail)? Is the quality of inpatient 

care which is not in the tail somehow 

óacceptable?ô



Defining an Approach to 

Change

worse

Before

worse

After

QualityBell Curve:

Inpatient Population

Tail

If the team can identify and define an inpatient sub-

group óat-risk,ôthen improvement efforts could 

conceivably focus just on these óat-riskôpatients -

this is similar to traditional Quality Assurance. Note 

that even if tail events are eliminated, the quality of 

care for the rest of the inpatient population 

(depicted by the unchanged position and shape of 

the bell curve) does not improve at all. While the 

mean does move toward better care, this is due 

only to eliminating statistical outliers. 



Defining an Approach to 

Change

worse

worse

Before

Quality

worse

After

QualityBell Curve:

Inpatient Population

Tail

rbetter

If the team identifies a performance gap applicable to 

a wider patient population, the team may design 

changes in processes with the potential for dramatic 

effect: improvement and standardization in processes 

reduces variation (narrows the curve) and raises 

quality of care for all (shifts entire curve toward better 

care). This radical change is what defines Quality 

Improvement.



Section III:

üTools for Engineering 

Change



Engineering Change 

ÅProcesses

Åall those affecting relevant aspects of patient 

care 

Åclinical decision making, order writing, admission 

intake, medication delivery, direct patient care, 

discharge planning, PCP communication, 

discharge follow-up, etc



Engineering Change 

ÅPersonnel

Åanybody who touches the patient or a relevant 

process in the system

Ådepartments, physicians, clerks, pharmacy, 

nursing, RT, PT/OT/ST, care technicians, 

phlebotomist, patient transport, administration



Engineering Change: 

The Multidisicplinary Team Asks 

What?

ÅWhat?

Åis the right thing to do?

Åwill make the system more effective?



Engineering Change: 

The Multidisicplinary Team Asks How?

ÅHow?
Åcan you make it easy to do the right thing?
ÅYou cannot destroy productivity
ÅChanges must  maintain, or enhance, workplace efficiency or balance

ÅYou must devote as much attention to fitting changes into clinical 
work flow as you do to the evidence-based guideline 
ÅChanges must be blended into the flow of clinical care

ÅImportant variables to consider: staffing, training, supplies, physical 
layout, information flow, and educational materials



Tools for Engineering Change: 

Sketching Processes or Flow 

ÅMacro Process Maps

ÅDecision Flow Diagrams



Tools for Engineering Change: 

Macro Process MapThe patient is

admitted to the

hospital

The patient is

clinically identified

as having heart

failure

The ejection fraction

is evaluated

The ejection fraction

is documented in the

chart

The ejection fraction

< 40%

The ejection fraction

> 39%

The patient is

prescribed an ACEI

in hospital

The patient is

prescribed an ACEI

at discharge

The patient is not

prescribed an ACEI

in hospital

The contraindication

for an ACEI is

documented in the

chart

The patient is

excluded from the

target population

Example: Heart Failure Core Measures 2-3



Deep Post-Op
Wound Infection

BacteremiaUTI Pneumonia Other

Prevention

Detection

Treatment

Patient
Preparation

Prophylactic
Antibiotics

Surgery

Post-Op
Wound Care

- Sterile Technique
- Operative Findings

Prevention

Patient
Selection

Antibiotic
Selection

Delivery

- Duration

Prophylaxis

- Timing 

Tools for Engineering Change: 

Decision Flow Diagram

For iatrogenic infections, any 

given type of infection can be 

dissected into the hierarchy 

of contributing layers.

Contributing layer 

dissected: Prevention

Contributing layer dissected:

Prophylactic Antibiotics

Calling out the contributing layers 

helps the team think through the 

steps ripest for change.



Tools for Engineering Change: 
Pareto Chart

Ågraphical display of the relative weights or frequencies of competing 

events, choices, or options

Åa bar chart, sorted from greatest to smallest, that summarizes the 

relative frequencies of events, choices, or options within a class

Åoften includes a cumulative total line

Åused to focus within a broad category containing many choices, based 

on factual or opinion-based information

Åcan combine factors that contribute to each item's practical 

significance
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Using Quality Improvement Strategies to Make Changes:

Using the Model for Improvement

The Improvement Guide; 

Associates in Process Improvement



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?

Model for Improvement

Act Plan

Study Do


