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HSRR vs HSMR - hospital standardised mortality rati o vs hospital standardised 
reimbursement ratio (2007 Medicare data)
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Aims

• Safety
• Effectiveness
• Patient-centeredness
• Timeliness
• Efficiency
• Equity



Model I:  Bad Apples
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Quality

Frequency



The Simple, Wrong Answer

Blame Somebody



The Cycle of Fear

Increase
Fear

Micromanage

Filter the 
Information

Kill the 
Messenger



Model 2:  Continuous Improvement
“Every Defect is a Treasure”
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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)
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Choose One

“Blame, Secrecy, and Injury”

OR
“Openness, Forgiveness, and 

Safety”



Preventing Central Line Infections

• Hand hygiene
• Maximal barrier precautions
• Chlorhexidine skin antisepsis
• Appropriate catheter site and 

administration system care
• Daily review of line necessity and prompt 

removal of unnecessary lines



Central Line Associated Bloodstream Infections (CLABs)
(from Rick Shannon, MD, West Penn Allegheny Health System)



The Challenge

• “Zero” is possible.
• Can the best become the standard?



IHI Mission

The Institute for Healthcare Improvement 
is a not-for-profit organization driving the 
improvement of health by advancing the 
quality and value of health care.



AWARENESS

COOPERATION

EDUCATION



REDESIGN

MOVEMENT

“FULL-
SCALE”

?



IHI’s “Rings” of Activity

Innovation
Prototype

Dissemination



Sentara Williamsburg
Zero Ventilator Pneumonias in Five Years!
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Seton Family of Hospitals
Birth Trauma Prevention



Palmetto Hospital Mortality Rates



The “100,000 Lives Campaign”



The Campaign “Planks” –
Six Changes That Save Lives

1. Deployment of Rapid Response Teams

2. Delivery of Reliable, Evidence-Based 
Care for Acute Myocardial Infarction 

3. Medication Reconciliation

4. Prevention of Central Line Infections

5. Prevention of Surgical Site Infections

6. Prevention of Ventilator-Associated 
Pneumonias



The “5 Million Lives Campaign”



Six Additional Planks

7.Prevent Pressure Ulcers

8.Reduce Methicillin-Resistant Staphylococcus 
Aureus (MRSA) Infection

9.Prevent Harm from High-Alert Medications
10.Reduce Surgical Complications  (the Surgical 

Care Improvement Project (SCIP)) 

11.Deliver Reliable, Evidence-Based Care for 
Congestive Heart Failure

12.Get Boards on Board
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An International Movement of 
Movements?



The Scottish Patient Safety Programme (SPSP)



31www.operationlife.dk

Denmark
• 5.5 million inhabitants
• Health care is a public task
• 5 regions that are responsible for 

health care

Operation Life:
• 38 hospital units

– Rapid Response Systems
– AMI Bundle
– Medication Reconciliation
– Ventilator Bundle
– Central Line Bundle
– Surviving Sepsis Campaign

• Aims
– Save 3000 lives during campaign 

period
� All regions present at campaign start
� Cover 75% of discharges



Aims

• Safety
• Effectiveness
• Patient-centeredness
• Timeliness
• Efficiency
• Equity



Social Need: The “Triple Aim”

Population
Health

Experience
of Care

Per Capita
Cost



Eliminate quality problems that 
arise because customers’ (patients’) expectations 
are not met

Reduce costs (waste) significantly 
while maintaining or improving quality

Expand customers’ (patients’) 
expectations by providing products and 
services (care delivery) perceived as unusually 
high in value

1

2

3

Noriaki Kano’s Three Levers for 
Improving Value



Historic Focus in 
Health Care
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Sentara Williamsburg
Zero Ventilator Pneumonias in Five Years!
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Lean Production at Denver Health
RIE + Black Belt Combined Total Savings Trend, July  ‘06-Aug ‘09
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Does Improving Safety Save Money?

IMPROVEMENT COST SAVINGS NET

SURGICAL 
INFECTIONS

($110,000) $540,000 $430,000

BLOODSTREAM 
INFECTIONS

($22,500) $4,780,000 $4,757,500

VENTILATOR 
PNEUMONIAS

($1,268,500)
(Reduced Revenue)

$1,166,400 ($102,100)

RAPID RESPONSE 
TEAMS

($390,000) ? ($390,000)

TOTAL ($1,791,000) $5,320,000 $4,695,400

HENRY FORD HEALTH SYSTEM



Cedar Rapids Spends 27% Less 
than the Average Community



Historic Focus 
in Health Care
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University of Pittsburgh Medical Center

• New Designs:
– Pre-op Testing and Teaching

– Coaching Meetings with Other Patients
– Pre-Surgery Discharge Planning

– Strong Focus on Complete Pain Management
– “Wellness” Design in Orthopedics Unit

DiGioia A, Greenhouse P, Levison T. “Patient and Family-centered Collaborative Care: An 
Orthopaedic Model”.  Clinical Orthopaedics and Related Research. 2007: 463; pp: 13-19.



UPMC Results

Safety
– Mortality Rates: 0.1% (0.2% for TKA; 0% for THA)

– Infection Rates: 0.3% (0% for TKA; 1.0% for THA)

– Dislocations:  0
– SCIP Compliance: 98% for antibiotics within one 

hour of surgery



UPMC Results

Effectiveness
– 91% of patients discharged without handheld 

assistance directly to home (national rates: 
23-29%)

– 99% of patients reported that pain was not an 
impediment to physical therapy, including 
same-day-of-surgery physical therapy



UPMC Results

Patient-Centeredness
– Press-Ganey mean satisfaction score is 91.4% (99th

national percentile ranking) with 99.7% positive 
responses to “Would you refer family and/or friends?”

Efficiency
– Average length of stay:

� 2.8 days for TKA (national average is 3.9 days)

� 2.7 days for THA (national average is 5.0 days)

– One MD able to perform eight joint replacements 
before 2:00 p.m.



Suggestions for the Future

1. Declare patient injuries an 
enemy, and establish safety 
improvement as a shared goal.
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Danish Patient Safety Database
Over Half of Danish Physicians and Nurses

Report “Never” Being Involved in an Adverse Event



Suggestions for the Future

2. Cease blame as a remedy. 
Substitute science and 
redesign.



Danish Patient Safety Database
Over 1/3 rd of Danish Physicians and Nurses

Fear Sanctions from Reporting Adverse Events



Suggestions for the Future

3.  Measure for improvement, not 
for judgment.



Suggestions for the Future

4. Learn together.



The Breakthrough Series

Select 
Topic
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Change 
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Participants
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An Agenda for Action

5. Put the patient “in the room”.



An Email to Me…
“My husband was Dr William XXXXXXX , a psychiatrist for 39 years.  He 
was admitted to YYYYY Hospital after developing a cerebral bleed with a 
hypertensive crisis.  My issue is that I was denied access to my husband 
except for very strict visiting, 4 times a day for 30 minutes and that my 
husband was hospitalized behind a locked door.  My husband and I were 
rarely separated except for work. He wanted me present in the ICU and 
he challenged the ICU nurse & MD saying “She is not a visitor, she is my 
wife” but it made no difference.  My husband was in ICU 8 days out of his 
last 16 days alive and there were a lot missed opportunities for us. 

“I am advocating to the hospital administration that visiting hours need to 
be open especially for spouses and have written letters to hospital 
administration including CEO.  I do not feel that his care was 
individualized to meet his needs , he wanted me there more than I was 
allowed.  I feel it was a very cruel thing that was done to us. No 
consideration was given for him even being a practicing MD in the area.



Suggestions for the Future

6. Develop reliable health 
professional capability for 
improvement. 
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Model for Improvement

Act Plan

Study Do

What are we trying to accomplish?

How will we know that a change is an improvement?

What changes can we make that will result in an 
improvement?

from Associates
In Process Improvement



Suggestions for the Future

7. Fully engage leaders at all 
levels:

– Executives
– Boards
– Clinical Leaders
– Managers



Organizational Elements

Strategy 

Culture Technique



Leaders’ Tasks…

• Will
• Ideas
• Execution



A Vision

• Denmark as the safest nation in the world 
with respect to health care injuries.

���
• Unparalleled capability to improve care 

with respect to any aim established by 
social need or community ambition.


