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practices and methods from non-
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Vignette 1.1

A tertiary care free-standing hospital has a
problem with catheter-associated urinary
tract infections (CAUTIs). This problem is
not new. The organization tackled CAUTIs
4 years prior with the creation of an over-
arching structure which resulted in new
processes and better outcomes. As the com-
pliance with these refined processes
improved, the absolute number of CAUTIs
went down. However, in the past 18 months,
the number of CAUTIs has slowly crept
back up. This issue is further compounded
by the fact that the rate has significantly
worsened even as the organization has
reduced their Foley catheter days dramati-
cally. The clinicians only place catheters
when they are most needed; hence the
numerator has increased, while the denom-
inator has decreased in the CAUTI rate
equation. The executive leadership and
Hospital Board demand an improvement
from the quality and safety team. This can
be the self-defeating prophecy for many
teams trying to reduce the CAUTI rate —
the absolute number of events is decreasing
but the rate (which is used for benchmark-
ing) continues to increase.
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Opening Question/Problem

This chapter is not about CAUTISs or specific tac-
tics to reduce these infections — that will be dis-
cussed elsewhere in this text. Rather, this chapter
discusses the improvement framework and
approach toward patient safety and quality
improvement that transcends individual hospital
acquired conditions and can be broadly applied
to quality improvement initiatives in the
organization.

Introduction/Overview

There have been significant strides made to
advance patient safety and quality improvement
in the past two decades. Hospitals, and other
organizations, reacted to the clarion call from the
Institute of Medicine’s seminal work, To Err is
Human [1]. Since this publication, hospitals and
healthcare systems have made tremendous invest-
ments in people, processes, and technology — all
with an aim to improve the quality and safety of
care delivery. We have seen improvement; how-
ever, there are issues that still persist and have not
improved at the same rate as other measures.
Many organizations are struggling with their
progress toward zero harm; they have seen a pla-
teau in their improvement and are looking for
novel approaches and strategies.

Early in the journey, there was an educational
component which was missing in this work. As
such, initial efforts were appropriately targeted
toward increasing capability (the ability, from a
skills perspective, of healthcare workers to
embark upon quality improvement initiatives)
(Key Point Box 1.1).

Key Point Box 1.1 Capability Vs. Capacity
Capability — the intellectual understanding,
knowledge and practical application of
improvement science

Capacity — the ability to take on quality
improvement projects

_SvEet fruit
5,6 ¢ : Address designs
Bulk of fruit

4 ¢ : Improve internally

Low hanging fruit

3 ¢ : Demand improvement

Ground fruit

1,2 6 : Logic and intuition

Concept and design : Rahul K. Shah

Fig. 1.1 Climbing the quality tree. (Image courtesy of
Rahul K. Shah)

Much of the efforts immediately after To Err
is Human focused on extrapolating the theoreti-
cal underpinnings from systems science, reli-
ability, and quality improvement from other
industries to educate those of us in healthcare.
This was initially quite successful, as there was
a whole new lexicon introduced into healthcare.
Previously fertile ground was now inundated
with theoretical quality improvement applica-
tions. As expected, improvement followed as
the proverbial low-hanging fruit (Fig. 1.1) was
harvested. Some of the success in the early
2000s was a result of the Hawthorne effect
(which states that improvement will occur when
those performing the work know they are being
observed); however, not surprisingly, in many
instances, these results were not sustained (Key
Point Box 1.2).

Key Point Box 1.2 Sustain

A common problem in quality improvement
is the ability to sustain projects for prolonged
periods of time. Smart aim statements usu-
ally include verbiage to indicate the degree
of improvement over a prescribed period of
time (6, 9 months, etc.). It is the leader’s role
to ensure that the project “sticks” and that
true improvement is achieved.

Nevertheless, healthcare was quick to embrace
this renewed interest in the safety of their patients
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and the quality of care delivery; furthermore, the
public, government, and payers were expecting
such improved care to be delivered quickly.

During the past decade, it has become clearer
that the low-hanging opportunities have been
addressed. A clear understanding of the journey
of healthcare improvement, via the continuous
quality improvement framework, resulted in
organizations realizing several disadvantages.
They were in for the long-haul and real improve-
ment would take years, not months. Improvement
would be elusive, rather than straightforward. It
would yield further disappointments, not all
success.

To increase, or at least continue, their trajec-
tory of improvement, health systems need to
change their level of sophistication. Figure 1.1
demonstrates a rubric, and guiding principle,
used and presented by one of the editors (RKS) in
explaining the complexity necessary to continu-
ally improve outcomes for our patients. To under-
stand where healthcare is at present in the quality
improvement journey, one can overlay the
improvements in healthcare, since 2000 to pres-
ent, with the level of sophistication necessary to
achieve sustained outcomes (Fig. 1.1).

Vignette 1.2

Four years prior, the organization made the
reduction of hospital acquired conditions,
especially infections, a priority. A new
structure was put in place. A physician and
nurse co-led the CAUTI team which also
included stakeholders from the inpatient
floors, the operating room, and the emer-
gency department. The team chartered this
work and put in place processes to address
the key drivers from their CAUTI road
map, using the IHI Model for Improvement.
The initial results were impressive — an
80% reduction in CAUTIs in just a few
years. However, over the past 18 months,
outcomes have slipped, and there has been
an increase in CAUTIs. Much has changed
in the past 5 years in hospitals with regard

to quality improvement. The CAUTI team
believes that they need to refresh their qual-
ity improvement approach. They are strug-
gling with how to do this with competing
organizational priorities. This is further
complicated by the ever-changing national
perspective, and potentially competing
improvement methodologies, which may
be frustrating staff.

In the early 2000s, much of the improvements
were a result of targeting low-hanging fruit and
using basic resources to drive improvements. We
would train teams on whatever improvement
methodology aligned with our organizational
quality improvement teams (Institute for
Healthcare Improvement (IHI) Model for
Improvement [2], Lean, Six Sigma, etc.). Usually,
that basic theoretical education sufficed to collect
the “easy to reach” improvement opportunities.
This was essentially the era of demanding
improvement.

As we evolved our understanding and tech-
niques, the issues became more complex and
mandated differing strategies. Organizations
started collectively focusing on improvement.
Improvement science transcended the quality
improvement department, such that it was con-
sidered to be the job of hundreds of individuals in
an organization. When leadership held teams
(and themselves) accountable for outcomes and
demanding improvement, said improvements
were made to a higher degree of reliability. The
next evolution in outcomes will require structures
and processes that have specific and unique inter-
nal improvements and address systems design.

Healthcare is emerging from its, at times,
insular history and is now turning to other indus-
tries such as our airline counterparts, Toyota, the
US Navy, Alcoa, and others, for models of opera-
tional excellence that support a culture of safety
and continuous process improvement. Dr.
W. Edwards Deming [3] spoke of the importance
of systems thinking as a key ingredient for
improvement. His System of Profound
Knowledge consists of four key points:



appreciation of system, theory of knowledge,
psychology of change, and understanding varia-
tion. It has had significant impact on some of the
aforementioned models of excellence [4]. The
Theory of Knowledge incorporated the Plan-Do-
Study-Act (PDSA) cycle which is the most com-
monly  discussed unit of improvement
science-directed change.

Dr. Donabedian emphasized the importance
of systems awareness and design [5]. His widely
used theoretical framework (commonly referred
to as the Donabedian triad) is composed of three
crucial points: structure, process, and outcome.
In our organizations, we employ the Donabedian
quality triad when embarking on projects or
when delving deeper to understand why a sys-
tem is not performing as expected (Key Point
Box 1.3). By having the improvement team take
a step backward and move “upstream” from the
outcome, the role of structure and process
becomes clear. The improvement team needs to
look beyond outcomes and ask the provocative
questions of what structures are in place and if
we are holding teams accountable for the pro-
cesses that we deem necessary to drive
improvement.

Key Point Box 1.3 Donabedian Quality Triad
Structure, Process, Outcome

Vignette 1.3

The initial work in CAUTISs for the organi-
zation started approximately 4 years prior.
The organization was admittedly and
knowingly behind other organizations as
they had lost focus and sustainment. To
address this, a structure was put in place.
Not only was thought given to the constitu-
ency of the team (size, representation, need
for contrarians, etc.) but also to its report-
ing structure. The improvement team was
explicit in its desire to recruit an executive
sponsor to champion the work and provide
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organizational alignment - ultimately
between executive management and the
Board. The committee was chartered and
reported to progressively more influential
hospital level quality committees. The
absolute number of CAUTIs were tabu-
lated monthly and presented in a collated
format, along with the other hospital
acquired conditions, to management, lead-
ership, and the Board in a consistent fash-
ion. Once the improvement team’s
membership and reporting structure had
been clearly delineated, attention was
turned to processes. For the CAUTI work,
best practices were gleaned from literature,
national collaboratives [6], hospital associ-
ations, and infectious disease experts. In
turn, a decision was made to adopt a bundle
from a national collaborative. The bundle,
consisting of five items, was adopted and
adherence to it was measured.

With a trend in CAUTISs that was contrary to
our global aim, and continuing to affect patients,
this organization took a pause. They evaluated
not only the structure and processes but took a
higher level approach to ask if they were using
the correct methodologies. The initial key driver
diagram from 4 years ago was reviewed and
refreshed. Many members of the prior team had
moved on from the organization or were not
actively involved in the present work. A revised
key driver diagram was created and shared
throughout the organization.

There exist several quality improvement
methodologies and myriad permutations of the
foundational methods. Many healthcare organi-
zations are steeped in the understanding of the
IHI Model for Improvement and Lean [2, 4]. The
IHI Model for Improvement uses a conceptual
framework to understand variation, clarify pro-
cesses, plan tests of change, and measure and
accelerate improvement and includes aims, key
drivers, and measurement. Lean is an improve-
ment methodology based on the tenets of reduc-
ing waste and driving efficiency. It was derived
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Fig. 1.2 Simplicity of the message and delivery of the fruit of the quality tree. (Image created by Eric Cardenas)

from the Toyota Production System (TPS) [7, 8]
and focuses primarily on its technical tools.

A case-based approach to quality improve-
ment cannot be wedded to a particular quality
improvement methodology. Organizations should
have some latitude and resist being vehemently
dogmatic, on which improvement methodology is
employed. Of course, it is strongly suggested that
an organization have a predominant methodology
for quality improvement that is understood by the
entire organization. However, to climb the quality
tree, it must be conceded that, at times, additional
methodologies may need to be incorporated into
the strategy. Furthermore, we would caution that
being resistant to ideas from other staff about their
preferred improvement methodology may harm
improvement culture in the long run.

Simplicity is crucial to the message for our
frontline team members, who may not under-
stand the complexities of improvement and safety
science, as they are the agents driving change.
Recall the aforementioned discussion about the

apple tree (Fig. 1.1). Now realize that these
apples need to reach their customers or our front-
line team members. The more complex the
bureaucracy or the language, the more likely that
the apples will spoil and not reach the mouths of
our frontline team members. This would be crip-
pling, as they are hungry for the skills that will
make them better problem-solvers (Fig. 1.2). We
need to realize that improvement science, while
having multiple theoretical models, can be sim-
plified to a common local language that is inclu-
sive and respectful of all methods while still
facilitating change across the health system
continuum.

Vignette 1.4

After the appropriate structure had been
put in place with the necessary multi-
disciplinary stakeholders, a clear reporting
structure to executive leadership and the
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Board, and an involved executive sponsor,
attention was turned toward traditional
quality improvement methodologies. A key
driver diagram with a global aim, SMART
(specific, measurable, applicable, realistic,
timely) aim, appropriate drivers, and inter-
ventions was created and then shared
broadly throughout the organization. The
key driver diagram and review of the
CAUTI processes and outcomes were eval-
uvated by the Chief Quality Officer on a
monthly basis. Resources (educational,
personnel, financial, etc.) were deployed to
the micro-units in need to properly rein-
vigorate their teams. Small groups of front-
line individuals were pushing back that
they had competing priorities and were
unable to do their core work. The CAUTI
steering committee was appropriately wor-
ried that this would, once again, set back
the improvement project.

It is clear that operational success requires
systems thinking and realignment which, in turn,

Toyota Production System Triangle

Motivate % develop
people to slove
problems
“sea of problem
solvers”

Managerial

Quality Improvement
& & Safety

Philosophy O

Modified with permission from Toyota Motor Co.

requires a structured framework. Some frame-
works are inherently complex, such as the
Baldrige Framework for Performance Excellence
[9], and require considerable organizational and
individual commitment and planning. Others
appear to be simple like the TPS (Fig. 1.3) which
emphasizes the development of individuals, with
a focus on the frontline and customers, and the
creation of teams of problem-solvers that readily
bring problems to the surface. The authors are not
advocating for one over another — they each have
arole. It is important for the reader to understand
the basic tenets of these frameworks. The reality
is that the ability to do the latter (TPS) well takes
considerable organizational commitment and
alignment and probably has not been mastered
perfectly by any health system at the time of writ-
ing of this text. Jamie Bonini, Vice President of
Toyota Production System Support Center
(TSSC), best described TPS as “an organizational
culture of highly engaged people solving prob-
lems (or innovating) to drive performance” (per-
sonal communication). Implied in this statement
is the importance of transparency, accountability,
a focus on developing our frontline team mem-
bers, and supporting a problem-solving culture.

Use TPS tools
correctly to expose
problems
“learn by doing”

O

Technical ©°
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" 1. Customer first x
People are our most
valuable resource
3. Continuous - |
Improvement /
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Fig. 1.3 Toyota production system triangle. (Modified from an original figure from Toyota. Used with the permission

of Toyota)
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Fig. 1.4 THI framework for safe, reliable, and effective care [10]. (Reprinted from www.IHIL.org with permission of the

Institute for Healthcare Improvement, ©2019)

This cannot be achieved overnight. Frankel et al.
[10] proposed a Framework for Safe, Reliable,
and Effective Care (Fig. 1.4) which describes the
culture and learning system domains as being
foundational and crucial to the success of safety
and quality systems.

Quality improvement efforts in a healthcare
organization need to be cognizant of the organi-
zational Culture (intentionally with a capital
“C”). Culture is the shared norms of a system.
There are hundreds of definitions of Culture.
Indeed, each organization most likely uses some
permutation of the aforementioned definition.
The CAUTI vignette, which has been carried
through this introductory chapter, has Culture as
a key component. The authors and editors of this
text have shared many examples of how quality
improvement initiatives fail, or are not sustained,
primarily due to the lack of appreciation of the
importance of Culture. There is no quick fix or
methodology to improve Culture. It is beyond the
scope of our introductory chapter, in this case-
based approach to quality improvement textbook,
to expound upon Culture. However, it must be

appreciated in these case vignettes that efforts to
drive quality improvement, without an under-
standing and appreciation of Culture, will not be
successful.

Vignette 1.5

It was found, when digging deeper into the
CAUTI outcomes, that the operating rooms
and emergency department did not espouse
the same values and Culture with regard to
CAUTI as that held by the inpatient units.
One can immediately see the problem and
how it can spiral into a bigger issue. If two
of the three stakeholders had a different cul-
tural approach to CAUTTISs, then there would
be no shared mental model. The emergency
department and operating rooms did not
feel ownership of the issue, as they believed
that their care was transient and the patient
was ultimately admitted to the inpatient
unit. To break this cultural logjam, the Chief
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Medical Officer brought the leadership of
these three areas together in a small group
meeting. The objective of the meeting was
to discuss, in an open forum, why two of the
stakeholders were not appreciating their
team’s role in CAUTIs. Contrary to one’s
impression, the 1-hour meeting did not per-
severate on the pathophysiology of CAUTIs
nor on specific tactics and strategies to
reduce CAUTIs. Rather, a significant por-
tion of the meeting addressed the mission,
vision, and values of the organization. By
elevating the meeting to a shared under-
standing of the organization’s commitment
to their patients, families, and community,
the Chief Medical Officer was able to imbue
the organization’s desired Culture to these
teams. Of course, this broader realization
did not happen overnight. The initial meet-
ing with the Chief Medical Officer put in
motion the goals of the three teams and laid
out how their work on CAUTIs would be a
microcosm of the bigger work and global
aim.

A successful approach to those stakeholders
that are recalcitrant, or do not see an issue as a
“problem” to be owned, is to move the issue to a
higher level and focus on the mission, vision, and
values of the organization. This is not a quick
solution, and the recalcitrant leader may need to
be reminded frequently, perhaps at the start of
each meeting on the topic, of their role in the
organization and how that ties into the mission,
vision, and values (Key Point Box 1.4).

Key Point Box 1.4 Mission, Vision, Values
Mission — the role of the organization
Vision — forward-looking statement of
what the organization wants to achieve in
the future

Values — principles and ideals that bring the
organization together

S. A. Godambe and R. K. Shah

It would be disingenuous to state that, imme-
diately after this meeting, these groups were
engaged. Culture change takes time — often years.
Once the Chief Medical Officer had the small
group meet, she further charged them to report
back to her monthly with their CAUTI data. At
subsequent meetings, the Chief Medical Officer
made it clear that the three leaders were account-
able for the CAUTI outcomes in the
organization.

Vignette 1.6

The hospital’s Board had heard about the
increase in CAUTIs and wanted this to be
presented by the Chief Quality Officer at
the next Board meeting. The Chief Quality
Officer struggled with presenting the data
as an absolute number of cases versus a
rate (numerator/denominator). The Chief
Quality Officer had also contemplated the
best manner in which to show the executive
leadership and Board other hospital
acquired conditions. She believed that if
the Board was engaged at present, and ask-
ing for data regarding CAUTISs, she should
seize this moment and put CAUTISs in con-
text with other hospital acquired condi-
tions. She struggled with how to best show
the Board the entirety of the information in
an understandable and meaningful way.

Rates are often used in quality improvement
and take various forms in their presentations.
The most common is the number of events
divided by a frequency. For CAUTI, the rate is
usually expressed as the number of catheter-
associated urinary tract infections divided by
the number of catheter days. Some individuals
(board members, executive leadership, or non-
clinical leaders) may not be able to immedi-
ately grasp the significance of small changes in
rates as having an impact on patients, especially
as we near zero. Dr. Richard Brilli, Chief
Medical Officer at Nationwide Children’s
Hospital, has been a proponent on using actual
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Fig. 1.5 Organizational structure needed for success

event frequency data, as well as rates, to help
organizations understand the scope of a prob-
lem [11]. It is much more tangible for leader-
ship, Boards, and frontline team members to
know that there were, for example, 17 CAUTIs
in the past year and 3 in the past quarter. To
tersely state a rate for this audience would not
be providing them the full context. As we con-
tinue to climb the quality tree, outcomes are
going to significantly improve, and the numera-
tors (number of actual events) will continue to
fall. Rates should also continue to drive down
to zero. Dr. Brilli was among the first to stress
the importance of zero as our goal for harm
reduction. Tacit in this goal is that we may need
to be agile in how we present our data — some-
times as an absolute number of events and other
times as a rate.

When faced with an improvement project, it is
crucial that the initiative is aligned with the orga-
nizational mission, vision, and values (Fig. 1.5).
We have seen that, in our institutions and when
working with other organizations, both the front-
line and executive leadership need to be able to
see how their work connects to the trajectory of
the organization.

At Children’s National, under the leadership
of our Executive Management and Board, we

4. Strategic objective

expectations.
5. Strategic objective
Values
Quality
Compassion
6. Strategic objective

Evaluation and improvement —,

Department
balanced scoreboard pumel

Department

pEg balanced scoreboard pame

Department
balanced scoreboard

Department
balanced scoreboard

| <—>|

Department
balanced scoreboard

<>

System strategic plan
System balanced scorecard
Leadership scorecard

Individual performance review

Department
balanced scoreboard

embarked upon a journey in which the account-
able executives over Patient Care Services (Chief
Operating Officer and Chief People Officer)
crafted contemporary organizational values.
These values are Compassion, Commitment, and
Connection (Fig. 1.6).

The importance of explicitly stating the orga-
nizational core values, and using them as levers
to drive engagement and improvement projects
forward, cannot be understated (Fig. 1.5).

Vignette 1.7

Despite aligning organizational awareness
around CAUTIs by using the Harm Index
to demonstrate to the employees and Board
that this issue was still pervasive, some
employees were not making the connection
to bundle compliance and the goals of the
organization. Frontline employees were
completing the CAUTI bundles approxi-
mately 50% of the time on average, and,
when looking at various microsystems, the
bundle compliance ranged from 30% to
70%. Therefore, the quality improvement
team was not surprised that the organiza-
tion was still having a CAUTI every



S. A. Godambe and R. K. Shah
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The Power of
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> i
m Children's National
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Fig. 1.6 Children’s National core values and behaviors with alignment to the organizational mission. (Courtesy of

Children’s National Hospital, Washington, DC)

45 days. The CAUTI steering committee
heard from frontline staff that they believed
there was no connection of their work to
the goals of the organization. The CAUTI
steering committee began to change their
messaging. The team began to include the
“why.” The leaders of this work started
each of their CAUTI meetings with a
patient story that related back to the organi-
zational mission, vision, and values. Often
times, a non-CAUTI story was utilized.
This tactic spread organically through the
organization and, before long, patient
safety stories were shared at the top of each
pertinent meeting. The patient stories gen-
erally lasted about 2-3 minutes and were
strategically used to connect the meeting,
and work of the team, to the mission of the
organization.

Starting each pertinent meeting with a safety
story is hugely impactful. A safety story is a brief
vignette of an event that occurred in the organiza-
tion, region, or otherwise, told by a member of
the committee. The story should be brief (90 sec-
onds or less), and the chair of the committee
should provide just a couple of minutes of discus-
sion to connect the story, address open items, and
move the meeting to the agenda items. An exam-
ple of a patient safety story presentation would
be: “I would like to start this meeting off with a
patient story. The patient was on the hospitalist
service on hospital day #3 when she spiked a
fever. The child had multiple lines and was admit-
ted for an aggressive respiratory infection. The
child was pan-cultured and found to have a uri-
nary tract infection with a Foley catheter, so this
was deemed to be a CAUTI. The child was trans-
ferred to the ICU for urosepsis, and required
aggressive antibiotic therapy for 3 days. She was
then discharged home after a total hospital stay of
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9 days. When reviewing the risk factors for the
CAUTI, it was noted that the unit’s bundle com-
pliance for CAUTI is only 60%. For this child,
the CAUTI bundle was not performed each time
for all elements. As a side note, the hospital cen-
sus is high and the ICU is at full capacity” (Key
Point Box 1.5).

Key Point Box 1.5 What Is a Bundle?

A bundle is a group of process interven-
tions (almost always evidence-based) put
into place for a specific metric, which has
been demonstrated to improve outcomes.

The specifics of how to tell a patient story
are important to share as the authors have often
seen patient stories taking 10-15% of an allot-
ted meeting or note stories that are not con-
nected back to the meeting agenda. Other times,
the stories are so profoundly impactful (e.g.,
patient death or egregious deviation from care)
that a portion of the meeting must be used to
immediately address some area(s) of concern
identified in the patient story. Such a story is
not effective if it did not achieve its goal of con-
necting the dots for the committee members

Fig. 1.7 Framework for
execution. (Reprinted
from www.IHILorg [12],
with permission of the
Institute for Healthcare
Improvement, ©2019)

Spread and sustain

Manage local
improvement

and grounding the team in their work, but
instead “hijacked” the agenda from the meet-
ing’s intended purpose. A safety story should
be a succinct vignette, preferably related to the
organization in some manner and presented in
90 seconds or less, that is used to demonstrate
organizational alignment and the work of those
in the meeting. Additionally, the importance of
patient and family participation on improve-
ment committees cannot be overstated. We need
to remember that, at some point, all healthcare
providers will also be consumers of healthcare.
We would want to be given the same respect
and ability to be involved in our care or the care
of our loved ones.

We are confident that this introduction has
provided the reader an idea as to what to expect
in the ensuing chapters. Quality and safety is the
paramount priority of most organizations glob-
ally and unequivocally for healthcare organiza-
tions. Naturally, there is much information as to
how to proceed, but the journey to zero harm
requires careful planning and time. Success takes
a shared vision, simple and measurable strategic
objectives, leadership and frontline engagement,
common operational language, perseverance, and
the desire to succeed.

Thomas Nolan’s Framework for Execution
[12] (Fig. 1.7) and the Toyota Production System

Achieve
strategic goals

Provitde leaders
for large system projects

Provide day-to-day

’ Develop human
leaders for microsystems

resources
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Triangle (Fig. 1.3) are some of the simplest rep-
resentations by which to drive improvement.
Both will be discussed in the ensuing chapters.
Nolan discussed the criteria necessary for break-
through performance: (1) to define breakthrough
performance goals; (2) to create a portfolio of
projects that support these goals; (3) to deploy
appropriate resources to ensure the success of
these goals; and (4) to create the oversight and
learning system to monitor and ensure success.
High reliability, as discussed by Weick and
Sutcliffe [13], is the goal for healthcare enter-
prises and their combined membership. It is not
for the faint of heart, but it remains elusive until
the many aforementioned criteria are attained.
We will be discussing their various components
in depth in this text.

Editors’ Comments

Each chapter will be followed by a synop-
tic chapter summary by the editors to put
the article into the broader context of the
textbook and healthcare quality improve-
ment overall. To simply reiterate the
abstract would not be of value. Rather, this
concluding section for each chapter will
attempt to pull the chapter and textbook
together and be forward-looking in nature
for the reader.

This introductory chapter attempts to
rekindle the burning platform in healthcare
by pushing us to strive for zero harm. To do
this, we implore readers to strive for zero
harm. To increase the level of sophistica-
tion in quality improvement, the authors
stress the importance of the Donabedian
quality triad of structure, process, and out-
comes. In beginning quality improvement
projects and when evaluating those that are
in sustain mode, it is crucial to ensure the
project has the right structure and that pro-
cess measures are being completed and
sustained as expected with controls in place
for accountability.

A key goal of this chapter is to also drive
home the concept of absolute numbers of

S. A. Godambe and R. K. Shah

harm compared to a rate and how to engage
an organization’s Board to understand and
be able to participate in discussions regard-
ing hospital-acquired conditions.
Additionally, engagement of our frontline
team members, our patients, and their fam-
ilies is needed for success. We need a com-
mon and simple operational language
which everyone can understand and rally
around.

Finally, Culture is important when eval-
uating why a quality improvement project
has stalled or is not achieving the desired
outcomes. Understanding your organiza-
tional Culture and ensuring its alignment
with quality improvement efforts is com-
pulsory, especially with stalled initiatives.
Many times, Culture is not explicitly
addressed and is evaded to avoid poten-
tially difficult conversations. One must use
the levers necessary to prioritize and high-
light the role of Culture in quality improve-
ment initiatives.

Chapter Review Questions

1. Describe how quality improvement strategies
have evolved over past decades.

Answer: Initial quality improvement strate-
gies focused on the low-hanging fruit, and, as
improvements occurred, it became necessary
to move to higher levels of sophistication and
reliability. At present, organizations are on dif-
ferent parts of the quality journey, and, as such,
their improvement strategies have differing
levels of sophistication (Fig. 1.1 and 1.2).

2. What is the difference between capacity build-
ing and capability building?

Answer: Capability building is the “abil-
ity,” or skill set, for improvement science.
Capacity is the “time,” resources, or organiza-
tional ability, to improve. An individual may
have capacity to lead improvement, but an
improvement initiative will be stymied with-
out capability.
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. How does Culture influence quality improve-
ment initiatives?

Answer: Culture drives improvement.
Without attention to Culture, much improve-
ment will be the result of the Hawthorne effect
and will not be able to be sustained. The value
of Culture development cannot be
underestimated.

. What are the elements of the Donabedian
quality triad?

Answer: Structure, Process, Outcome.

. How can an organization’s mission, vision,
and values be used as levers for quality
improvement?

Answer: It is crucial that staff appreciate
and understand their role in quality and safety
and how it aligns with the organization’s role.
The mission, vision, and values help the front-
line staff, manager, leader, and Board member
connect their safety and quality work with
organizational improvement efforts.

. How can patients and their families be incor-
porated into organizational quality improve-
ment initiatives?

Answer: It is imperative to include the
voice of the family and patient in organiza-
tional quality improvement. If we fail to
include these stakeholders, then our work is
not complete. It is quite easy to include
patients and families by working with your
Patient/Family Advisory Council, Volunteer
Services, or other such liaisons in your
organization.

. Describe the characteristics of the ideal sys-
tem for continuous process improvement.

Answer: The purpose of this question is to
get our readers to start thinking about the ideal
system for continuous process improvement.
The remaining chapters of this text provide
further insights, and we will return to this very
question throughout the text in the editor’s
comments. For now, we will state that the
ideal system for continuous process improve-
ment understands this is difficult work that
takes considerable organizational planning
and foresight. Capability and capacity need to
be built at the frontline level with significant

senior leadership, and Board, commitment
and visibility. The goal of this system is to
develop processes and procedures that are
clear, simple, and understandable and that
occur reliably. The organizational culture
needs to encourage bringing problems to the
surface and, for the most part, local ownership
of problem-solving.

. True or False: Healthcare systems are unique

and complex, so few concepts from other
industries are applicable to healthcare.

Answer: False. Healthcare has learned, and
continues to learn, much from other indus-
tries. Specific examples are included through-
out the chapter.

. Based on the discussions in this chapter, which

of the following is important to carrying out a

successful quality improvement project?

A. Alignment with organizational goals and
priorities.

B. Inclusion of patients and/or their families.

C. Assigned accountability and visible sup-
port of senior leadership.

D. Supportive culture that permits
transparency.
E. All of the above.
Answer: E.
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