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2007 National Reports: Some Good 
News, Need for Improvement

 The rate of improvement in quality 
between 1994 and 2005 was 2.3%, 
down from 3.1% from 1994-2004

 More than 60% of the disparities in 
quality of care have stayed the 
same or worsened for Blacks, 
Asians and the poor, and 
approximately 56% of disparities 
have not improved for Hispanics

 For Blacks, Asians, Hispanics and 
poor populations, about half of the 
core measures of quality used to 
track access to care are improving 

Figure 8

A. The Quality Problem

Who’s Happy?
 Physicians?
 Patients?
 Payers?
 Purchasers?
 Policy makers?

Why?

 The “why” is a systems 
challenge:
– The U.S. has extremely talented 

and qualified health care 
professionals who have not been 
trained to work in teams

– The delivery system is 
fragmented, so information 
doesn’t follow patients as they 
move from hospitals to other sites 
of care

– Payment is quality neutral
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Personal Experience

Have you been personally involved 
in a situation where a preventable 
medical error was made in your own 
medical care or that of a family 
member?

Yes

Don’t 
Know

No

Source: Kaiser Family Foundation / Agency for Healthcare Research and Quality / Harvard School of Public Health  National Survey 
on Consumers’ Experiences with Patient Safety and Quality Information, November 2004 (Conducted July 7 – September 5, 2005).

Did the error have serious health 
consequences, minor health 
consequences, or no health 
consequences at all? 

Minor health 
consequences

No health 
consequences

Serious health 
consequences

65%

1%

21%

10%
3%

34%
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Quality Improvement: 
Bridging the Implementation Gap
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How good is American healthcare?

Quality Improvement: 
Bridging the Implementation Gap
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We get it right 54% of the time.
-Brent James, MD, MStat
Executive Director, Intermountain Health Care

Quality Improvement: 
Bridging the Implementation Gap
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“There is nothing more difficult to plan, 
more doubtful of success, nor more 
dangerous to manage than the creation of 
a new order of things….”

-Nicolo Machiavelli, The Prince

The First Law of Improvement

“Every system is perfectly 
designed to achieve exactly 

the results it gets.”

Quality Improvement is an 
Orientation and Attitude

 We understand our 
work as processes 
and systems.

 We are committed 
to continuous 
improvement of 
processes and 
systems



Core Principles of Continuous 
Quality Improvement

 Customer Focus 
 Recovery Oriented
 Employee Empowerment
 Leadership Involvement
 Data Informed Practice
 Using Statistical Tools
 Prevention over Correction
 Continuous Improvement
 Participation and Communication at all levels

Measurement for    
Research

Measurement for Learning and 
Process Improvement

Purpose To discover new knowledge To bring new knowledge into daily practice

Tests One large "blind" test Many sequential, observable tests

Biases Control for as many biases as 
possible

Stabilize the biases from test to test

Data Gather as much data as possible, 
"just in case"

Gather "just enough" data to learn and complete 
another cycle

Duration Can take long periods of time to 
obtain results

"Small tests of significant changes" accelerates the 
rate of improvement

Why Test? Fundamental Questions for 
Improvement

–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?

Fundamental Questions for 
Improvement

– What are we trying to accomplish?
– Team Aim Statement

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

– Measures
– What changes can we make that 

will result in an improvement?
– Change Package

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

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

AIM

MEASURES

IDEAS



Compare the 3 questions to how 
we frame improvement

 Aim

 Measurement for 
learning

 PDSA

 What are we trying 
to accomplish? 

 How will we know 
a change is an 
improvement?

 What changes can 
we make to bring 
about 
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

AIM

MEASURE

IDEAS

What Are We Trying to 
Accomplish?

Aim: A written statement of the 
accomplishments expected from this 
improvement effort

Key components:
– A general description of aim
– “What are we trying to accomplish?”
– Guidance for carrying out the work and 

rationale
– Specific target population and time period
– Measurable goals

Example (Poor)

Our practice will reduce the risk of 
child abuse and neglect by changing 

office policies and procedures to 
provide anticipatory guidance for all 

parents. 

Sample Aim

By November 15, 2011, our practice will have 
procedures in place for key identified risk factors for 
child abuse (as a few examples):

 100% of the time we will screen for maternal 
depression.

 100% of the time we will refer families to community 
resources when indicated by assessment questions. 

SMAART Aim

Specific:  Understandable, 
unambiguous

Measurable:  Numeric goals
Actionable: Who, what, where, when
Achievable (but a stretch)
Relevant to stakeholders and 

organization
Timely: with a specific timeframe



AIM Worksheet

The (name of your team ) intend to accomplish

By (date)  

For (population)

because

Our goals include:

Special guidance that will help us stay on track:

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

AIM

MEASURE

IDEAS

How will we know a change is an 
improvement?

 Requires measurement

 Build measurement into daily work routine
– Data should be easy to obtain and timely
– Small samples over time

 Use qualitative & quantitative data
– Qualitative data is highly informative
– Qualitative data is easy to obtain

Measurement Guidelines

– Balanced set of 5 to 7 measures reported each 
month to assure that the system is improved

– Measures should reflect the aim and make it 
specific

– Measures are used to guide improvement and 
test changes

– Integrate measurement into daily routine
– Plot data measures over time and annotate 

graph with changes
– Outcome and process measures

Sample Measure

Target population
–Parents coming in for 2 Month well-visit 

in June
Numerator

–# of mothers who received the Edinburgh 
Assessment Tool

Denominator
–Total # of mothers who came in for 2 

month well-visit 

Types of Measures

 Outcome Measures
– Are the patients better? 

– Are the patients having a better experience? 

 Process Measures
– Are we doing the work we are supposed to be doing 

in order to improve outcomes?

 Balancing Measures
– As we do our improvement work, what is our impact 

on the rest of the system? 
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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?
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What Changes Can We Make That 
Will Result in Improvement?

Tests of Change need 2 components:
1. Change concepts (ideas): ready for use 
or ready to adapt to your unique 
environment  (**Use results from pre-
work assessment to inform what you 
need to change)
2. PDSA test method

The PDSA Cycle for Learning and 
Improvement

Act

• What changes
are to be made?

• Next cycle?

Plan
• Objective
• Questions and

predictions (why)
• Plan to carry out the cycle

(who, what, where, when)
• Plan for data collection 

Study
• Complete the

analysis of the data
• Compare data to

predictions
• Summarize

what was
learned

Do
• Carry out the plan
• Document problems

and unexpected
observations

• Begin analysis
of the data 

MODEL FOR IMPROVEMENT

Objective for this PDSA Cycle

DO: CARRY OUT THE CHANGE OR TEST; COLLECT DATA AND BEGIN ANALYSIS.

DATE:____CYCLE:____

PLAN:
QUESTIONS:

PREDICTIONS:

PLAN FOR CHANGE OR TEST: WHO, WHAT, WHEN, WHERE

PLAN FOR COLLECTION OF DATA: WHO, WHAT, WHEN, WHERE

P
DS

A

STUDY: COMPLETE ANALYSIS OF DATA; SUMMARIZE WHAT WAS LEARNED.

ACT: ARE WE READY TO MAKE A CHANGE?  PLAN FOR THE NEXT CYCLE.

Form for 
planning a 
PDSA cycle
supports 
prediction
and keeping 
one step ahead

PDSA: Break it Down/Simplify…
Plan - Figure out the questions you want to 

answer, plan  a way to answer the questions, and 
predict results

Do - “Just do it” (i.e. do the plan)

Study - What did you learn? 
Did your prediction hold? 

What assumptions need revision?

Act - What will you do with the knowledge you 
learned?

Adapt?  Adopt?  Abandon?

What do you want to do next?



Use of the PDSA Cycles

Multiple cycles

Evidence

Best 
Practice

Testable 
Ideas

Changes that 
Result in 

Improvement

A P

S D

A P

S D

Very Small Scale Test

Follow-up Tests

Wide-Scale Tests of Change

Implementation of 
Change

What are Tests?

Putting a change into effect on a 
temporary basis and on a small scale 

and learning about the potential 
impact

Task or Test?

 Task
– To do’s
– Meetings
– Posters
– Policy
– Committees

 Test
– Question
– Prediction
– Data
– Usually involves 

patient

Why Test?

 Increase your belief that the change will 
result in improvement

 Opportunity for learning from “failures” 
without impacting performance

 Document how much improvement can be 
expected from the change

 Learn how to adapt the change to 
conditions in the local environment

 Evaluate costs and side-effects of the 
change

 Minimize resistance upon implementation

Decrease the Time Frame 
for a PDSA Test Cycle

–Years
–Quarters
–Months
–Weeks
–Days
–Hours
–Minutes

Drop down next 
“two levels” to 
plan Test Cycle!

Smaller Scale Tests: 
The power of “one” 

Conduct the test with
one facility
one office 
one doc
one patient



What Can We Do Now! 

By Next Week,

By Tuesday,
By Tomorrow 

Sequential Building of Knowledge 
Include a Wide Range of Conditions in the 

Sequence of Tests
Breakthrough
Results

Theories, 
hunches,
& best practices

A P

S D

A P

S D

A P

S D

A P
S D

Test on a small scale

Test a wider group

Test new conditions

Spread

Implement

Do more testing- How? 

Smaller scale tests
Do tests in parallel

Diversity of 
funding

Membership of peds 
subspecialists

Overall Aim: Improving all identified 
aspects of our merged infrastructure

Operations 
documentation

Messaging

Engineering Change: 
PDSA 

(the Benefits of Repeated Cycles)

Increases belief that change will result in 
improvement

Allows opportunities for “failures” without 
impacting performance

Provides documentation of improvement
Adapts to meet changing environment
Evaluates costs and side-effects of the 
change

Minimizes resistance upon implementation

Tips for Success
 Improvement occurs in small steps

Repeated attempts are needed to test and 
implement new ideas

Assess regularly to improve plan 

Start with changes that are easy to test

Collect and study useful data during each test

Failed changes = learning opportunities

Test fast, fail fast, 
adjust fast (Tom Peters)

Eventually test over a wide range of 
conditions



Ways to Overcome Barriers 

• Test often before going through committee and 
forms approval process 

• Ask a patient for feedback

• Identify and utilize the early adopters

• Find VP or Sr. Leader who can become excited

• Feed senior leaders results-especially small 
ones

• Build on passion

• Recognize and reward people for trying

Do           Study
 Reasons for failed tests

– 1. Change not executed well
– 2. Support processes inadequate
– 3. Hypothesis/hunch wrong:

Change executed but did not result in 
local improvement

Local improvement did not impact 
access or efficiency

 Collect data during the Do Phase of the Cycle 
to help differentiate these situations.

Appropriate Scope for next 
PDSA Cycle

Current Situation Resistant Indifferent Ready

Low 
Confidence 
that current 
change idea 
will lead to 
Improveme
nt

Cost of 
failure 
large

Very Small 
Scale Test

Very Small 
Scale Test

Very Small 
Scale Test

Cost of 
failure 
small

Very Small 
Scale Test

Very Small 
Scale Test Small Scale 

Test

High 
Confidence 
that current 
change idea 
will lead to 
Improveme
nt

Cost of 
failure 
large

Very Small 
Scale Test Small Scale 

Test
Large Scale 
Test

Cost of 
failure 
small

Small Scale 
Test

Large Scale 
Test

Implement

Staff/Physician Readiness to Make Change

The Care Model for Child Health 
in a Medical Home

Some misuses of PDSAs

 Tendency to do too much in one PDSA, 
instead of several cycles

 Tendency to use PDSAs for information 
gathering or collecting data on a measure 
rather than beginning to test an idea for 
change

 Tendency to use PDSAs to complete all 
‘tasks’ on the project

NDP Early Lessons:
Motivation & Capacity

1. Leadership & key stakeholders need to be 
motivated and engaged in the change 
process.

2. A practice's capacity for change at 
baseline is a huge determinant for that 
practice's progress, and equally important 
is the ability to increase that capacity



NDP Early Lessons:
Leadership & Reflection

3. The most successful practices seem to 
have shared leadership systems rather 
than an individual physician leader.

4. A critically important role of leadership is 
to assure adequate time for personal and 
practice-level reflection.

NDP Early Lessons:
Relationships & 
Conversations

5. Despite being highly motivated some 
practices had serious dysfunctional 
problems within the relationship 
infrastructure that required significant 
time and energy on the part of the 
facilitator.

6. A critical factor in improving relationships is 
for leadership to assure adequate and 
appropriate conversations.

Early Lessons:
Technology & Fatigue
7. The technology in the New Model, while 

shining with possibilities, is not by any 
means an easy "plug and play" 
interface for the practices. 

8. Due in part to the ongoing challenges of 
technology, even the most successful 
practices are experiencing change 
fatigue.

NDP Early Lessons:
Help & Support

9. Depending on initial practice capacity assessment, 
may need one or more:
a. Targeted consultation – e.g. Advanced 

Access, EMR, finances, specific operations, etc.
b. Coaching – e.g. leadership, finances, etc.
c. Facilitation – e.g. relationships, reflection, 

leadership, etc (different intensity of joining 
practice and/or system, ranging from just being 
there to active facilitation).

d. Group Learning & Knowledge Access

NDP Early Lessons:
It’s Personal

For some physicians, the new model 
requires transformation at the personal 
level, as practices must move from a 
physician-centric approach to one that is 
more patient & relationship (team) centered. 

Each practice not only has a different way 
of implementing the new model, but each 
physician has a different vision of what 
transformation really is. 

William Edwards Deming

“It is not necessary to 
change. Survival is 
not mandatory.”


