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QI 101: Fundamentals of Improvement

Serious errors occur at the best hospitals and clinics — despite the best efforts of talented and dedicated
providers. As the Institute of Medicine (IOM) declared in 2001, in words that still ring true, “Between the
health care we have and the care we could have lies not just a gap, but a chasm.” This course launches
you on your journey to becoming a health care change agent. First, you’ll get a sense of the scope of the
problem, from an up-close and personal look at a wrong-site surgery at a major academic hospital... to a
high-level picture of the current quality of care in the US and around the world. Then you’ll begin to
work on a solution to the problem, using the roadmap for change offered by the Institute of Medicine’s
six aims for improvement — and a theory of how to change systems.

Estimated Time of Completion: 1 hour 15 minutes
Lessons

Lesson 1: Errors Can Happen Anywhere—and to Anyone
Lesson 2: Health Care Today

Lesson 3: The Institute of Medicine's Aims for Improvement
Lesson 4: How to Get from Here to There: Changing Systems

Course Objectives

After completing this course, you will be able to:

1. Conclude that serious errors can occur even in excellent health care settings.

2. List constructive approaches to responding to errors.

3. Compare the US health care system to those of other countries with respect to quality, safety, equity,
and cost.

4. List the six dimensions of health care, and the aims for each, outlined by the Institute of Medicine
(IOM) in 2001.

5. Give examples of how specific organizations have made significant improvements in care by pursuing
each of the IOM aims.

Contributors

Author(s):

Lloyd Provost, MS, Statistician and Senior Improvement Advisor, Associates in Process Improvement
Sandra Murray, MA, Improvement Advisor, CT Concepts

Robert Lloyd, PhD, Executive Director Performance Improvement, The Institute for Healthcare
Improvement

Editor(s):

Deepa Ranganathan, Content Manager, The Institute for Healthcare Improvement

Jane Roessner, PhD, Writer, The Institute for Healthcare Improvement



QI 102: The Model for Improvement: Your Engine for Change
This course will teach you how to use the Model for Improvement to improve everything from your
tennis game to your hospital’s infection rate. You'll learn the basic steps in any improvement project:
setting an aim, forming a team, selecting measures, developing ideas for changes, testing changes using
Plan-Do-Study-Act (PDSA) cycles, and measuring to determine if the changes you are testing are leading
to improvement.

Estimated Time of Completion: 1 hour 30 minutes
Lessons

Lesson 1: An Overview of the Model for Improvement
Lesson 2: Setting an Aim

Lesson 3: Measuring

Lesson 4: Developing Changes

Lesson 5: Testing Changes

Course Objectives

After completing this course, you will be able to:

1. Use the Model for Improvement to plan and execute your own personal improvement project.

2. Identify the key elements of an effective aim statement.

3. Identify three kinds of measures: process measures, outcome measures, and balancing measures.
4. Explain how to use change concepts to come up with good ideas to test.

5. Develop tests of change on a small scale, using the Plan-Do-Study-Act (PDSA) cycle.

Contributors

Author(s):

Lloyd Provost, MS, Statistician and Senior Improvement Advisor, Associates in Process Improvement
Sandra Murray, MA, Improvement Advisor, CT Concepts

Robert Lloyd, PhD, Executive Director Performance Improvement, The Institute for Healthcare
Improvement

Editor(s):

Deepa Ranganathan, Content Manager, The Institute for Healthcare Improvement

Jane Roessner, PhD, Writer, The Institute for Healthcare Improvement



QI 103: Measuring for Improvement

Measurement is essential in any improvement work: It tells you if the changes you are testing are
leading to improvement. But measurement for improvement is different from measurement for
research. In this course, you'll learn how to use three basic kinds of measures: outcome, process, and
balancing measures. You'll learn how to collect, display, and interpret data — to ensure that
measurement accelerates the pace of change, rather than slowing it down.

Estimated Time of Completion: 1 hour

Lessons

Lesson 1: Measurement Fundamentals
Lesson 2: Displaying Data
Lesson 3: Learning from Measures

Course Objectives

After completing this course, you will be able to:

1. List some of the key differences between measurement for improvement, measurement for
accountability, and measurement for research.

2. State the value of plotting data over time.

3. Interpret and identify the basic elements of a run chart.

4. Explain the basics of sampling: why and how.

Contributors

Author(s):

Lloyd Provost, MS, Statistician and Senior Improvement Advisor, Associates in Process Improvement
Sandra Murray, MA, Improvement Advisor, CT Concepts

Robert Lloyd, PhD, Executive Director Performance Improvement, The Institute for Healthcare
Improvement

Editor(s):

Deepa Ranganathan, Content Manager, The Institute for Healthcare Improvement

Jane Roessner, PhD, Writer, The Institute for Healthcare Improvement



QI 104: The Life Cycle of a Quality Improvement Project

The first three IHI Open School quality improvement courses introduced you to the fundamentals of
improving health care. In this course, you’re going to see how people in real health care settings actually
use these methodologies to improve care. You'll start by learning the four phases of an improvement
project's "life cycle": innovation, pilot, implementation, and spread. Next, you’ll delve deeper into the
theory of spreading change — both the foundational work by sociologist Everett Rogers, and IHI’s
Framework for Spread. This course presents two real case studies of organizations that actually used the
methodologies you're learning about to improve an important aspect of patient care.

Estimated Time of Completion: 1 hour 10 minutes

Lessons

Lesson 1: The Four Phases of a Quality Improvement Project
Lesson 2: Spreading Changes
Lesson 3: Case Study: Reducing Waiting Times Throughout the Veterans Health Administration

Course Objectives

After completing this course, you will be able to:

1. Describe the four phases of an improvement project.

2. Explain how an improvement project moves through each one of these phases.

3. List sociologist Everett Rogers’s five attributes of innovations that spread, and apply them to an
improvement project.

4. |dentify and describe the components of IHI's Framework for Spread.

5. Use the Framework for Spread to plan a simple spread project.

Contributors

Author(s):

Sue Butts, Improvement Advisor, Butts-Dion Consulting, Inc.

Editor(s):

Jane Roessner, PhD, Writer, The Institute for Healthcare Improvement

Reviewer(s):

Lloyd Provost, MS, Statistician and Senior Improvement Advisor, Associates in Process Improvement
Richard Scoville, PhD, Improvement Advisor/Consultant, The Institute for Healthcare Improvement



QI 105: The Human Side of Quality Improvement

If you want to improve a complex system, you’ll probably need to convince the people around you to do
things differently. But a change that seems sensible and beneficial to you may feel threatening to
others. In this course, you'll learn why culture change is crucial to the success of many improvement
projects. You’ll discover the most common reasons people resist change, and then you’ll practice
responding in a way that mitigates that resistance. You'll also learn how new ideas typically spread
through a population, and what you can do to help different parts of the population adopt the change.
Finally, you'll learn different ways to motivate people — and which methods are likely to be most
effective in a health care setting.

Estimated Time of Completion: 1 hour 30 minutes
Lessons

Lesson 1: Overcoming Resistance to Change
Lesson 2: What Motivates People to Change
Lesson 3: Culture Change Versus Process Change

Course Objectives

After completing this course, you will be able to:

1. Identify three common barriers to change.

2. List Everett Rogers’ five stages of diffusion of innovations.

3. Describe how to leverage differences among people for positive outcomes.

4. Define the concepts of intrinsic and extrinsic motivation, and evaluate the relative effectiveness of
each.

5. Describe how activities related to improving processes can influence the culture of an organization.

Contributors

Author(s):

David Williams, Improvement Advisor, truesimple consulting

Editor(s):

Kathleen Vega, BA, Freelance Writer, Kathleen B. Vega, Inc

Reviewer(s):

Lloyd Provost, MS, Statistician and Senior Improvement Advisor, Associates in Process Improvement
Richard Scoville, PhD, Improvement Advisor/Consultant, The Institute for Healthcare Improvement
Piotr Pilarski, MD Candidate (2011), Vanderbilt University School of Medicine



QI 106: Mastering PDSA Cycles and Run Charts

This course will expand on core concepts taught in Quality Improvement 102: The Model for
Improvement: Your Engine for Change. You'll learn how to use two essential tools for clinical quality
improvement: a PDSA (Plan-Do-Study-Act) template and a run chart template. Working through
simulated health care scenarios, you'll practice using these tools and increase your knowledge of how to
plan a series of tests of change, collect data, graph your results, and interpret what your graph is trying
to tell you.

Note: To make the most of this course, you’ll need Microsoft Word and Excel; versions 2010 or 2013 will
work best.

Estimated Time of Completion: 2 hours
Lessons

Lesson 1: Using a PDSA Template for Tests of Change
Lesson 2: A Deeper Dive into PDSA

Lesson 3: Using a Run Chart Template to Display Data
Lesson 4: A Deeper Dive into Run Charts

Course Objectives

After completing this course, you will be able to:

1. Use a PDSA template to help you plan a PDSA cycle.

2. Execute a series of PDSA cycles to sequentially test changes.

3. Create a run chart using an Excel template to display data.

4. Interpret a run chart to determine if changes are leading to improvement.

Contributors

Author(s):

Kevin Little, Ph.D, Principal, Informing Ecological Design, LLC

Editor(s):

Kathleen Vega, BA, Freelance Writer, Kathleen B. Vega, Inc

Reviewer(s):

Lloyd Provost, MS, Statistician and Senior Improvement Advisor, Associates in Process Improvement
Matthew Eggebrecht, Master of Healthcare Administration Degree Candidate (2009), University of
Minnesota

Richard Scoville, PhD, Improvement Advisor/Consultant, The Institute for Healthcare Improvement



QI 201: Guide to the IHI Open School Quality Improvement
Practicum

This course is designed to walk you through the process of conducting a quality improvement project. It
will call on your knowledge and learning from many other IHI Open School courses, and help you apply
quality improvement skills in a real-world setting. Unlike other courses in our catalog, you will submit
documents after several of the lessons.

To help make sure your project is headed in the right direction, we will review the project charter you
submit after Lesson 2 and provide written feedback. Then, at the end, after you turn in your summary
report, we will provide additional feedback about your project and the lessons learned.

(Note: We will provide feedback and award the IHI Open School Practicum Certificate only on student projects. Professionals
are welcome to participate in the Practicum, but we aren’t able to offer direct feedback at this time.)

Estimated Time of Completion: 1 hour 15 minutes + project time
Lessons

Lesson 1: Putting Quality Improvement into Practice

Lesson 2: Starting Your Project

Lesson 3: Looking for Changes? Try Cause and Effect Diagrams
Lesson 4: Spell Improvement with P-D-S-A

Lesson 5: Data: Collect and Display

Lesson 6: Summarizing Your Project

Course Objectives

After completing this course, you will be able to:

1. Use the Model for Improvement to plan and carry out a quality improvement project in your local
health care setting.

2. Develop a charter to guide you through a clinical quality improvement project.

3. List a family of measures — including outcome, process, and balancing measures — for your clinical
quality improvement project.

4. Develop a cause and effect diagram to help you understand your theories for accomplishing your aim.
5. Use multiple Plan-Do-Study-Act (PDSA) cycles to test changes in a health care setting.

6. Construct a run chart that tracks measures over time for your clinical quality improvement project.
7. Create a summary report that summarizes the learning from your clinical quality improvement
project.

Contributors

Author(s):

James Moses, MD, Director of Safety and Quality, Department of Pediatrics, Boston Medical Center
Michael Briddon, Managing Editor, Institute for Healthcare Improvement

Editor(s):

Jane Roessner, PhD, Writer, Institute for Healthcare Improvement



QI 202: Quality Improvement in Action: Stories from the Field
This course will cover the transition from learning about quality improvement (Ql) to practicing it every
day, outlining both challenges and solutions.

You will hear from students, frontline health professionals, and board members about their high (and
sometimes skewed) expectations of using quality improvement in the workplace. You’ll learn how —
and why — some of them failed and how they coped with the harsh realities they faced. Then, you’ll
learn strategies they used to finally make positive changes within their systems and for their patients —
and how to do the same thing on your health care journey.

Estimated Time of Completion: 3 hours
Lessons

Lesson 1: The Challenges of Quality Improvement

Lesson 2: Strategies to Sustain Your Quality Improvement Journey
Lesson 3: Stories of Improvement Success

Course Objectives

After completing this course, you will be able to:

1. Explain three reasons why health care professionals may be resistant to integrating quality
improvement.

2. Summarize why a top-down approach to integrating quality improvement hasn’t always worked in
health care.

3. List several ways to expand your social network in health care.

4. Explain how data and patient stories can help engage staff to get involved in quality improvement
work.

Contributors

Author(s):

Chris Grant, MD, Health Foundation & IHI Fellow/Consultant in Critical Care, Aintree University Hospitals
NHS Foundation Trust

Holly Oh, MD, Chief Medical Officer, Dimock Community Health Center

Editor(s):

Michael Briddon, Senior Managing Editor, Institute for Healthcare Improvement



PS 100: Introduction to Patient Safety

No one embarks on a health care career intending to harm patients. But much too often, patients die or
suffer injuries from the care they receive. In this course, you'll learn why becoming a student of patient
safety is critical for everyone involved in health care today. First, you’ll learn about the human and
financial toll of medical error around the world. Next, you’ll learn the basics of the psychology of error
and try your hand at identifying unsafe acts in real health care cases. Finally, you'll learn five essential
behaviors that any health care worker can adopt right away to improve the safety of patients.

Estimated Time of Completion: 1 hour 25 minutes
Lessons

Lesson 1: Understanding Medical Error and Patient Safety
Lesson 2: Understanding Unsafe Acts
Lesson 3: A Call to Action — What YOU Can Do

Course Objectives

After completing this course, you will be able to:

1. Summarize the scope of medical errors and unintended harm to patients that occur in health care.
2. Describe the impact of medical errors on patients, families, and practitioners.

3. Explain one classification system for medical errors and harm based on the work of James Reason.

4. |dentify five behaviors that any practitioner can engage in to improve safety for patients in his or her
direct care.

Contributors

Author(s):

Doug Bonacum, MBA, CSP, Vice President for Safety Management, Kaiser Permanente

Editor(s):

Kathleen Vega, BA, Freelance Writer, Kathleen B. Vega, Inc

Reviewer(s):

Lucian Leape, MD, Adjunct Professor of Health Policy, Harvard University School of Public Health
Barbara Edson, RN, MBA, MHA, Director of Collaborative Learning, North Carolina Center for Hospital
Quality and Patient Safety

10



PS 101: Fundamentals of Patient Safety

This course provides a comprehensive introduction to the field of patient safety. You’ll learn the
different types of errors, why errors occur, and how they can be prevented. You’ll understand effective
and ineffective strategies for responding to errors when they do occur — especially with the goal of
reducing, and ultimately eliminating, the chance that they’ll occur again. You’ll learn about the different
kinds of error-reporting systems, and the effectiveness of each. Finally, you’ll learn about the difference
between error and harm — and why reducing harm is the appropriate target of efforts to improve safety.

Estimated Time of Completion: 1 hour
Lessons

Lesson 1: To Err Is Human

Lesson 2: Responding to Error

Lesson 3: Identifying and Reporting Errors
Lesson 4: Error versus Harm

Course Objectives

After completing this course, you will be able to:

1. List the main types of errors utilizing Reason’s classification system.

2. Explain effective and ineffective strategies for responding to errors when they do occur.
3. Discuss the value and limitations of voluntary reporting systems.

4. Analyze the similarities and differences between error and harm.

Contributors

Author(s):

Fran Griffin, RRT, MPA, Director, The Institute for Healthcare Improvement

Editor(s):

Kathleen Vega, BA, Freelance Writer, Kathleen B. Vega, Inc

Reviewer(s):

Lucian Leape, MD, Adjunct Professor of Health Policy, Harvard University School of Public Health

11



PS 102: Human Factors and Safety

This course is an introduction to the field of “human factors”: how to incorporate knowledge of human
behavior, especially human frailty, in the design of safe systems. You’ll explore case studies to analyze
the human factors issues involved in health care situations. And you’ll learn how to use human factors
principles to design safer systems of care — including the most effective strategies to prevent errors and
mitigate their effects. Finally, you’ll learn how technology can reduce errors — even as, in some cases, it
can introduce new opportunities for errors.

Estimated Time of Completion: 1 hour
Lessons

Lesson 1: Understanding the Science of Human Factors
Lesson 2: Changes Based on Human Factors Design Principles
Lesson 3: Using Technology to Mitigate the Impact of Error

Course Objectives

After completing this course, you will be able to:

1. Apply the basic concepts of the science of human factors to healthcare scenarios.

2. Describe how changes to processes can mitigate the effects of factors that contribute to error.

3. Define the basic concepts of simplification, standardization, constraints and forcing functions, and
redundancies.

4. Define the risks and benefits of the use of technology in the creation of safe care.

Contributors

Author(s):

Frank Federico, RPh, Executive Director, Strategic Partners, The Institute for Healthcare Improvement
Editor(s):

Kathleen Vega, BA, Freelance Writer, Kathleen B. Vega, Inc

Reviewer(s):

Lucian Leape, MD, Adjunct Professor of Health Policy, Harvard University School of Public Health

12



PS 103: Teamwork and Communication

No matter how safe we make the design of systems in which we work, there is no substitute for
effective teamwork and communication. In this course, you’ll learn what makes an effective team.
Through case studies from health care and elsewhere, you'll analyze the effects of teamwork and
communication on safety. You'll learn essential communication tools, such as briefings, SBAR, and the
use of critical language. Finally, you’ll learn how to use these tools when they are most essential—at
transitions in care, when errors are most likely to occur.

Estimated Time of Completion: 1 hour
Lessons

Lesson 1: Why Are Teamwork and Communication Important?
Lesson 2: Basic Tools and Techniques

Lesson 3: Communication During Times of Transition

Lesson 4: Developing and Executing Effective Plans

Course Objectives

After completing this course, you will be able to:

. List the attributes of an effective team.

. Report why effective teamwork is important to patient safety.

. Define SBAR.

. List characteristics and behaviors of effective team leaders.

. Describe how to conduct an effective briefing.

. List at least two mechanisms to encourage safe patient care transitions.
. Define verbal repeat back.

00O N O U1 A WN BP

. Identify benefits of planning in patient care.
Contributors

Author(s):

Michael Leonard, MD, Physician Leader for Patient Safety, Kaiser Permanente, Kaiser Permanente
Editor(s):

Kathleen Vega, BA, Freelance Writer, Kathleen B. Vega, Inc

Reviewer(s):

Lucian Leape, MD, Adjunct Professor of Health Policy, Harvard University School of Public Health

13



PS 104: Root Cause and Systems Analysis

This course introduces students to a systematic response to error called root cause analysis
(RCA). The goal of RCA is to learn from adverse events and prevent them from happening in the
future. The three lessons in this course explain RCA in detail, using case studies and examples
from both industry and health care. By the end, you’ll learn a step-by-step approach to
completing an RCA after an error —and improving the process that led to the error.

Estimated Time of Completion: 1 hour 30 minutes

Lessons

Lesson 1: Root Cause Analysis Helps Us Learn from Errors

Lesson 2: How a Root Cause Analysis Works

Lesson 3: How Root Cause Analysis Can Help Improve Health Care
Course Objectives

After completing this course, you will be able to:

1. Explain how adverse events can be used as learning opportunities.

2. Determine which adverse events are appropriate for root cause analysis (RCA).
3. Describe how RCA works and be able to follow it at a local hospital or clinic.

4. Explain how you can use RCA to address system problems in health care.
Contributors

Author(s):

Samuel Huber, MD, Senior Instructor, Department of Psychiatry, University of Rochester Medical Center
Greg Ogrinc, MD, Associate Professor of Community and Family Medicine and of Medicine, Dartmouth
Medical School

Editor(s):

Kathleen Vega, Freelance Writer, Kathleen B. Vega, Inc.

Reviewer(s):

Barb Edson, RN, MBA, MHA, Director, Collaborative Learning, North Carolina Center for Hospital Quality
and Patient Safety, North Carolina Hospital Association

Lucian Leape, MD, Adjunct Professor of Health Policy, Harvard School of Public Health

Jo Inge Myhre, Fifth-Year Medical Student, University of Oslo
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PS 105: Communicating with Patients After Adverse Events

You chose to work in health care in order to care for people. So when you accidentally harm a
patient, it can be exceptionally hard to talk about it. In this course, you'll learn why
communicating with patients after adverse events can feel so difficult for health care
professionals —and why it’s nonetheless essential. You’ll learn what to say to a patient, and
how to say it, immediately after such an event occurs. You'll also learn how to construct an
effective apology that can help restore the trust between the caregiver and the patient. You’ll
find out what kinds of support both patients and caregivers may need after an adverse event.
Finally, you’ll consider how to communicate when an error causes minor harm to a patient or
does not reach the patient at all.

Estimated Time of Completion: 2 hours

Lessons

Lesson 1: The Importance of Communication When Things Go Wrong
Lesson 2: Responding to an Adverse Event: A Step-by-Step Approach
Lesson 3: The Impact of Adverse Events on Caregivers: The Second Victim
Lesson 4: The Apology

Lesson 5: To Communicate or Not to Communicate

Course Objectives

After completing this course, you will be able to:
. Explain why communication is important after an adverse event.
. List the steps a clinician should take after an adverse event occurs.
. Describe the perspective of the patient after an adverse event.

1

2

3

4. Describe the impact of adverse events on providers.

5. Explain the importance and structure of an effective apology.
6

. Summarize the debate about whether all events and errors should be communicated to patients.
Contributors

Author(s):

Frank Federico, RPh, Executive Director, Strategic Partners, Institute for Healthcare
Improvement

Allan Frankel, MD, Principal, Pascal Metrics Inc.

Editor(s):

Kathleen Vega, BA, Freelance Writer, Kathleen B. Vega, Inc

Reviewer(s):

Barb Edson, RN, MBA, MHA, Director, Collaborative Learning, North Carolina Center for Hospital
Quality and Patient Safety, North Carolina Hospital Association

Lucian Leape, MD, Adjunct Professor of Health Policy, Harvard School of Public Health

Liam Shields, candidate for Bachelor of Nursing degree (2010), University of Dundee, Scotland

15



PS 106: Introduction to the Culture of Safety

As long as human beings provide health care, mistakes and errors will occur. However, health
care providers can reduce the likelihood of such mistakes and errors, and limit their impact, by
fostering a “culture of safety.” This is an environment that encourages people to speak up
about safety concerns, makes it safe to talk about mistakes and errors, and encourages learning
from these events. How providers can create and foster a culture of safety is the focus of this
course.

Estimated Time of Completion: 2 hours
Lessons

Lesson 1: The Power of Speaking Up

Lesson 2: What Is a Culture of Safety?

Lesson 3: How Can You Contribute to a Culture of Safety?
Course Objectives

After completing this course, you will be able to:

1. Explain the importance of speaking up about safety concerns and comment on why this is
difficult.
2. Describe the elements of a culture of safety.
3. Give examples of ways in which a culture of safety can help improve the care you provide.
4. Identify ways you can foster a culture of safety in your day-to-day work.
Contributors

Author(s):

Allan Frankel, MD, Principal, Pascal Metrics Inc.

Michael Leonard, M.D., Principal, Clinical Group, Pascal Metrics Inc.

Reviewer(s):

Jonathan Finkelstein, MD, MPH, Associate Professor, Harvard University Medical School

Lucian Leape, MD, Adjunct Professor of Health Policy, Harvard School of Public Health

Tiffany Lightfoot, RN, MS, Registered Nurse, University of Illinois

Barbara Edson, RN, MBA, MHA, Sr. Director, Clinical Quality, Health Research & Educational Trust (HRET)
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PS 201: Partnering to Heal: Teaming Up Against Healthcare-
Associated Infections

Partnering to Heal: Teaming Up Against Healthcare-Associated Infections is a computer-based,
interactive learning tool for early-career clinicians, health professional students, patients, and visitors on
preventing healthcare-associated infections. The training video was created by the U.S. Department of
Health & Human Services (HHS), in consultation with subject matter experts from various disciplines and
sectors, as well as patient advocates, as part of a wider effort that works closely with public and private
sector partners to improve the quality, safety, and affordability of healthcare for all Americans.

The dramatization is intended to increase awareness of the risks of healthcare-associated infections and
the opportunities for preventing such infections. It is not intended to reflect common clinical care.
Certain scenes demonstrate a worst-case scenario of how lapses in medical judgment, communication,
teamwork, and attention to infection control practices might impact patient outcomes. The intent is to
provide a training tool for use by health professionals, students, patients, and their families about
patient safety concepts, rather than provide an accurate or comprehensive depiction of conditions
caused by specific pathogens.

This interactive video, authored in part by Vet-Work Learning Solutions, Inc., was funded in whole or in
part by the U.S. Department of Health and Human Services under U.S. Government contract
HHSP233200900228A.

Department of Health and Human Services (HHS) hosted materials are available free of charge on the
HHS website at http://www.hhs.gov/partneringtoheal

Estimated Time of Completion: 2 hours
Lessons

Lesson 1: Partnering to Heal
Course Objectives

After completing this course, you will be able to:

1. Identify when and how to speak to colleagues and other providers about safety practices and
improvement efforts.

2. Explain the role of the patient and family in preventing healthcare-associated infections.

3. Identify effective methods to communicate the importance of safety practices.

4. List at least three approaches to working with those skeptical about the importance of safety
practices and improvement efforts.

Contributors

Author(s):
United States Department of Health and Human Services

17
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PS 202: Preventing Pressure Ulcers

Pressure ulcers, or bed sores, continue to be a significant problem in health care today. They cause
unnecessary harm to patients, increase length of stay, and cost organizations millions of dollars every
year. They are also preventable. In the four lessons of this course, we’ll quickly explain the basics of
pressure ulcers, and then spend the bulk of our time talking about how to prevent them and treat them.
WEe'll highlight exemplary organizations, share the latest research, and provide video tips that you can
put to use in your local setting.

Estimated Time of Completion: 1 hour 30 minutes

Lessons

Lesson 1: Why Work on Preventing Pressure Ulcers?

Lesson 2: Assessing Patients

Lesson 3: Responding to Patients

Lesson 4: How to Implement a Pressure Ulcer Prevention Program
Course Objectives

After completing this course, you will be able to:

1. Explain the importance of preventing pressure ulcers.

2. Define the key elements in pressure ulcer assessment.

3. Define the key elements in pressure ulcer prevention.

4. Apply a range of tools and methods for responding to at-risk patients.

5. Outline how to implement a reliable pressure ulcer prevention program.
Contributors

Author(s):
Kathleen Vega, BA, Freelance Writer, Kathleen B. Vega, Inc.
Kathy Duncan, RN, Faculty, Institute for Healthcare Improvement

Editor(s):
Michael Briddon, Senior Managing Editor, Institute for Healthcare Improvement
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L 101: Becoming a Leader in Health Care

When you think of a leader, what comes to mind? A president? A CEO? No matter what your position or
formal title is, you can be a leader. In this course, you’ll zoom in on a hospital that’s having some trouble
with infection control. As you grapple with this case, you’ll learn that leadership isn’t a position of
authority—it’s an action. You'll learn how to persuade different types of people and build enough unity
to move forward. Finally, you’ll learn how to measure your effectiveness as a leader. Written reflections
and discussions are key to this course—don’t skip them! Periodically you'll be directed to a Google
Group where you can post your answers and discuss them with other students. (When you post for the
first time, you’ll be asked to verify your email address or sign in to Google if you already have an
account. You do not need a Gmail address to post.)

Estimated Time of Completion: 1 hour 30 minutes
Lessons

Lesson 1: Taking the Leadership Stance

Lesson 2: The Leadership Stance Is Not a Pose
Lesson 3: Influence, Persuasion, and Leadership
Lesson 4: Measuring Leadership

Course Objectives

After completing this course, you will be able to:

1. Identify three ways to take a leadership stance, even if you are not in a formal leadership position.
2. List at least three reactions that followers might have when leaders initiate action—and understand
what’s behind each reaction.

3. Describe three kinds of approaches leaders use to persuade others to make changes.

4. Describe how to assess the effectiveness of leaders.

Contributors

Author(s):
James Reinertsen, MD, President, The Reinertsen Group
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QCV 101: Achieving Breakthrough Quality, Access, and
Affordability

How does an organization go from providing ho-hum, average care to providing breakthrough quality,
access, and affordability to patients? In this course, you'll learn to apply a basic framework for designing,
operating, and improving complex systems of care that can lead to rapid gains in performance. First,
you’ll learn that while advances in technology have led to much better patient outcomes over the past
few decades, they’ve also made for a much more complex health care system. That complexity makes it
impossible to predict exactly how the system will perform dynamically, which in turn means that
constant, broad-based innovation is absolutely required as staff members discover “weak signals” of
system failure. Improving big clinical problems such as central line infections, you’ll learn, requires that
staff members report tiny, apparently harmless problems as they occur — and it requires that senior
leaders actually do something about those problems. By the end of this course, you’ll identify the “weak
signals” of system failure all around you, and you’ll also figure out exactly what your organization needs
in order to respond effectively.

Estimated Time of Completion: 1 hour 45 minutes

Lessons

Lesson 1: Two Mustangs

Lesson 2: How to Make Complex Systems Fail
Lesson 3: Solving Problems in Complex Systems
Course Objectives

After completing this course, you will be able to:

1. Explain why system complexity requires us to take a methodical approach to system design,
operation, and improvement.

2. Explain how the absence of this methodical approach will cause complex systems to fail predictably.
3. Propose specific applications of this methodical approach to the design, operation, and improvement
of health care.

Contributors

Author(s):

Steven Spear, DBA, SM, SM, Senior Fellow, Massachusetts Institute of Technology

Tom Downes, MB BS, MRCP, MBA, MPH (Harvard), Consultant Geriatrician and IHI Fellow, Sheffield
Teaching Hospitals

Reviewer(s):

Jonathan Finkelstein, MD, MPH, Associate Professor, Harvard University Medical School

Sean O'Neill, PhD, Medical Student, Northwestern University

Eugene Litvak, PhD, President and CEQ, Institute for Healthcare Optimization
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PFC 101: Dignity and Respect

What does it mean to treat patients and families with dignity and respect? It means that health care
providers listen to and honor patient and family perspectives and choices. Providers incorporate patient
and family knowledge, values, beliefs, and cultural background into the planning and delivery of care.
Providers anticipate patient and family needs, and meet those needs in a clean, safe environment. The
health care team provides emotional support to patients and families, and strives to alleviate their fear
and anxiety. How can providers accomplish all of this? By learning and then practicing the specific skills
described and illustrated in this course.

Estimated Time of Completion: 2 hours
Lessons

Lesson 1: An Introduction to Patient- and Family-Centered Care
Lesson 2: First Impressions

Lesson 3: Privacy and Confidentiality

Lesson 4: Culture and Belief Systems

Lesson 5: Creating a Restful and Healing Environment

Course Objectives

After completing this course, you will be able to:

1. Explain why providing patient- and family-centered care is an essential component of safe, reliable
care.

2. Describe and use specific skills for treating patients and their families with dignity and respect,
especially when first meeting patients and their families.

3. Describe and use specific skills for ensuring patients’ privacy and confidentiality.

4. Describe and use specific skills for respecting patients’ and families’ cultures, languages, and belief
systems.

5. Describe and use specific skills for creating a restful and healing environment for patients and their
families.

Contributors

Editor(s):

Jane Roessner, PhD, Writer, Institute for Healthcare Improvement

Reviewer(s):

Jonathan Finkelstein, MD, MPH, Associate Professor, Harvard University Medical School
Maureen Connor, RN, MPH, Executive Director of Quality and Safety, Patient Care Services, North Shore
Medical Center

James Conway, MS, Faculty, Harvard University School of Public Health

Rebecca Ng, MPH, MPH Student, Emory University

Michele Lloyd, Healthcare Executive, The Children's Hospital of Philadelphia

Juliette Schlucter, BS, Family-Centered Care Consultant, Bridgekeeper

Sue Sheridan, MIM, MBA, President, CAPS
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PFC 102: A Guide to Shadowing: Seeing Care through the Eyes of

Patients and Families

In this one-lesson course, we’ll introduce you to patient and family shadowing, a valuable exercise for
health professions students and health care professionals at any stage of their career. You’ll learn five
steps for using shadowing to better empathize with patients and families. You'll see how empathy can
help you in your daily work, and how it can drive a sense of urgency to start testing and spreading
changes to improve care.

Estimated Time of Completion: 30 minutes

Lessons

Lesson 1: A Guide to Shadowing: Seeing Care through the Eyes of Patients and Families
Course Objectives

After completing this course, you will be able to:

1. Define patient and family shadowing.

2. List five steps for conducting a successful shadowing project.

3. Describe how to interact with patients, families, and clinical staff involved in a shadowing project.
4. Discuss how you can use your shadowing experience to create a care experience flow map,
observational summary, and final report.

5. Explain how shadowing can help you come up with ideas for changes to improve care.

Contributors

Author:

Anthony Digioia, MD, Medical Director, The Bone and Joint Center at Magee-Womens Hospital and the
PFCC Innovation Center of the University of Pittsburgh Medical Center

Editor:

Laura Fink, Content Manager, Institute for Healthcare Improvement

Reviewer(s):

James Moses, MD, Director of Safety and Quality, Department of Pediatrics, Boston Medical Center
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PFC 103: Having the Conversation: Basic SKills for

Conversations about End-of-Life Care

In conjunction with the Boston University School of Medicine and The Conversation Project, the IHI
Open School offers this course to introduce students and health professionals to basic skills for having
conversations with patients and their families about end-of-life care wishes.

This course will also help you develop skills to have conversations with patients and their families about
their preferences for care at the end of life. As part of developing these skills, the course invites you to
“have the conversation” yourself, with a family member or other loved one.

Estimated Time of Completion: 2 hours

Lessons

Lesson 1: Conversation: An Essential Element of Good End-of-Life Care

Lesson 2: The Conversation Begins with You

Lesson 3: Understanding and Respecting Your Patients’ Wishes

Lesson 4: Changing the Culture: Better Ways to Care for Patients Nearing the End of Life

Course Objectives

After completing this course, you will be able to:

1. Conduct conversations with patients and families to learn their wishes regarding end-of-life care.

2. Explain available treatment options to patients and families in terms they can understand.

3. Demonstrate how to answer difficult questions patients and families ask related to end-of-life care.

4. Facilitate conversations with patients and families to help them make decisions about end-of-life care,
based on an understanding of what matters most to them.

Contributors

Author:

Eric Hardt, MD, Associate Professor of Medicine, Boston University School of Medicine

Jessica McCannon, MD, Assistant in Medicine, Massachusetts General Hospital

Lisa Norton, MD, Clinical Assistant Professor of Medicine, Boston University School of Medicine
Jane Roessner, PhD, Writer, Institute for Healthcare Improvement

Winnie Suen, MD, Adjunct Assistant Professor of Medicine, Boston University School of Medicine
Editor:

Michael Briddon, MA, Senior Managing Editor, Institute for Healthcare Improvement

Reviewer(s):

Lachlan Forrow, MD, Director of Ethics and Palliative Care Programs, Beth Israel Deaconess Medical
Center

Julie Freedman, MD, Palliative Care Team Leader, Contra Costa Regional Medical Center

Victoria Parker, DBA, Associate Chair of Health Policy and Management, Boston University School of
Public Health
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TA 101: Introduction to Population Health

This course will introduce you to the concept of population health — a different way of thinking about
how and why some of us enjoy healthy lives and others do not. We’ll learn about a number of
interventions and factors (some may be new to you) that influence our health outcomes. We'll learn
about the roles health professionals play when promoting and practicing population health. And, finally,
we’ll see examples of several successful interventions that are improving health and health outcomes
for different populations around the world today.

Estimated Time of Completion: 1 hour 30 minutes

Lessons

Lesson 1: What is Population Health?

Lesson 2: The Small (But Powerfull) Impact of Health Care
Lesson 3: Population Health in Action

Course Objectives

After completing this course, you will be able to:

1. Discuss the continuum from providing health care to individuals to providing health care to a
population.

2. Explain the responsibilities of clinicians and health care systems in optimizing population-level
outcomes with available resources.

3. Understand medical care as one determinant of the overall health of a population, and the
relationship of health care quality and safety to population health.

4. Provide examples of population-level interventions designed to improve overall health.

Contributors

Author(s):

Jonathan Finkelstein, MD, MPH, Associate Professor, Harvard University Medical School

Editor(s):

Jane Roessner, PhD, Writer, Institute for Healthcare Improvement

Michael Briddon, Managing Editor, Institute for Healthcare Improvement

Reviewer(s):

James Moses, MD, Director of Safety and Quality, Department of Pediatrics, Boston Medical Center
Jo Inge Myhre, Student, Norwegian Medical Students Association

Kristine Onarheim, Student, Student, Norwegian Medical Students Association

Kevin Rooney, MBChB FRCA FFICM, Professor of Care Improvement, NHS Scotland

Valerie Pracilio, MPH, Project Director for Quality Improvement, School of Population Health, Thomas
Jefferson University

David Kindig, M.D., Rh.D, Emeritus Professor of Population Health Sciences, University of Wisconsin
Martha Rome, RN, MPH, Director, Triple Aim, Institute for Healthcare Improvement
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Patient Experience:
Patients and Families at

the Center

August 2012

Disclosure

The following member of the Patient Experience
Critical Few Training Planning Committee reports a
potential or actual conflict of interest: JJ Schulte, MD
[Speaker’s Bureau: Pfizer, Bristol-Myers Squibb, Otsuka;
Resolution: Planner’s disclosed relationships are not
inherently relevant to the activity and do not create a
bias when creating content]

All other members/faculty of the Patient Experience
Critical Few Training Planning Committee report no
actual or potential conflict in relation to this activity.

This activity has no commercial or promotional support.
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Today’s Topics

Welcome

Sponsor Message

Patient Experience: Service
Inclusion

Patient Experience: Target Zero and
Safety

Cg:) Premier Health

Objectives

» Describe the mindset and behavior changes
needed in relation to the culture change
around the Patient Experience

» Describe the Critical Few tactics and how
these tactics relate to me as a physician




Patient Experience
Starts with Me...

Every Person, Every Time.

@D Premier Health

The Future State 2014
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Core Values
Respect, Integrity, Compassion, Excellence

Patients and families are our purpose and
they are at the center.

Our Patient Experience encompasses
safety, Quality, and Service.

We can only be successful as a team when
the patient and family are the first
members of that team.

We all impact Patient Experience—the
complete care team includes everyone
from the storeroom to the boardroom.

As we live out our core values, we will
excel at creating human connections
building healthy relationships to care for
the entire patient, and provide excellent
clinical care.

Patient Experience will be built on the
foundation of our core values. Everyone
deserves our respect, integrity,
compassion, and excellence.

As patients and families come to us for
care, they will have a seamless. consistent
experience across PHP.




Healthy Relationships

» A Foundational Culture of Caring

— An understanding that how well we care for
patients and families is dependant on the
integration of three critical relationships:

« Relationships with g !
patients and ' _
families patients and their

; ; ) e !
« Relationships with the families
complete care team

« Care of self

7
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Healthy Relationships

“Too often we underestimate the power of
a touch, a smile, a kind word, or a
listening ear, an honest compliment or the
smallest act of caring, all of which have
the potential to turn a life around”

— Leo Buscaglia




Healthy Relationships

» The Power of Perception

— Perceptions are formed within the
first three seconds of EVERY
interaction

— When these perceptions lead us to
judgment about patients and
families, we are unable to have
compassion.

« While we may not be able to connect
with the decisions they have made
leadinghup to now, we can connect
with where they are today; We
wouldn’t wish this on anyone...

9
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Accountability

» Peer Accountability requires: |

— Checking each other

» Watching out for each other,
sharing situational awareness,
calling attention to issues

— Coaching each other

« Observing each other and
providing feedback, either
encouragement and praise or
discouragement and correction




Accountability (ARCC) Tool

The ARCC tool will assist you in interacting with peers
when the opportunity to improve exists.

A: Ask a Question: “Shouldn’t we...?”
if that doesn’t work,

R: Make a Request: “I'm requesting that...”

if that doesn’t work,

C: Voice a Concern: “l have a concern...”
If that doesn’'t work,

C: Use Chain of Command: “l need to talk with my
supervisor”

1
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Behavior Standards

Based on our Core Values and defined by our Patient
Experience Guiding Principles.
— Respect - patient/family at the center, build trust,
intentionally manage patient/family perceptions

— Integrity - the patient experience starts with ME - every
person, every time

— Compassion - patients and their families are the first members
of the care team, care for AND about the patient and their
family

— Excellence - safety and quality are expected, provide a

seamless experience, and do the critical few things
exceptionally well

Our Behavior Standards will be reflected in all we do, every

time, with every patient and their family, and with the

1-7



Making the Most of Moments

Voice of the Patient Advisory
Council

Connect with the patient/family

Look for non-verbals and behaviors from patient
and family to confirm their understanding or
concerns

Communication and collaboration is key and
fundamental

Must be sincere and genuine in your desire to
build a relationship with the patient and family
|dentify any potential problem.

— Always think ahead to prevent problems

13

cg) Premier Health

Members have shared insights such as:

— “You treat us like we are visiting you. Really you are
visitors in our lives”

— “You have a difficult time sharing bad news. We
have the right to know what is going on with us or
our family”

— “It doesn’t seem the physicians communicate with
each other. A physician will tell you the plan and
then another will share a different plan with you.”

— “Is it unreasonable to ask that the physician would
talk to the patient and family daily about the plan of
care?” 14
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AIDET

Acknowledge
(—

» Personally engage the
patient, family member,
visitor or member of the
care team
— Always acknowledge the

person first by looking up
from your work

— Provide eye contact and a
warm smile!

— Call them by name /avoid
nicknames

— Be genuine

Introduce

» Begin the relationship using
formal names: “Hello/Good
Morning Ms. Jones; Mr.
Patterson; Mrs. Smith”

* Introduce yourself - let them
know who you are and how
you are going to help them.
— When appropriate, give your

credentials and/or level of
experience.

* Do not call individuals names
like ‘honey’ or ‘sweetie’

~




Duration
4

INe)

e Tell how long...
— Until | get my medications?
— Will this test or treatment take?
— Will | be sitting here?
— Will | be here?

— Until my test results are back?
— Unit you get this bill corrected?
6 — Until | will get discharged?

— Until | will get pain relief?

— Until | get to my room?

— Until | will hear back with a
response to my concern?

Explanation

* Who, What, Why, Where, When, and How

— Services: Tell the patient and family the plan of
care, what’s about to happen or when and where
they are going! Discuss patient’s plan of care with
care team members for reinforcement of the plan
and to ensure nothing falls through the cracks.

— Equipment: Tell what the device is and noises it will
make!

— Explain “what” clearly without the use of medical
jargon or acronyms. Speak at a level they can
understand; verify their understanding

13
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Thank You! |};|

Always say “Thank You”.

Let them know we appreciate them!
— Say things like:
« “Thanks for choosing us!”
» “We appreciate the opportunity to care for you.”

« “Is there anything else | can do for you? | will take
the time.”

Managing Up

« Tell the good story about our team

Teach-Back

» Ask patients to repeat in their own words what
they need to know or do

 Provides a chance to ensure understanding, and
if necessary, re-teach

» Studies have shown that 40-80% of the medical
information patients receive is forgotten
immediately and nearly half of the information
retained is incorrect

» A way to confirm that you have explained to
the patient what they need to know in a
manner that the patient understands

i}
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Inclusion

Inclusion Defined

» ‘Expect the Unexpected’

» At Premier Health Partners inclusion is
defined as “respecting and valuing
differences in a way that creates a
culture of trust, excellence and service.”

cgp Premier Health
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Why inclusion is important

» Providing Culturally Competent Care is
synonymous with Patient Satisfaction

» To improve patient outcomes, it is important to
understand the patient’s frame of reference.

» Health, disease and death reach different
levels of acceptance in different cultures.

* Inclusion aligns with our core values and The
Joint Commission’s standards for cultural
competency.

13
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Connection to Our Values

» Respect

— Ensure patients, visitors, co-workers are made to
feel valued

* Integrity

— Take responsibility for others and self

— Take responsibility for words and actions
» Compassion

— Refrain from judging others based on limited
information

« Excellence

— Set the example everyday of what it means to be
inclusive 2
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Creating a Culture of Inclusion

Give Feedback

Provide Assistance
Be Inclusive
Show Respect

Target Zero: To Care,
Comfort, and Heal...
Without Harm

Cg:) Premier Health
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Harm Happens in Healthcare

» 44,000 to 98,000 patient deaths per
year due to medical error (To Err s
Human, 2000)

10 AR 1§ HUmAN

» Premier Health averages 1.01 serious safety events per
10,000 adjusted patient days annually.

» Safety Improvement - Premier Health has seen a 58%
reduction in hospital acquired conditions from 2011.

— 111 Patients did not suffer a hospital acquired
condition compared to 2010 \‘.'/ HEALTHGRADES'

Anatomy of a Safety Event

Multiple Barriers - technology,
processes, and people - designed to stop
active errors (our "defense in depth”)

Active Errors
by individuals

result in initiating
aetion Latent Weaknesses in barriers
PREVENT DETECT and CORRECT
The Errors The System Weaknesses

From James Reason, Managing the Risks of Organizational Accidents, 1997 28
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Human Error 101

As humans, we work in 3 modes.

1. Skill-Based Performance:
“Auto-Pilot Mode”

2. Rule-Based Performance:
“If-Then Response Mode”

3. Knowledge-Based
Performance: “Figuring It Out
Mode”

1. Pay Attention to Detail
» Self-check using STAR

Pause for 1 to 2 seconds to focus your

StOp attention on the task at hand
Th 'i n k » Consider the action you’re about to take

Act » Concentrate and carry out the task

» Check to make sure that the task was done

RGVi ew right and that you got the right result

11-16



2. Support the Team

A Target Zero Phrase:

“I have a concern...”

3

C@) Premier Health

2. Accountability (ARCC) Tool

The ARCC tool will assist you in interacting with peers
when the opportunity to improve exists.

A: Ask a Question: “Shouldn’t we...?”
if that doesn’t work,

R: Make a Request: “I'm requesting that...”

if that doesn’t work,

C: Voice a Concern: “l have a concern...”
If that doesn’t work,

C: Use Chain of Command: “l need to talk with my
supervisor”

2
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3. Communicate Clearly

* 3-Way Read Back

— When information is transferred... A Target
« Sender initiates communication using Zero

Receivers Name. Sender provides an order,
request, or information to Receiver in a clear
and concise format.

+ Receiver writes the information down and Let me
acknowledges receipt by a read-back of the read that
order, request, or information. back...”

+ Sender acknowledges the accuracy of the
read-back by saying, That’s correct! If not
correct, Sender repeats the communication.

Phrase:

13
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3. Communicate Clearly

» Ask Clarifying Questions

— Ask one to two clarifying A Taraet Zero
. .
questions: Phrase:

» When in high-risk situations
« When information is incomplete | aaiilieles

« When information is not clear clar|fy|ng .
question...”

34
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3. Communicate Clearly

« Question and Confirm

— Tool used to make good judgments when
things “don’t seem right”, or when work
activities are uncertain or unsafe

— Confirm is an external check
« Check the accuracy of (or verify) the information
with an independent, qualified expert source.
« Expert sources may include the patient; or

other professionals; technology, medical record
documentation, and procedures and references.

35
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3. Communicate Clearly

» SBAR... Quick and to the point

. y *  What is the problem or patient
Situation e ol L B

« What is the relevant

Backgrou nd information?

»  What is your read of the
Assessment problem or patient?

. s W i
Recommendation oy TSt

36
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Please print out and complete the
evaluation located in Course Details

and return to Department of Medical

Education, 1 Wyoming Street, Attn:
CME.

Your CME certificate of participation

may also be printed out for your
records.
If you have questions regarding CME,
please contact Carrie Clark at

or (937) 208-3851.

Thank You!

We are all part of the care team.

Thank you for your time today
and for making our patient and family
experience exceptional!

Cg:) Premier Health
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