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State of Quality

�Despite our best efforts, serious quality 

and safety problems persist:

• Serious preventable complications

• Underuse of effective care

• Overuse 

�Many problems are highly visible

�Stakeholders demanding excellence  



Key Improvements

Core measures in use since 2002  
have improved markedly; several to 
extremely high levels of excellence

Acute MI: 2007 Hospital Performance

US avg(%) % > 90%

Aspirin on arrival 97   96

BB on discharge 97 94   

ACE inhibitors 92  69

Joint Commission Annual Report 2008



How Is Health Care Doing?

�We have made some progress

⇒ Improvement on most public measures

⇒ Level of attention has never been higher

�Evidence of improvement is poor

⇒ Data are old, sparse, and incomplete

⇒ Most apply to hospitals, fewer for 
ambulatory care; almost none for home 
health, ambulatory surgery, long-term care



The Changing Quality Landscape

�Health care must assimilate many new 
drugs, devices, procedures, equipment

�All organizations across the continuum 
of care have scarce QI resources

�Joint Commission strongly influences 
how those resources are used

�Obligation to maximize the health 
benefit of our measures and standards

�Hospitals want to know how to improve



The Public-Private Partnership 
Overseeing Quality in Health Care

�Government has played a limited role in 
quality oversight up to the present

�Two related forces threaten this relationship

1) Bad things still happen in good hospitals

� At Joint Commission           
accredited hospitals

2) Routine safety processes break down

�Public stakeholders are losing patience

















What Happens When Public 
Stakeholders Get Impatient?

�They make laws

• Legislatures and MRSA

• NY and office-based surgery

• Florida and loss of protection  

for peer review

�Science is only one voice among 

many in the legislative process



How Can We Do Much Better?

�Our goal must be to achieve major,   
durable improvement consistently

�A little better is not good enough

�We must document improvement

�Major  barriers are:

1)  Lack of capacity to execute             
robust process improvement 

2)  Health care organizations have not 
uniformly established a safety culture



Robust Process Improvement

�Systematic approaches to problem solving 
proven in many other spheres of work
• Lean, six sigma, change acceleration, Toyota

• Different from what came before (CQI, TQM)

�Equally effective when applied to our 
toughest safety and quality problems

�Directly address critical failings of current QI

�Can be very appealing to physicians, 
nurses, pharmacists and other clinicians



How Have Others Done It?

�“High reliability organizations” are those that 
manage serious hazards extremely well

�HROs have certain common characteristics, 
a particular culture and a set of operating 
and management principles and tools

�Weick: “Safety is a dynamic non-event.”

�Getting to high reliability will be a long road

�Robust process improvement will be a vitally 
important vehicle for getting there



Robust Process Improvement

Five essential steps ( = “DMAIC” )

1) Specify the improvement target

2) Measure the size of the problem

3) Identify specific causes

4) Target interventions to most 

important, modifiable causes

5) Embed intervention into routine work



Recurring Lessons

�Must understand specific causes of 

the problem you’re trying to fix

�Target interventions to those causes

�Solutions developed elsewhere may 

not work for you

�Sustaining improvement is difficult; 

requires monitoring and feedback



Robust Process Improvement

�Essential to producing durable health  
care excellence consistently

�Capacity for such process improvement   
in the delivery system is limited

�The Joint Commission is adopting these 
tools for internal improvement

�The Joint Commission will lead an effort 
to facilitate more rapid and widespread 
development and adoption of 
generalizable, proven solutions 



The Joint Commission is 
Changing

�With our adoption of lean, six sigma,   
and change acceleration, we are rapidly 
changing our culture:

� Focus on customer service

� Simplify our processes 

� Reduce our costs

�Projects now underway in all these  
areas (e.g., inconsistent interpretations)



The 3 Imperatives of a Safety 
Culture

Improve

Trust

Report

Adapted from Reason and Hobbs (Ashgate, 2003)



Imperative #1: Trust

�Aim is not a “blame-free” culture

�Safety culture incorporates clear and 

enforced discipline for some acts

⇒ Often called “culpable” acts

⇒ Several standards for bad behavior 
often exist in big organizations

�Assess errors uniformly 

�Establish one code of behavior



Sentinel Event Alert on 
Intimidating Behaviors



ISMP Workplace Intimidation Survey

ISMP, 2003---Respondents: Nurses 74%, pharmacists 17%



Near Misses = “Free Lessons”

�Critical barometer of safety culture

�Punitive organizational culture

⇒ never finds out

�Bureaucratic culture

⇒ celebrates

�High reliability organization

⇒ reacts as if it were an adverse event



Traditional Approach to Adverse 
Events Needs Improvement

�Twin problems

• Current tools often not used well

• Need new tools

�Nomenclature is misleading

�“Root cause analysis” often superficial

�No systematic way to compile learning 

across events and over time



The Joint Commission’s Role

�The Joint Commission invented 

sentinel events and brought RCA       

to health care

�Uniquely positioned to create the next 

generation of knowledge and tools to 

guide more effective investigation and 

analysis of adverse events

�Investing now to produce these tools



Recent Joint Commission Initiatives

�Major improvements to standards  
and survey process in past 5 years

�Changes focus accreditation much 
more sharply on safety and quality

1) Core measure program

2) National patient safety goals

3) Tracer methodology for surveys

4) Unannounced visits



The Present Joint Commission 

�Continue to aggressively improve  
standards and survey process (for example, 
the Standards Improvement Initiative)

�Increase confidence that improving on 
measures and complying with standards  
will improve health outcomes

�Use robust process improvement to create 
and deliver effective solutions to you





The Next Generation 
Joint Commission

�We are the world leader in setting 
standards for health care quality and 
judging organizations’ performance   
against those standards

�We are becoming as superlative in learning 
and improvement as we are in standards, 
measurement, and accreditation

�Next generation of standards will assess 
institutions’ capacity for improvement



The Big Challenge

Can we transform health 

care to high reliability---with 

rates of adverse events and 

breakdowns in safety 

processes comparable to  

the best high reliability 

organizations in the world?


