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CONCEPTUAL MODEL
THE CHRONIC CARE MODEL

Chronic Care Model




PRINCIPLES OF PRAGMATIC CLINICAL TRIALS
IMPROVING CARE IN THE REAL WORLD

» CLINICALLY RELEVANT ALTERNATIVES
= DI|VERSE STUDY POPULATION
» HETEROGENEOUS PRACTICE SETTINGS

» DATA COLLECTED ON A BROAD RANGE
OF OUTCOMES

Tunis SR, Stryer DB, Clancy CM. Practical clinical trials: increasing the
value of clinical research for decision making in clinical and health
policy. JAMA. Sep 24 2003;290(12):1624-1632.




Why This Kind of Study Is needed?

PEOPLE GET ONLY 50% OF EVIDENCE-
BASED PREVENTIVE AND CHRONIC
DISEASE CARE

IT TAKES 7.9 HOURS/PATIENT/YEAR TO
COMPLETE PREVENTIVE SCREENINGS

IT TAKES 3.6 HOURS/DAY FOR STABLE
PATIENTS AND 10.6 HOURS/DAY FOR
COMPLEX PATIENTS TO DO CHRONIC
DISEASE MANAGEMENT

IT TAKES 17 YEARS FROM EVIDENCE IN THE
LITERATURE TO BECOME ROUTINE CARE

McGlynn EA, Asch SM, Adams J, et al. The quality of
health care delivered to adults in the United States.
New England Journal of Medicine. 2003;348(26):2635-

2645.

Yarnall KS, Pollak KI, Ostbye T, Krause KM, Michener JL.
Primary care: is there enough time for prevention? Am J
Public Health. 2003;93(4):635-641.

Ostbye T, Yarnall KS, Krause KM, et al. Is there time for
management of patients with chronic diseases in
primary care? Annals of Family Medicine. 2005;3(3):209-
214.

Balas EA, Boren SA. Managing clinical knowledge for
health care improvement. Yearbook of medical
informatics. 2000;2000:65-70.



PRINCIPLES OF QUALITY IMPROVEMENT
The Model for Improvement

Model 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 improvement?

Unless changes

/ i d

N MR
qp changes will not
Ly

0"s A
stick. E.g.job
/ v descriptions and
°Q job training
following current
dh best known

methods, link to
supervision, etc.

Hunches qp

Theories
Ideas

Investigation —— Demonstration —— Implementation




METHODS THAT WORK

=» PRACTICE FACILITATION

=» ACADEMIC DETAILING/
MENTORING

= AUDIT AND FEEDBACK
» COLLABORATIVE LEARNING




PRACTICE FACILIATION

,”‘DEVELOPS LONG-TERM RELATIONSHIP WITH
PRACTICE

WORKS INTEGRALLY WITH PRACTICE TO SET

UP EFFICIENT SYSTEMS FOR QI AND e
OPULATION MANAGEMENT erpersonal skills

WORKS WITH AND TRAINS STAFF IN EFFECTIVE Health [T —

sl ~ETINGS optimization improvement

HELPS SET UP EFFICIENT WORK FLOWS TO
INTEGRATE INTO ROUTINE CARE

HELPS PREPARE NECESSARY DATA AND
REPORTS SO PEOPLE CAN KNOW HOW THEY
ARE DOING

CROSS POLLINATE IDEAS THAT WORK




Academic Detailling/Mentoring

» Academic Detaliling

» Experienced MD Champions
educate practice
champions

» Academic mentoring

= On-going relationship and
support of practice champions

» Purpose: Clinician buy-in

®» To support efficiency instead of
the dreaded “One More Thing”



Audit and Feedback

®» TWwWO Forms

= Pre-post change over
time

®» Benchmarking
compared to other
practice sites or
clinicians

20%

18%

16%

14% |

12%

10%

8%

6%
4%

Z%]

17%
9%
7%
= .

0% -

Change in HACs, 2010 to Change in HACs, 2011to Change in HACs, 2012 to Change in HACs, 2010 to
2011 2012 2013 2013

30%

Average:

1 18 23 15 25 31 28 2213id 436 32 35 24 2 10 20 19




Collaborative Learning

» \/ideo
» |n-person
» \\Vebinar

= Small group
» | arge group

» Mixed; Practice
managers, staff and
clinicians

» Specialized: just staff; just
clinicians etc




Key Elements of Success

» Goals:

» Clear, easily measurable and
feasible

=» Not too many

®» Resources:

®» Time and personnel to do the
project

» Data at the point of care and
population reports

®» Clinician Champions

» Site coordinator for local
accountability

» Shared learning abilities




Develop the One page value
proposition using the 5R approach
PCORI grant as example

®»Reqguirements

®»Resources

»Roles )
»Responsibilities '
®»Respect >

Practices must have %2 time
behavioral health specialist who
can see Medicare and fill out
integration forms

$150,000 per practice site over 5
years

PCP, BH specialist, facilitator

Complete web based training and
give all necessary research data

This is attitudinal and underlies the
project



Lab Data

EMR Data

QED
Mapper

PM Data

Decision support plan

Evidence-based
Clinical
Guidelines

L

Standardized
CDR

.

QED
Protocol Engine

Reports

Patient or
Provider
Portal

Analyses

%(

CCR/CCD
(Standardized)

O




Point of Care Decision Support
example
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TRANSLATE CKD
Overview of a
Pragmatic Clinical Trial

Comparative Effectiveness Trial

Computer Decision Support
alone vs. Computer Decision
Support + Virtual Facilitation



TRANSLATE CKD Study
Point of Care Decision Support
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Patient Recommendation Report
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Versus Facllitated Decision Support

TRANSLATE

»[arget
®»Reminder

» Administrative Buy-
IN

» Network
Information System

» Site Coordinator

®»| ocal Clinician
Champion

=» Audit and
Feedback

»Team Approach
»Education



Study Outcome Measures

Treatment Goal Measurement
Recommendation

Control blood pressure

Control HbA1C <7.0

Control LDL <100

Use ACE/ARB
Refer to Nephrologist (GFR
<30

Eliminate smoking

Eliminate NSAID/Cox-2
use

Means of last three systolic BP; will be
based on last one or two if fewer than
three available

Last HbAlc;
Mean of last two LDL; last LDL if only
one is available

Documentation in EHR/pharmacy of
prescription; yes/no for each time
period

Referral documented, if applicable

Yes/no for each time period

Yes/no for each time period



Preliminary Results

» 35 Practices = Pre- post in intervention
practices Improves:

=10 States = Dx of CKD: 34%-44%
»21,105 patients = Use of ACE/ARB: 46%-

»Data o1%

available for 3 »Referral to Nephrology
for CKD stage 4: 29%-34%
years




Dissemination of Results

®»6 peer reviewed publications
» 20 national presentations

»TRANSLATE scoring framework used as a
model of practice transformation for CMS
685 million dollar transforming clinical
practice initiative



Qualitative Methods

»Surveys (conducted at baseline)
» Physician Interviews

» Analysis of all communications between
facilitators and practice (emails, phone
calls, meeting notes, etc.)

»TRANSLATE rubric scoring
»Site visits**

**Planned in original design, but not conducted



Baseline Physician Interview Themes

a1 e ~E
L Ineua awdreriess or ev

guidelines

Inconsistency in CKD screening and diagnostic
process

- Use of health information management systems for
other diseases to monitor care of CKD patients

Difficulty explaining CKD to patients

Challenges caring for CKD and other chronic
disease patients

Inconsistent awarenoss of guidelines

= Aware of diagnosis and recognition aspects only
Inconsistent implementation

= Using some bul nol all KOOI gidelines

= Adapts diabetes recommendations for screening

*  Varies by provider

Mot awarc of puidclines

No set critena

+  Not established or standardized

*  Gut fecling; #'s don’t look good

Broad spectrum of tests used to diagnose CKD

Varicty in which patients regularly sereencd for CKI1)
Use of guidelines for diabetes and cardiovascular disease
Use of CINA/CEMR tools for other conditions

= POC ools/registry

= Guidelines installed in prot

s Flw ing

Provider discomfort

= Doesn’t want to frighten the patient
+ Limited patient education materials
= Physician knowledyge of CKID limiled

Explaining the diagnosis

= lmpaired kidney lunciion

= Risk management

+ Part of the natural aging process

Prowiding reassurance

= Steps can be taken to prevent progression/dialysis

* Manageable, if patient modifies risks and adheres to medical advice
Provider level

+ Competing demands; time, ncreased patient volume, complex patients
+ Need for provider education

Paticnt level

= Motivation/ engagement/compliance

+  Multi-morbidities

= Social determinants of health issues

Practice level

+ Competing demands

= Insufficient support staft’

+  Primary focus on other discases

= Lack of communication with specialists



Quality Improvement:
Operations & Research

Mary A. Dolansky, PhD, RN, FAAN

Associate Professor
VA Quality Scholar Senior Fellow
Director of the QSEN Institute

Director of Interprofessional Integration VA Center of
Excellence in Primary Care

Mary.dolansky@case.edu




Objective:

Differentiate between
Quality Improvement and
Improvement Science




What is Quality?
IOM’s Six Aims for Improvement




Quality
IOM’s Six Aims for Improvement

1. Safe: Care Iin healthcare facilities should be as
safe as at home

*3'd leading cause of death

2. Effective: Care should be science based and
evidence based

3. Efficient: Care and service should be cost
effective




IOM’s Six Aims for Improvement (cont.)

4. Timely: No waits or delays should occur in
receiving care

5. Patient centered: System of care revolves
around patient- appropriate

6. Equitable: Disparities in care should be
eradicated- Geographic




What is QI?

= The combined and unceasing efforts of

everyone- health care professionals,
patients and their families, researchers,
payers, planners, educators— to make
anges that will lead to better patient
utcomes, better system performance and
better professional development.

» Batalden & Davidoff 2007




History

1. Origins in manufacturing 1980’s
»Deeming, Shewhart, Donabedian

1993 HMO Group conference on Total Quality
anagement

Emphasis on links between improvement, change &
learning

1st projects: breast cancer & asthma

Mammography Quality Standard, 1992

2.

Breast Cancer Surveillance Consortium

Luce, J., Bindman, A., Lee, P. (1994) . Brief history of quality improvement in the US.



What is Q|

» Systematic - data guided activity
= Dynamic intervention

 mDesigned to bring immediate improvement
to a local context




The Model for Improvement

®» |dentifying an area for improvement
®» Proposing specific changes

fzgithe changes Other models:
» Evaluating the success of the changes Sjx Sigma
Lean

Juran

Nolan and Nolan, 2000



QI Dimensions

» Philosophy- Culture- Learning Organization

» Practical problem solving (tool)- An evidenced -based
management style (local level)

An application of a theory-driven science of system
change (science- Implementation science)

Lynn, J, et al. (2007). The Ethics of Using Quality Improvement Methods
In Health Care. Annals of Internal Medicine, 146, 666-673.



QI Dimensions

» Philosophy- Culture- Learning Organization

b

/

Lynn, J, et al. (2007). The Ethics of Using Quality Improvement Methods
In Health Care. Annals of Internal Medicine, 146, 666-673.



QI Philosophy

» Personal level

= Organizational level
= Culture
= | earning Organization




QI Dimensions

» Practical problem solving (tool)- An evidenced -based
management style (local level)

Lynn, J, et al. (2007). The Ethics of Using Quality Improvement Methods
In Health Care. Annals of Internal Medicine, 146, 666-673.



QIl: Theory of Profound Knowledge

1) Knowledge of a system

2) Knowledge of variation

3) Knowledge of psychology
Change management

4) Theory of knowledge ---PDSA
Batalden & Stoltz, 1993 & Batalden & Davidoff, 2003




Knowledge of a system

arror

Knowledge

Attention
error

S~

Doctor prescribes
the wrong dose of
medication
because he doesn't
know the comect
dose

dose on the
prescription

Doctor fails to pay
adequate attention
while wrriting the

Pharmacist tells
patient the wrong
dose of medication

\

Miscommunication

doctor and the

Wmng:'do-se of
medication is
listed on the
presz.:\riplion

nurse who wriles
the receipt

¥

Poor handwriting of
doctors (pharmacist
cannot read the dose of
medication the doctor
prescribed to the specific
patient)

Doctor uses abbreviations that get
misinterpreted by the pharmacist

Doctor fails to tell the

Doctor or pharmacist tell the
patient the right dose of

medication but the patient

forgets the adequate dose

patient the adequate
dose of medication

Other

Source: Own Illustration

Pharmacist fails to tell the
patient the adequate dose
of medication

Human errors

Wrong dose
of medication




. 20§ Multidisciplinary rounds
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Psychology of Change
Change Innovation

= Education

=» Reminder- Cue to action
» Champion model

» Audit and feedback

» Collaborative




Theory of Knowledge
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Using Sequential PDSA Cycles to Build Knowledge

Changes
/" AP that result
S|D in
improvement

Hunches
Theoaries
ideas




Revised conceptual model of rapid cycle change.

Challenges

Complexity

Opportunities

Time

P = Plan D=Do [ = Barrier
S = Study A= Act

= Direct flow of impact

= Lingering background impact Arrowhead = Feedback or feedforward
Different sizes of letters and cycles and bold letters = denotes differences in importance/impact

Tomolo A M et al. Qual Saf Health Care 2009;18:217-224

BMJQS‘
Copyright © EMJ Publishing Group Ltd and the Health Foundation. All rights reserved.



Product: Story Board

= Neing Mmeasures for our Project were identified mainly =s
- Mortality rate in men in the year after a hip fracture s estmated T e T i
up to 37.5% which is higher than women (). msiies, cont factor and patient snxiety:
* T 3 Sk s A ren above ape S0 = We decided to run @ survey to Create awareness of IMEGrtances = R e OO S N A )
= sttt 3 Py . Y of screening amons [ e ana - —_—
cancar in mean oldar than age SO (2). bobcfic ¥ — =
- Bone mineral density screening in mMens 70 years of age is

= Our survey results are displayed Delow

Ty fracture

and earlier SCreening is required in the presence of fragl

or oth puts :

= The Endocrinology society recommends testing higher risk men
(age =70 & men aged S D WIth risk factors) with du. Snergy -
rav abcorptiometry ().

- For men=6Syears with history of fracture and for men B0-8Syears
of age WwITthout Previow lire, sc ina followed by
bisphospho: herapy may be cost-effective. It may be

worthwhile including men = 70 years as wel

To increase the rate of N nigh risk males over
age SOvrs in COE MD/NF resident clinic by 50% by the end of Aus
2013

i :_,- P e

W - e - i conter of
excellence MD and NP residents at Wade Park VA, 34 DEXA scans

from year 2003 to 2012 for 2 of
ltarature Indicatad that bone minaral density has bean shown o
decline consistently in high risk categories mentioned below.

® Steroids use = Smg = 3mths
-

= 2Zne/mn
Tupus/ et
arthritiz and

Pa - -
e ] e

- Our data analysiz suggests osteoporosis screening rates in men are
low st our VA medical centern It would be Interesting to determine

+
Risk Secatification

tFo eI e T va and further the
e s whale of United states.
cominee [ Graees in e o] Gecisian aaiang —| P | - e that the o & rate for in men
7 o 15 low and there is a ream ror in this area.
. dmem el s
e ~ tammn s - the
- 4 or the that faw high risk cetegories of
man were included, only residents and nurses were inwolved for
] e et e =0 e P Intervention and limited support staff te impare s
- We hope that we [ o s on =
larger scale resularty v & the rates. This
rreatment will need adequate suppoart staff and dedicated tme o continualhy
I EsRsse R ) e
References:
= Grtmoparosis I men is Gnder scresned aE refleceed throush oun 1. Elating P8 . Guoparosis in men. A ael S Are SRS S 1T 82
Setecmanads 3 E D

e eremrn. 4 CHirs btats, derire SCrEE DA S A
o b Fertierincaes by -

- The e n and nurses wers identifisd
mainly 1o be low on priority o discuss with petients, unclear
suldslines, na slactronic recara ana
difficulty ordering the test.

- Mo clear screening guidelines exist but data SUPports that fracrures
lead to sizeable mortality and merbidity, incressed number of

and ¥ increazing healthcare costs. Our data

thar Bap has resulted In poor

zereening rates. We attempted to narrow thizs gap by creating
and nurses.

- Our daa N e in race of
ostecparcsis as outlined above in the graphical Bresentation.




squire-statement.org

EHome M CIHC Library Canadi...

E Case Course Evaluat...
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[ Employee Relations ...

£7 Free Hotmail

S Q TLT RE Standards for Qualify D:EPr_oveinent Rep orting Excellence

Home

What is SQUIRE?

HOW CAMN THIS WEESITE HELP?

The SQUIRE Cuidelines help authors
write excellent, usable articles about
quality improvement in healthcare so
that findings may be easily

discovered and widely disseminated._

The SQUIRE website supports high
quality writing about improvement
through listing available resources
and discussions about the writing
process

More about SQUIRE

SQUIRE Sponsors

The Dartmouth Institute For
Health Policy & Clinical Practice

The Robert Wood Johnson
Foundation

Quality and Safety in Healthcare

Institute for Healthcare
Improvement

Journals Connected
with SQUIRE
A listing of journals (with links) that

hawve published articles about the
development of SQUIRE, refer to the

SQUIRE Guidelines

ol __hh__"' 3

.‘. L9

e - g A :“'t._":""i
v _Resources . . News &Evenis . =

SQUIRE Guidelines

The guidelines are available in several formats.

« SOUIRE Guidelines is an online resource for authors,
reviewers, and editors that provides an overview of the
items in the SQUIRE checklist.

» SOUIRE Guidelines checklist in PDF is available for
downloading.

« SOUIRE Explanation and Elaboration (E&F) is a series
of web pages for authors, editors, and reviewers that
provides one or more example(s) for each of the items in
the SQUIRE checklist. Each example from existing
literature is accompanied by a detailed explanation of
how that item may be addressed in a manuscript.

« Explanation and Elaboration (E&E) in PDF is available for
downloading from Quality and Safety in Heafthcare.

] )

RECENT NEWS

SQUIRE at THT National Forum 2013

15 NOW, 2013

The SQUIRE faculty will be teaching a learning lab at the IHI National Forum
in Orlando, FL, on December &, 20132 This session advances participants’
writing skills with the goal of moving their healthcare improvement efforts to
scholarly publication. Participants will bring their own improvement work—at
any stage of development—for use in hands-on writing exercises. Faculty will
employ a new draft version of the SQUIRE publication guidelines for reporting
healthcare improvement to help participants prepare their work for

.SEEJd‘l... !a

- L
it

=iy

(Y]
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Cet Involved

Hawve you implemented a quality
improvement in healthcare that you'd
like to write about? Have you already
published an article? Do you know of
a journal or organization that has
adopted the SQUIRE guidelines?

Please contact us and let us know
about it.

How to cite SQUIRE

Translations

« Japanese (PDF)
» MNorwegian (PDF)
« Spanish (PDF)

SQUIRE Screencasts

Why and how SQUIRE was
developed, and how it might help

yvou

-
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éﬁ Author Manuscript

Published in final edited form as:
Acad Emerg Med. 2014 March ; 21(3): 274-282. doi:10.1111/acem.12337.

Reducing Blood Culture Contamination in Community Hospital
Emergency Departments: Multicenter Evaluation of a Quality
Improvement Intervention

Wesley H. Self, MD, MPH?, Joyce Mickanin, MSN, RNP, Carlos G. Grijalva, MD, MPHC9,
Freda H. Grant, BS, MT, ASCP®, Michelle C. Henderson, MSN, RN, Glenda Corley, BS, MT,
ASCP', D. Glen Blaschke Il, MDY, Candace D. McNaughton, MD, MPH?, Tyler W. Barrett, MD,
MSCI?, Thomas R. Talbot, MD, MPH® ", and Barbara R. Paul, MD"

AaDepartment of Emergency Medicine, VVanderbilt University School of Medicine, Nashville,
Tennessee

bCommunity Health Systems Professional Services Corporation, Franklin, Tennessee

‘Department of Preventive Medicine, VVanderbilt University School of Medicine, Nashville,




QI Dimensions

An application of a theory-driven science of system
change (science)

Lynn, J, et al. (2007). The Ethics of Using Quality Improvement Methods
In Health Care. Annals of Internal Medicine, 146, 666-673.



2010
Improvement Science

A field of research focused on healthcare
Improvement. The primary goal of this
scientific field is to determine which
Improvement strategies work as we strive to
assure effective and safe patient care.

%? IMPROVEMENT SCIENCE
RESEARCH NETWORK ... improving patient outcomes



Improvement Knowledge
Batalden & Stoltz, 1993 & Batalden & Davidoff, 2003

1) Knowledge of a system

2) Knowledge of variation

3) Knowledge of psychology
Change management

4) Theory of knowledge PDSA



Internal Factors:
Knowledge. Skills,
Social/Professional Role

& Identity., Goals,

Behavioral Regulation.

Emotion., Beliefs about

Capabilities. Beliefs on
Consequences, Optimism,

Intentions. Memory,
Attention, & Decision
Making

External Factors:
Social Influences,_
Reinforcement,
Environmental Context
and Resources

W\

Knowledge of a System
Theoretical Domains Framework

Implementation
of Guidelines

Cane, O’Connor, & Michie (2012)

SCIENCE



Systems Thinking Scale

http://fpb.case.edu/systemsthinking/index.shtm inking Scale

Systems Thinking
Advancing the Science of Continuous
Quality Improvement

Research = Systems Thinking

FPB HOME

ABOUT THE SCHOOL
PROSPECTIVE STUDENTS
CURRENT STUDENTS
ACADEMIC PROGRAMS
CENTERS OF EXCELLENCE
RESEARCH

ALUMNI & FRIENDS
FACULTY

NEWS & MEDIA

elaftrzige

The Systems Thinking Scale:
A Measure of Systems Thinking
A Key Component of the Advancement of the Science of CQJ

Funding Agency: The Robert Wood Johnson Foundation {Grant #55114)
Dates: October 2005 - December 2010
Principal Investigators:

= Mary Dolansky. PhD, RN
= Shirley Moore, PhD, RN, FAAN

The goal of this project was to develop and conduct psychometric testing of a
measure of systems thinking, the Systems Thinking Scale (5TS). For this
project, we:

SYSTEMS THINKING LINKS

Systems Thinking Home
About the Study

Systems Thinking Scale (STS)
STS Manual

Project Team

References

Publications and Presentations

SCIENCE

CONTACTS



Knowledge of Variation

CONTROL CHART IN HEALTHCARE

SCIENCE



Knowledge of Psychology/Change
Management

Implementation Interventions

»Fducation

» Reminder- Cue to action
» Champion model

» Audit and feedback

» Collaborative

SCIENCE




Effectiveness of Knowledge of Psychology/Change
management Interventions

(Bero et al., 1998, Grimshaw et al., 2001)

or no effect
»Educational materials
Didactic educational meetings




Sometimes Effective

» Audit and feedback

» | ocal opinion leaders

® | ocal consensus processes

» Patient mediated interventions



Generally Effective

» Educational outreach visits
» Reminders
» |[nteractive educational meetings

» Multifaceted interventions including two or more
of:

» Audit and feedback
®»Reminders

®| ocal consensus processes
» Social marketing




Theory of Knowledge

PennState The Methodology Center T L

advancing methods, improving health

Free Software People Publications Training Resources
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Why Use a SMART Design to Build an Adaptive Intervention?
Adaptive Interventions :—-—O—"C

Adaptive interventions have four critical components. C’:
1. Sequence of decisions regarding patient care - Most interventions require decisions such as, "If the patient is unresponsive to the initial treatment, what E _3
{ &

treatment should we provide next?" or "Once the patient has stabilized, what treatment is needed to prevent relapse?”

2. The set of treatment options at each decision point - For example, if a patient is unresponsive to a drug, should the dosage be increased, should the
drug be discontinued, or should counseling be increased? All of these are treatment options.

3. Tailoring variables - These are the factors used to trigger a change in the treatment. These can be things like early signs of nonresponse, manifestation of side effects, or environmental
or social characteristics. The idea is to identify the variables that best indicate when the appropriate treatment has changed.
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Testing a post-discharge nurse-led transitional home visit in acute
care pediatrics: the Hospital-To-Home Outcomes (H20) study
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_COMMENTARY

The Science of Improvement

Donald M. Berwick, MDD, MPP, FRCP

N THE EARLY 1890s, DR WiLLLanm Hal STED DEVELOFED
radical mastectomy for breast cancer. Surgeons per-
formed the Halsted procedure for more than 80 years
even though there was little systematic evidence for its
success. Then a new breed of scholars subjecred the proce-
dure to formal methods of evaluation unknown to Hal-
sted.! The methods—randomized controlled trials (R{CTs)
principal among them—Iled 1o a surprise: radical mastec-
tomy had no advantage over simpler forms of trearment =

This is but 1 example of the hard-won wvictory of ewvi-
demnce over belief in medicine. The pioneers of the formal
evaluation of medical practices raised guestions thar tradi-
tional practitioners did not welcome. Bur in tme, formal
evaluation prevailed ** The pioneers developed a hierar-
chy of evidentiary rigor relating the design of a study 1o the
confidence thar could be placed in the findings, from the
lowly, nearly valueless anecdote to the royalty of evidence,
the ROT.

Concurrently, a similar story of hard-vwon learning wun-
folded in the so-called guality movement. Scholars illuwmmi-
nated the scale and rypes of defects in the processes of care
and the outcomes, including high rates of unscientific care,*
inappropriate care,® geographic variations in practice,” la-
tent disagreements among s-pe::ia'lisl.s,'* and often-
unrecognized medical inmjury to patienis ® Like the pio-
neers of evidence-based medicine, students of medical guality
were at firse largely ignored, but no longer. In 1999 and 2001,
the Instimte of Medicine published 2 landmark reports on
the evidence for guality failures'™"" and called urgently for
redesign of care systems o achieve IMProvernments.

T he story conld end here hanmily with 2 erear strearms af

strained , progress may be the victimm. For example, the RCT
is a powerful, perhaps unequaled, research design o ex-
plore the efficacy of conceprually near components of clini-
cal praciice—rtests, drugs, and procedures. For other cru-
cially important learming purposes, however, it serves less
wrell.

Recent controversies about the evaluation of rapid re-
sponse teams provide a case in poine. These controversies
show the importance of adjusting research methods o ft
research guestions. Although only 10% to 15% of inpa-
tients resuscitated outside intensive care units survive o hos-
pital discharge, early warning signs are present in a large
percencage of patients who ultimmarely experience cardiac ar-
rest. Rapid response ream systems bring expert clinicians
o the bedsides of deteriorating patients before arrest oc-
curs_ In the mid 1990s, based largely on repores from Aus-
tralian investigators, the Institute for Healthcare Improwve-
ment and others began introducing the concept to willing
hospitals. Local experience strongly suggested thart these sys-
rems often, although not alwawvs, were associaved with im-
proved outcomes, including reduced anxiety among nurs-
g staff; increased interdisciplinary teamwork: decreased
cardiac arrests outside of intensive care unies; and ., in some
cases, declines in moreality '="*

The evidence base took a turm in June 2005 with the pub-
lication of the Medical Early Response Intervention and
Therapy (MERIT) Study.'* a cluster randomized prospec-
tive rial thar claimed to find no beneficial effect of these
teams on several primary ourtcomes. Controversy has con-
tinued since then regarding the scientific evidence for rapid
response Systerns.

In fact, the MERIT trial was nmot megative; it was incor-
clusive. The study team encountered an array of serious prob-
lemisin exernition common in social science For examnle
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Figura 1.
Depiction of the contnuem of dimical ressarch, quality improwement, and patient care activmities. Exampiles arg

provided relating to came, improsement, and resesrch for acube myocardial imfarcton (AMI).
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Topic for Discussion

Science ir! Our Field
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Improvement Science (A)

Implementation Science (B)

e e e T e e St e




organizations

IHl.org

H[nst'tuejur
Healthcare
[mprovernent




organizations

IMPROVEMENT SCIENCE
RESEARCH NETWORK ... improving patient outcomes

Home
_F!ii.ﬁsion Statement
About Us

~ Research Priorities

lrmnvemeni Studies ISRN Quick Facts

ISRN Wikipedia Entry

Resources

‘Blog ISRN Priorities

Eiiatinr AHRQ PBRN

- Sas . : = i i

| Website Citation 2017 Vision for the ISRN BiuEaTi

Join Us at the ISRN Success of the Improvement Science Research Network (ISRN) is built on a Training Opportunity
Contact Us shared vision which takes into account the unigue knowledge needs in May 5-5, 2016

healthcare delivery science across our wide array of ve

TeamSTEPPS® Master
Maore... Training Workshop
Search this site:

{SEachilins Site | TeamSTEPPS® Master Training Workshop- May 5-6,

San Antonio, TX

Register Mow!




Summary

» \NVhat is Quality
»\VVhat is QI
» Philosophy, Local application, Science
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