
Improving Quality in 
Health Care

Mark R. Chassin, MD, FACP, MPP, MPH

President, The Joint Commission

Committee on Behavioral and Social Science 
Research to Improve Intelligence Analysis

May 15, 2009
Washington, DC



Joint Commission Overview
� We are private, not for profit and set quality 

and safety standards for health care 
� Origin: American College of Surgeons 1917 

program to improve quality in hospitals
� We accredit or certify more than 16,000 

organizations or programs in the US and 
250 hospitals in 35 countries

� Programs include hospitals, home care, 
ambulatory, behavioral health, long term 
care and laboratories

www.jointcommission.org



Domains of Potential Interest by 
Intelligence Community

� Medical research: conduct, compilation, 
dissemination----and getting it used

� Physician decisionmaking for individual 
patients

� Organizational excellence
1. Psychology of human error
2. Causation of “organizational accidents”
3. High reliability



Organizational Excellence

� We are trying to solve 2 different classes    
of problems in health care quality:
1. Routine safety process breakdowns

(Handwashing, medication administration,
sterilization and disinfection)

2. Rare, but catastrophic adverse events
(Wrong patient surgical procedures, fires
in the operating room, infant abductions)

� No role models in health care   









Rare Adverse Events

� Adverse events in hospitals usually 
represent unique sequences of errors

� Errors challenge defenses (hiring, 
training, supervision, teamwork, 
protocols, communication, etc.)

� When defenses fail, patients suffer
� Same weak defenses permit many 

different error sequences to do harm
� Reason’s “Swiss-Cheese” model



A Familiar Adverse Event 
Pathway

I made a mistake

�
A patient suffered
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Reason J. (Ashgate, 1999)



Defenses

� Leadership
� Hiring
� Training
� Personnel evaluation
� Policies, protocols
� Computer systems
� Communication
� Supervision of 

trainees

� Teamwork
� Coordination        

(among teams)
� Staffing (levels,      

availability, mix)
� Equipment
� Environment
� Individuals 

(knowledge, 
skills, stress)



A Real Case

� Elderly woman admitted to hospital with 
order for phenytoin 300 mg TID

� MD consulted database for meds
� Pharmacist caught error--told MD,RN
� No follow through to next shifts 
� RN sees order, but no dispensed med
� She uses another patient’s phenytoin
� Continues for 3 days; patient delirious



How Have Others Done It?
� “High reliability organizations” are those that 

manage serious hazards extremely well
• Commercial jet air travel, nuclear power
• Aircraft carrier flight decks

� HROs have certain common characteristics, 
a particular culture and a set of principles 
and tools to perfect their processes

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

Weick K and Sutcliffe K. (Jossey-Bass 2001)



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 health 
care’s toughest safety and quality problems 
(e.g., medication safety, infection control)

� Directly address critical failings of current QI



Jerome Lederer (1952)
“The average man has only 1 head, 2 eyes,   

2 hands, and 2 feet; his response to 
demands cannot be guaranteed within ± 5%; 
his temperature cannot be allowed to vary by 
more than a few degrees; his pump must 
operate at constant speed and pressure; his 
controls are subject to fatigue, illness, 
carelessness, anger, inattention, and 
impatience. This mechanism was originally 
designed to operate in the Stone Age.  It has 
not since been improved.”



Technical Solution is Not Enough

� Why does improvement so often fail?
• Sometimes: technical solution is lacking
• Most often: organization failed to accept 

and implement a good solution it had
� Robust Process Improvement (RPI) 

addresses this failing directly
� Change management is an essential 

component of effective improvement



How to Sustain Improvement

Managing change is integral and must 
be explicitly included in improvement

E = Q x A1 x A2
Effectiveness (E) =

Technical quality (Q) x
Acceptance (A1) x

Accountability (A2)



Changing Systems & Structures

Current
State

Transition
State

Improved
State

Creating a Shared Need

Shaping a Vision

Mobilizing Commitment

Making Change Last

Monitoring Progress

Leading Change

Change Acceleration Process
CAP Model



Robust Process Improvement: 
Fitting the Tools Together

Proven Formula for Results

Q      x      A1 x  A2 =      E



The 3 Imperatives of a Safety 
Culture

Improve

Trust

Report

Reason J and Hobbs A. (Ashgate, 2003)



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



Summary
� High reliability science being applied in 

health care, may be applicable in IC
� RPI + safety culture = high reliability
� Safety culture unlocks flow of information 

about weaknesses in:
• Defenses against adverse events 
• Routine safety processes

� RPI tools are the way you fix processes 
and repair defenses


