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Preface
All of us who have worked on this curriculum are career emergency physicians (EPs) who have become
leaders with a focus on emergency medicine (EM) quality and safety.

About 2 years ago, I approached my colleagues of the American College of Emergency Physicians
Quality Improvement and Patient Safety (ACEP QIPS) Section and dreamed an idea of creating an EM
quality and safety curriculum: an outline that would explain a topic few EPs understand. That outline
would be used as a curriculum to teach our EM residents (and even our attendings, physician’s assis-
tants, and nurse leaders) about EM quality and safety.

My goal is for this curriculum to become an integral part of every EM residency program and depart-
ment. We know that quality and safety in patient care does not happen by accident. We must teach these
concepts to everyone on our emergency department (ED) team. The safety of our patients depends on
this.

I would like to thank each of the authors who spent many months on this project, along with the
ACEP QIPS Section and ACEP Quality and Performance Committee.
Also, I would like to thank ACEP staff Angela Franklin and Idania Lorenti for their help in getting
this project to completion. I must also sincerely acknowledge the early work and ideas generated by
Drs. Shari Welch and David John: their contributions clearly helped shape this article.

—John J. Kelly, DO
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gency Medicine

Keywords: quality improvement, patient safety, education

INTRODUCTION: QUALITY AND SAFETY
IN EMERGENCY MEDICINE DOES NOT HAPPEN
BY ACCIDENT

Mission

T his core curriculum for quality and safety in emer-
gency medicine (EM) will serve as a reference
outline to educate emergency physicians (EPs).

Such knowledge will optimize the ability of EPs to reli-
ably deliver high-quality (safe, effective, efficient, equita-
ble, timely, and patient-centered) emergency care.

Definition of Quality and Safety
Quality is defined as value divided by cost and includes
both medical outcomes and patient satisfaction. The
quality of a health care system is a function of the qual-
ity of care provided within each contributing microsys-
tem plus the quality of the handoffs and integration
between microsystems. Safety is a subset of quality,
and one of the six Institute of Medicine (IOM) aims
detailed in their report, Crossing the Quality Chasm.1
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Safety is more difficult to measure, as incident identifi-
cation often depends on self-reports by providers.

Explanatory Notes for the Reader
The first part of this curriculum outlines the history,
key reports, organizations, and the current complex
landscape of the quality movement in health care. The
next section delves into the core concepts of quality
improvement (QI): challenges faced, opportunities to
improve using core methodologies, and useful quality
tools. Subsequently, EM quality management and emer-
gency department (ED) information systems are
addressed. Finally, the sections on clinical microsys-
tems, disclosure of medical error, and patient satisfac-
tion as a surrogate marker for quality elaborate on
overarching quality concepts. A glossary of stakehold-
ers with websites (Appendix A) and additional refer-
ences (Appendix B) round out this proposed
curriculum. All topics with an asterisk are considered
advanced topics.

HISTORY OF THE MODERN QUALITY
MOVEMENT IN HEALTH CARE—AS OUTLINED
BY KEY HISTORICAL FIGURES

Ernest A. Codman, MD (1869–1940): Importance of
End Results ⁄ Outcomes
Dr. Codman, a surgeon at the Massachusetts General
Hospital (MGH) in Boston, Massachusetts, was credited
as one of the first physicians to insist on recording and
reporting on individual physician outcomes. His insis-
tence on an ‘‘end results system’’ to monitor the quality
of physician and hospital care made him unpopular
among his peers and led to his eventual loss of admit-
ting privileges at MGH. Dr. Codman’s interest in QI led
to the establishment of the American College of Sur-
geons (ACS) and its Hospital Standardization Program.
Dr. Codman is also credited as one of the first to insti-
tute morbidity and mortality conferences.2

Avedis Donabedian, MD, MPH (1919–2000):
Structure ⁄ Process ⁄ Outcome
Dr. Donabedian was a physician at the University of
Michigan’s School of Public Health. He has been
called the ‘‘father of outcomes research’’ and is cred-
ited with introducing the quality triad as a paradigm
for evaluating the quality of health care delivered by
an organization. Using Donabedian’s paradigm, qual-
ity can be measured by examining organizational
structure, the care delivery process, and the resulting
outcomes.3

W. Edwards Deming (1900–1993): Process Control
Dr. William Edwards Deming, an engineer, statisti-
cian, and business consultant, is best known for
applying statistical process control principles (i.e.,
controlled and uncontrolled variability of production
processes) to nonmanufacturing environments. He
believed that ‘‘the consumer is the most important
part of the production line’’ and that continual
improvement of quality through statistical methods
was the key to business success. After World War II,
he taught statistical process control methods to

Japanese business leaders, who embraced his ideas
and credited him for Japan’s manufacturing domi-
nance in the decades to follow. Years later, his ideas
were finally valued among American businessmen
when a U.S. documentary, ‘‘If Japan Can ... Why
Can’t We?’’ became the most successful documentary
in television history.4

Joseph M. Juran (1904–2008): Total Quality
Management
Joseph Moses Juran, an electrical engineer and man-
agement consultant, began his career at the famous
Western Electric Company Hawthorne plant and is best
known for ‘‘total quality management.’’ He believed
that ‘‘cultural resistance’’ was at the root of quality
issues. His ‘‘trilogy process’’ includes quality planning,
quality control (reducing chronic waste), and QI.5

John (Jack) Wennberg, MD, and Elliott Fisher, MD,
MPH: Regional Variability in Clinical Practice
Patterns
Dr. Wennberg, a Dartmouth physician, was the first to
introduce the concept of regional variability in health
care back in the 1970s. His sentinel Science publication
showed that regional variations in patterns of care (and
health care expenditures) were not evidence-based and
did not influence patient outcome.6 Dr. Wennberg
founded the Dartmouth Atlas of Health Care project in
the late 1980s. He was an influential mentor to Dr. Elli-
ott Fisher, also a Dartmouth physician and current lead
of the Dartmouth Atlas project. Dr. Fisher jettisoned
research in regional variation into mainstream health
care policy conscience with the publication of two arti-
cles in 2003.7,8 These two articles conclude that patients
in higher spending regions of the country receive 60%
more care, but quality of care is no better (and at times
worse) in these higher-spending regions than in lower-
spending regions.

Donald Berwick, MD, MPH: Business Applications
of Quality Management to Health Care and the
Institute for Healthcare Improvement
Dr. Berwick, a Harvard pediatrician, was one of the
first to experiment with business applications of qual-
ity management in health care, as detailed in his book
Curing Health Care.9 His sentinel paper in 1988 high-
lighted the difference in effectiveness of quality man-
agement focused on ‘‘bad apples’’ as opposed to ‘‘bad
systems.’’10 Dr. Berwick was an influential author of
the second IOM report, Crossing the Quality Chasm.1

In addition, Dr. Berwick is the founder and current
CEO of the Institute for Healthcare Improvement
(IHI). The IHI is an independent, nonprofit organiza-
tion that assists health care organizations in actively
implementing QI strategies. Successful programs of
the IHI have included the Breakthrough Series Collab-
orative, the 100,000 Lives Campaign, and most
recently, the 5 Million Lives Campaign.11,12 Given his
role with the IOM report and the IHI, Dr. Berwick is
viewed by many as the father of the present-day QI
movement in health care. In July 2010, he was
named administrator of the Centers for Medicare and
Medicaid Services.
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Brent James, MD: Intermountain Healthcare
Research on QI
Brent James is a surgeon and a statistician. He founded
the Intermountain Institute for Health Care Delivery
Research. This is a research organization, think tank,
and education center focused on QI in health care.
Dr. James trains physicians and health care leaders in
QI strategies in a course called the Advanced Training
Program. Leaders from all over the world come to learn
his methodologies. He also has undertaken large stud-
ies at Intermountain Healthcare examining pneumonia
and sepsis care, standardization in diabetes and couma-
din care, and reducing morbidity and mortality among
women and newborns through standardized care
plans.13

Lucian Leape, MD: Patient Safety Movement
Dr. Lucian Leape, a pediatric surgeon, is considered the
father of the modern-day patient safety movement.14

His landmark 1994 publication Error in Medicine pro-
vided momentum for the patient safety movement.15

His research demonstrated applying systems theory to
prevent adverse drug events. He also advocated for the
nonpunitive systems approach to prevent medical
errors.

Peter Provonost, MD: Checklist
Dr. Pronovost is an anesthesiologist and critical care
physician at Johns Hopkins. Both a clinician and an aca-
demic researcher, he translates the science of quality
and patient safety to the bedside and has successfully
implemented system changes on a state and national
level. He is a pioneer in large-scale improvements focus-
ing on quality measures, intensive care unit physician
staffing, safety culture, error reporting, ventilator-asso-
ciated pneumonia, and sepsis treatment, among others.
He is best known for creating a simple ‘‘checklist’’ that
resulted in dramatic decreases in infection rates when
starting a central venous catheter.16

HISTORY OF THE QUALITY MOVEMENT IN
HEALTH CARE—AS OUTLINED BY KEY
REPORTS AND ORGANIZATIONS

Minimum Standards of Hospitals Evolve to Become
The Joint Commission
Based on the influence of Ernest Codman, MD, the
ACS developed the minimum standards of hospitals
and began on-site inspections of hospitals around 1918.
The ACS evolved this program and joined other groups
in the 1950s to form the Joint Commission on Accredi-
tation of Hospitals (JCAH). This organization was estab-
lished as an independent nonprofit organization, whose
primary purpose was voluntary accreditation of hospi-
tals. JCAH extended the scope of health care facilities it
reviewed and, as such, changed its name to the Joint
Commission on Accreditation of Healthcare Organiza-
tions (JCAHO) in 1987. Now known as ‘‘The Joint
Commission,’’ this organization continues to be an
influential force in many hospital-based health care QI
activities. The group established sentinel event
reporting in the late 1990s, and National Patient Safety

Goals (NSPG) in the early 2000s. Meeting NSPGs has
been the main focus of many health care organizations’
QI activities.17

Institute of Medicine Reports
The two IOM reports—To Err Is Human18 and Crossing
the Quality Chasm1—were released in 1999 and 2001,
respectively, and are credited with precipitating main-
stream awareness of medical errors and suboptimal
quality of care. To Err Is Human reports that between
44,000 and 98,000 Americans die each year as a result
of medical errors, citing medical errors as the eighth
leading cause of death in the United States. Crossing
the Quality Chasm reports that ‘‘between the health
care we have and the health care we could have, lies
not just a gap, but a chasm.’’ This report is also known
for its delineation of six aims of high-quality health
care: safe, effective, patient-centered, timely, efficient,
and equitable.

Centers for Medicare and Medicaid Services
As the largest purchaser of health care, Centers for
Medicare and Medicaid Services (CMS) is integrally
involved in the quality movement. While CMS has
experimented with a variety of demonstration projects
aimed at improving quality and managing (or decreas-
ing) expenses, its most widely recognized initiative is
the Physician Quality Reporting Initiative. The 2006
Tax Relief and Health Care Act required the establish-
ment of such a physician quality reporting system,
and this program has been in place since 2007. Cur-
rently, physicians receive a bonus for reporting on at
least three quality measures for at least 80% of their
patients. Many believe that while current program
payment is tied to reporting and is voluntary, in
the future, it will be tied to performance and likely
mandatory.

National Quality Forum
The National Quality Forum (NQF) is a private, non-
profit multi–stake holder organization with more than
350 members representing every sector of the health
care system. NQF is best known as a voluntary consen-
sus setting body. NQF-endorsed quality measures are
viewed as ‘‘criterion standards’’ that can be used by a
variety of governmental and private groups. NQF has
endorsed more than 500 measures for subsequent use
in a variety of QI programs.

Institute for Healthcare Improvement
Please reference earlier notes under Dr. Donald Berwick.

Leapfrog
The Leapfrog Group is a major health care purchaser
group working to improve U.S. health care. They
believe that big leaps in health care safety, quality, and
customer value are possible and should be recognized
and rewarded. Leapfrog works to encourage transpar-
ency and easy access to health care information, reduce
preventable medical mistakes, encourage public report-
ing of quality and outcomes, and rewarding hospitals
with a proven record of high quality care.
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Physician Consortium for Performance
Improvement
The AMA-Physician Consortium for Performance
Improvement (PCPI) is composed of more than 170
national medical specialty societies, state medical socie-
ties, the American Board of Medical Specialties and
member boards, and other relevant organizations. The
group has taken the lead in developing, testing, and
maintaining evidence-based performance measures. In
fact, in the past 10 years of its existence, PCPI members
have helped create 270 measures spanning 42 clinical
areas.

THE CURRENT QUALITY MOVEMENT
IN HEALTH CARE

Focus on Public Reporting, e.g., Hospital Compare
In 2005, the U.S. Department of Health & Human Ser-
vices launched the Hospital Compare website in an
effort to publicly report hospital outcomes on ‘‘core
measures’’ related to pneumonia care, congestive heart
failure care, and acute myocardial infarction care. Since
its beginnings, many more measures have been added,
including public reporting of surgical care, asthma care,
patient satisfaction, hospital readmission rates, and hos-
pital mortality rates. It is unclear to what extent patients
rely on this website in determining where to seek care.
Nonetheless, U.S. hospitals are investing significant
resources into their QI infrastructure to be able to per-
form well on specified measures. This trend in
increased public reporting of quality measures is likely
to continue to grow.

Focus on Pay for Performance or Value-based
Purchasing (VBP)
Value-based purchasing has become the most recent
buzzword in health care reform. Instead of paying for
health care based on volume (regardless of quality), the
CMS is now committed to reimbursing providers based
on value. VBP is thought to link payment more directly
with quality and allow CMS to be a more active pur-
chaser of health care. The extent to which health care
finance reform will transform reimbursement toward
VBP remains to be seen.

Attention to regional variability
Dr. Eliott Fisher and others involved in the Dartmouth
Atlas project have continued to publish regular studies
analyzing regional variability in health care expendi-
tures and quality of care outcomes. For example, a
recent study8 looked at the association between health
care costs and hospital performance on ‘‘core mea-
sures.’’ As in other studies, no correlation was found.
At times a negative correlation has been documented,
leading the authors to conclude there is a ‘‘paradox of
plenty.’’

Denial of payment for ‘‘never events’’ and
‘‘hospital-acquired conditions’’
As CMS looks to decrease unnecessary health care
costs and improve quality of care, it has focused on
decreasing payments for inferior care. As such, CMS
announced in 2008 that it will not pay for certain

‘never events’ and certain hospital-acquired conditions.
Hospitals still are paid for hospitalizations but are not
allowed to code and charge for ‘‘complicating condi-
tions’’ if they develop during a patient’s stay. The list
of conditions that will not be paid for has been
expanded, and is controversial. Many believe that it is
unrealistic to expect complications to never happen
even when following standard care. Hospitals now
have to document whether certain conditions are
‘present on admission.’ More recently, there has been
a movement towards CMS not paying for hospital
readmissions for congestive heart failure and other
chronic conditions. Over 20% of hospitalized patients
are readmitted within one month of a hospital
discharge. The Medicare Payment Advisory Commission
(MedPac) has recommended that CMS lower payments
to hospitals with high rates of risk-adjusted readmission
rates.

End-of-life Care
End-of-life care consumes an inordinate amount of
health care dollars and nearly 50% of Americans die
in a hospital bed. Studies in regional variability
have shown that there is significant variation in costs
associated with treating patients at the end of life.
Health care systems that focus on end-of-life planning
(e.g., Gundersen-Lutheran Health System in LaCrosse,
WI, where 95% of elderly patients have signed
advanced directives on end-of-life care) have lower
costs. Our ability, as a society, to grapple with appro-
priate allocation of limited resources at the end of life
may hold the key to our health care spending crisis.

Future Quality Trends With Payment Ramifications
The CMS is also interested in testing ‘‘bundled pay-
ments’’ in which hospitals and physicians receive a
single payment for providing all of the services associ-
ated with a specified procedure. This concept has also
been phrased as ‘‘acute episode of care’’ and ‘‘global’’
payments. The overriding goal is to encourage hospi-
tals and physicians to work closely and efficiently
together to improve care while decreasing costs. How
these single payments are to be divided between the
hospital and the various involved physicians remains
to be seen.

Business Case for Quality
An improvement culture shows an increase in ‘‘hard
green dollars’’ through operational performance
enhancement and ‘‘soft green dollars’’ from workforce,
patient, medical staff, and hospital board satisfaction.
Successful QI programs result in decreased costs and
increased revenues.

THE DISCIPLINE OF QI

Human Factors Engineering*
Human factors engineering is the scientific discipline
concerned with understanding interactions between
humans and other elements of a system. This profes-
sion applies theory, principles, data, and other methods
to design to optimize human well-being and overall sys-
tem performance.19
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Reason’s Swiss Cheese Model
In 1990, James Reason published what is known as the
Swiss cheese model of accident causation. This model
is used in the risk analysis and management of human
systems. In this model, defenses against failure are
stacked front to back like slices of Swiss cheese with
holes representing either active or latent failures (weak-
nesses in the system). In an ideal system there would
be impenetrable barriers without holes. However,
should these holes (failures) align, catastrophic events
are possible. Reason defines the accident trajectory as
‘‘… the rare conjunction of a set of holes in successive
defenses, allowing hazards to come into damaging con-
tact with people and assets.’’20

Latent and Active Errors
The terms ‘‘active’’ and ‘‘latent’’ as applied to errors
were coined by Reason as well. Active failures are
errors that are likely to have a direct effect on a patient
or system, such as ignoring a beeping monitor reveal-
ing ventricular tachycardia. These frequently involve
frontline workers and are described as the ‘‘sharp end’’
of error promulgation. Alternatively, latent failures or
conditions, described as ‘‘blunt end’’ errors, are often
the result of poor system design, training shortfalls,
undetected defects, etc. These are frequently unin-
tended violations that may go unnoticed for a period of
time before they penetrate defensive layers. One exam-
ple would be laboratory specimen processing and
delays to definitive diagnosis due to specimen mislabel-
ing or mishandling. It is the combination of both that
most commonly results in patient threat. Active failures
generally occur at the human–system interface and are
usually immediately noticed. Latent failures often begin
in the system or procedural design and can remain dor-
mant until the right set of circumstances brings them to
light.21

High-reliability Organizations*
High-reliability organizations (HROs) have their founda-
tion in one simple ideal—fewer failures. In the 1990s,
Weick and Sutcliffe22 and Rochlin et al.23 used their
research to understand how various industries created
and maintained high reliability, thereby mitigating acci-
dents. Others have noted a number of important shared
traits of HROs. First, HROs expect failure and work to
avoid it through training, redundancy, and resilience.
Second, when failure occurs, HROs recognize it earlier
and respond efficiently. Damage is limited before it can
propagate downstream resulting in larger system fail-
ure. HROs consider the organization and its individuals
and build safety into the operation based on these
experiences, becoming more resilient. Overall, reliable
organizations value and cultivate safety in their organi-
zational culture. They are defined by a variety of
factors, including preoccupation with failure, reluctance
to simplify, sensitivity to the operation, resilience under
duress, and reference to expertise. Each factor relies on
communication and human interaction. Successful
HROs value open flows of information, continually
reassess the practice environment, and continually test
their redundant systems. Within this model, individual
decision-making is highly valued and supported by

organizational knowledge and vigilance. This inevitable
human variability is a contradiction to reliability. How-
ever, it is one of the strengths of HROs—enabling indi-
viduality within a culture of mindfulness. Mindfulness is
attained when individuals and groups act and then
reflect. They move forward with the understanding that
not all is known and thoughtfully contemplate new
pathways, choices, and alternatives as they arise. Using
this information, mindful groups and individuals effec-
tively and sometimes instinctively choose the most sen-
sible path.22,23

Reliability and Resiliency
Safety has been termed ‘‘a dynamic nonevent.’’ It is
dynamic because stability is maintained by continuous
adjustment to the system. It is a nonevent because
seamless functioning of the system is maintained. Reli-
able organizations and people maintain seamless func-
tioning by anticipating events, maintaining resilience
in the face of events and applying fluid decision-mak-
ing to events. Resilient individuals and organizations
are capable of recognizing incidents and mitigating
propagation. Inevitably errors will occur. Diminishing
the damage these errors pose, particularly in health
care, is challenging. Required for this purpose are
many skills previously mentioned, in addition to vigi-
lance, improvisation, rapid response, and coordinated
learning.22,24,25

Statistical Process Control Charts*
The two most important principles that must be
brought to the analysis of data that are relative to oper-
ations are variation and context. When measuring pro-
cesses in a complex system, there are a multitude of
factors that influence data, and lead to large variations
in day-to-day measures. Variation must be taken into
account to understand whether data reflect a significant
change, or noise (routine variation), inherent in the pro-
cess. By accounting for variation, the change measured
is put in context. All too often data are presented to the
reader as a limited comparison—one national deficit
compared to another, one month of car sales compared
to another. There is no context for the data points. You
cannot tell if the difference between the two data points
is due to variation or due to real change. Statistical pro-
cess control is simply the best way to look at opera-
tional performance data in the ED.26

CHALLENGES IN QI

Data Limitations: Administrative Databases Versus
Clinical Chart Abstraction
Results of quality measures based on administrative
data are often felt to be erroneous, as the accuracy of
these data is limited to the accuracy of medical docu-
mentation and subsequent medical coding. Specifically,
data from administrative databases often are not appro-
priately risk-adjusted, as full clinical information is
often not appropriately documented. While clinical data
based on chart abstraction (often by a clinician) are
viewed as significantly more accurate and representa-
tive of care provided, the labor costs involved in gath-
ering such clinical data can be prohibitive. It is hoped
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that electronic medical records will allow capture of
clinical data to be greatly facilitated.

Case Attribution
With increased reporting of physician-specific or insti-
tution-specific quality measures, it has come to light
that determining who is responsible for a patient popu-
lation can be difficult. For example, primary care physi-
cians are provided reports on the percentages of their
patients who are not screened for a variety of preven-
tive care measures. Often, their individual patient lists
include patients whom they have never seen or patients
who have had only tangential contact with them.

Culture of Medicine
Medicine in the 19th and 20th centuries functioned
essentially as a guild populated by craftsmen. Medi-
cine’s promise was that if an individual physician was
well-trained and knowledgeable, and put the best inter-
ests of his patients first, he or she could deliver quality
care. Unfortunately that promise did not deliver.

This culture of medicine as one of individual physi-
cian responsibility and autonomy in fact often leads to
bad patient outcomes. The profession always believed
that self-regulation was sufficient, and a ‘‘blame and
shame’’ culture would adequately motivate ‘‘outliers’’ to
provider better patient care.

Quality management in many health care organiza-
tions is still focused on case reviews and individual phy-
sician involvement, as exemplified in morbidity and
mortality conferences. When there is a punitive compo-
nent to case reviews (e.g., cases are recorded in individ-
ual physician files), the amount of peer or self-reporting
significantly diminishes. The modern-day quality move-
ment in health care, however, has effectively argued
that focusing on improving system defects will go fur-
ther toward improving the care of all patients than a
more narrowed focus on case-finding based on individ-
ual patient cases and individual bad outlier physicians.

By contrast, a ‘‘just culture’’ refers to a way of think-
ing that promotes a questioning attitude, is resistant to
complacency, is committed to excellence, and fosters
personal accountability and corporate self-regulation in
safety matters. Such a culture, then, is both attitudinal
and structural, relating to both individuals and organi-
zations. In such a just culture, people are encouraged
(even rewarded) for providing essential safety-related
information. Such a culture of safety is exemplified by
increased event reporting, even self-reporting. None-
theless, the drastic swing away from bad apples and a
blame and shame culture toward bad systems and a
just culture has been tempered in the past few years as
some thought leaders in the quality movement have
argued that at a certain point individuals need to be
held accountable for their willingness to comply with
best practice (e.g., hand hygiene).

Dominance of Physician Autonomy
Due to the great variability that exists in clinical prac-
tice (Wennberg and Gittelsohn6 and the work of Fisher
et al.7), a great deal of effort was placed into clinical
guidelines development, much funded by organizations
such as the Agency for Healthcare Quality (AHRQ).

Clinical guidelines have been criticized for a variety of
reasons, including minimizing individual patient prefer-
ence and often providing conflicting recommendations
for patients with multiple comorbidities. Clinical guide-
lines have also been disparaged as reducing physician
autonomy. A culture that strongly values physician
autonomy works against any efforts to standardize care
across the spectrum of underutilization and overutiliza-
tion. A strong culture of physician autonomy exists
despite evidence that Americans, on average, only
receive 55% of recommended care.10,27

Risk Adjustment
The results of quality measures are often discredited by
physicians as not meaningful, since most believe that
their patients are ‘‘sicker and poorer.’’ Many risk-
adjustment models have been proposed for a variety of
conditions. The American College of Cardiology and
the Society of Thoracic Surgeons are among the pio-
neer groups to maintain risk-adjusted databases for the
care provided by their physicians.

Science of Quality Does Not Necessarily Use
Standard Methods and Statistics
Quality improvement as research may embrace a wider
range of scientific methodologies. QI research may not
need the same thresholds (‘‘p-values’’) for action on the
evidence found. Assessment techniques developed in
engineering and used in QI—statistical process con-
trol, time series analysis, simulations, and factorial
experiments—have more power to inform about mech-
anisms and contexts than do randomized controlled
trials. A central idea in improvement is to make
changes incrementally, learning from experience while
doing so: plan-do-study-act (PDSA). This is captured in
the plan-do-check-act (PDCA) cycle.

Unintended Consequences of Quality Measure(s)
With multiple quality organizations and federal agen-
cies creating health care quality measures, ‘‘flawed’’
performance measures appear to be common. An hon-
est attempt to craft a quality measure may create unin-
tended consequences of more clinical work and
documentation burden for the clinicians and overtreat-
ment and overtesting for the patient and in the end
may have no evidence basis. The Pneumonia Core Mea-
sure presented the most relevant ‘‘flaws’’ among
EPs.28,29 Core measures are best crafted by the subspe-
cialty organizations that have full knowledge of their
system and their evidence-based medicine literature
and what they can feasibly improve.

OPPORTUNITIES TO IMPROVE THE QUALITY
OF CARE DELIVERED

Credentialing
Credentialing is primarily granted by hospitals and is
specific to each institution. Hospitals may accept stan-
dards promulgated by entities such as certifying
boards (e.g., American Board of Emergency Medicine),
but they are not required to do so. The main purpose
of credentialing is to ensure a physician’s competency
in his or her practice, including the necessary
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knowledge to perform new techniques or use new
equipment.

Team Training
Interdisciplinary teamwork has been identified by the
IOM and others as an essential skill to reduce prevent-
able medical error and promote quality patient out-
comes. Relevant research in this area includes an EM
teamwork definition, program planning, implementa-
tion and evaluation, effectiveness, its role in continuing
education, and opportunities for evidence-based
research.30–34

Crew Resource Management
Crew resource management has been used in the avia-
tion industry for more than 20 years and only recently
has been incorporated into a variety of health care set-
tings. Its key components are fatigue management, team
building, communication, recognizing adverse events,
team decision-making, and performance feedback.35,36

Simulation
Simulation-based training has been used in areas where
experience with live patients may be infrequent or
potentially dangerous. These include training practitio-
ners in new procedures, and promoting improved
teamwork and communication. Simulation is also used
to provide a ‘‘standard’’ patient for purposes of training
and evaluation. It has been used to promote improved
teamwork and communication for EM residents, and a
research agenda has been developed.37–39

Safety Surveys
To further a ‘‘culture of safety and quality improve-
ment,’’ in 2004, the AHRQ sponsored the development
of patient safety culture assessment tools for hospitals,
nursing homes, and ambulatory outpatient medical offi-
ces. The goal of the survey was to create a tool for
institutions to evaluate how well they have established
a culture of safety in comparison to other similar hospi-
tals. The Hospital Survey on Patient Safety Culture 2009
Comparative Database Report represents change over
time for 204 hospitals that submitted survey data more
than once and provides hospitals comparative with
results in efforts to establish, improve, and maintain a
culture of patient safety in their institutions.

Creation of an Open and Fair Culture*
Recognize that human errors and human drift from
what we are taught summarizes the fallibility of any
human enterprise. Creating a culture where we can
admit our mistakes further develops learning, openness,
and fairness. However, distinct categories must be
defined between human error, at-risk behavior (drift),
and reckless behavior. All must be accountable for each
behavior. A middle ground between punitive reaction
and blame-free culture that balances individual
accountability has been recommended by the just cul-
ture community.40

Design of Safe Systems*
Design systems that facilitate good decisions and antici-
pate human error, capture errors before they become

critical, and recover when critical consequences reach
the patient.

Management of Behavioral Choices
Culture within an organization may drift into an unsafe
condition. Leaders must constructively coach care
providers to follow safety-critical procedures, to report
when they see hazards or when they make safety-critical
mistakes, and to promote reliable behaviors. Recognize
that remedial, disciplinary, or punitive actions must
follow human error, drift, or reckless behavior.

Knowledge of Change Management
It is estimated that 70% of change efforts fail to achieve
their objectives. Knowledge of change management
should increase the odds of attaining and maintaining a
favorable result.

Kotter and Cohen41 have developed an eight-step pro-
cess for leading large-scale change: 1) tension for
change—establish a sense of urgency based on the reali-
ties of the market, crises, opportunities, and so forth;
2) coalition—create a guiding coalition with enough
power to lead the change; 3) vision—develop a vision
and strategy that can direct the change effort, together
with strategies for achieving that vision; 4) communica-
tion—communicate the change vision, using multiple
modalities and vehicles for communication, and have
the guiding coalition model the behaviors sought;
5) empowerment—empower broad-based action while
encouraging risk-taking and removing barriers, obsta-
cles, and undermining forces; 6) early success—generate
short-term wins and recognize those wins and the
people who contributed to making them; 7) expanding
change—consolidate gains and produce more change to
extend the vision for change beyond the initial targets
and people; and 8) grounding—anchor the new
approaches in the culture of safety.

Boyatzis and McKee42 identify successful leadership
characteristics of renewal: mindfulness, hope, and
compassion. General leadership styles are authoritative,
affiliative, coaching, coercive, democratic, and pace-
setting,43 and a leader’s ability to match his or her
leadership style to the situation (leadership flexibility) is
a most valuable skill. Leaders can be very effective for
their organizations when they encourage others to think
deeply about an issue.

In business, the organizational culture and how
people feel about it can account for almost 30% of
business performance. In ‘‘servant leadership’’ a posi-
tive organizational environment develops that allows
and encourages others to excel and achieve through a
focus on purpose, building on strengths and raising
the bar.

QUALITY IMPROVEMENT METHODOLOGIES
AND TOOLS

Examples of QI Project Methodologies: DMAIC
(Define, Measure, Analyze, Improve, Control),
Six Sigma Methodology, Lean Manufacturing
Principles, etc.
There are a number of methodologies for conducting
QI studies in service industries and in medicine.
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QI studies are gaining credibility within the specialty of
EM.

Six Sigma is a business management strategy for
identifying waste and defects in a process, originally
developed by Motorola. Manufacturing and service
industries have now used this methodology success-
fully. Six Sigma uses a series of quality and statistical
methods to facilitate improvement in a systematic way.
Formalized training is involved, and levels of demon-
strated expertise and formal certification can be
obtained (for example, green belt, black belt, and so
forth). Six Sigma offers two pathways to improvement
depending on whether the process is dysfunctional, or
the process does not exist in a coherent, recognizable
way.

Define, measure, analyze, improve, control (DMAIC)
is used to improve an existing process that is subopti-
mal. Define, measure, analyze, devise, verify (DMADV),
also known as Design for Six Sigma (DFSS), creates a
new process.

Lean is a methodology that began in manufacturing
and has been used successfully for many years, particu-
larly in Japan. The approach is driven by the concept of
value stream mapping and requires less training and
infrastructure than Six Sigma to launch. Physicians
learn by doing, and projects are short in length (1 to
3 weeks) and are based on best practices. The basic
premise is that anything that does not add value to the
patient’s care should be eliminated. Lean methodology
seeks to weed out waste in health care processes.

Value stream mapping is an integral part of the Lean
methodology. With value stream mapping, the team
examines every process and operation from the per-
spective that each step should add value to patient care.
It is traditional flow mapping with an eye toward elimi-
nating waste and adding value. If a step on the flow
map does not add value to the process, methods are
sought to eliminate the unsuccessful step(s) from the
process. The goal is to drive out waste so that all steps
add value and serve the patient’s needs.

Selecting Methodology
As above, there are a number of methodologies for
conducting QI projects, and each has a set of devoted
followers, but the most important requirement, accord-
ing to Intermountain Healthcare, is that the organiza-
tion adopts a methodology and trains all leaders in its
utilization. Regardless of the methodology chosen, all
QI work must meet these requirements: 1) a carefully
defined aim statement, 2) stretch goals describing
explicitly what the project will try to do and over what
time frame, and 3) a defined measure(s) for tracking
improvement. In addition, it is important to consider
‘‘change management’’ (e.g., first securing buy-in from
a team of key stakeholders), conduct a pilot study, and
provide feedback to workers on results.44

Plan-Do-Check-Act
Plan-do-check-act is a structured approach to a rapid
cycle test of change. It follows a scientific method to QI
and is most often used to improve relatively simple pro-
cesses that are amenable to quick transformation.
‘‘Plan’’ refers to setting clear objectives, metrics, and

processes. Implementation of the strategy occurs in the
‘‘do’’ phase. The ‘‘check’’ phase studies the results of
the new process and compares it to the expected out-
come. The final ‘‘act’’ phase analyzes the discrepancies
in outcomes. A key feature of the PDCA cycle is that it
is an iterative process. Ideally, learning and improve-
ment occurs with each successive PDCA cycle. This
structured approach is also known as PDSA.45

Sentinel Event and Incident Reporting
Patient safety reporting systems attempt to capture the
spectrum of medical errors to make data-informed
improvements. Incidents can result in potential, minor,
or major harm. A sentinel event is an unanticipated
event resulting in serious injury or death. The Joint
Commission requires reporting on a specific list of
occurrences (e.g., unexpected death of a full-term
infant) as well as other sentinel events defined by the
accredited organization. Each sentinel event must be
followed by an analysis of causal factors (see ‘‘Root
Cause Analysis’’) that focus on systemic issues and an
action plan to prevent future occurrences. The facility’s
accreditation status is contingent on an adequate
response to the sentinel event. The Joint Commission
monitors, collects, analyzes, and disseminates the
reports in ‘‘sentinel event alerts.’’ The ideal system
would encourage providers to report incidents of any
magnitude, including near misses. Features that may
encourage reporting include ease of use, anonymity,
and feedback regarding any interventions.

Root Cause Analysis
Root cause analysis (RCA) is a class of problem-solving
methods aimed at uncovering the underlying cause(s)
of a defect. The basic underlying assumption is that
unless the ‘‘root’’ of the problem is exposed and cor-
rected, the system is vulnerable to similar errors in the
future. In health care, RCAs are often deployed only
after a major medical error resulting in serious harm,
such as a sentinel event. The ideal analysis would
include a description of the causal relationships of the
problem, as well as a focus on systemic deficiencies.

Cause and Effect Analysis
The root cause(s) of a problem is often hidden. Cause
and effect analysis aims to uncover them through the
use of visual aids (often called fish or fishbone dia-
grams) and a series of iterative questions (often
referred to as the ‘‘5 Whys’’ or ‘‘Why-Because’’ analy-
sis). The assumption is that obvious answers and super-
ficial responses will only address the symptoms and not
the underlying etiology of a problem. Although cause
and effect analysis is a structured approach to problem
solving, it still depends on asking the ‘‘right’’ questions,
and is subject to the experience of the analysts.

Failure Mode and Effects Analysis
Failure mode and effect analysis is a tool of operations
management to analyze potential failure modes. It is
popular because traditional means of learning from
mistakes are both costly and potentially catastrophic. It
is usually used before the start of a new operation, pro-
cess, design, or equipment, to prospectively evaluate,
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predict, and mitigate failures before they occur. Failure
mode and effects analysis (FMEA) is often a part of a
larger process improvement effort, e.g., Six Sigma. The
components of an FMEA analysis are broken down into
the ability to detect a failure mode, the severity of the
failure if it occurs, the probability or frequency of fail-
ure, and then analyses including the ability to mitigate
the outcome by early detection.46,47

EMERGENCY MEDICINE AND QUALITY
MANAGEMENT

ED Benchmarking
Increasingly, EDs are using performance data to track
the efficiency of their operations. This is called bench-
marking and is predicated on the ability to identify the
appropriate cohort with which to compare each facility.
For instance, a low-volume community hospital will
have performance metrics that look quite different from
a Level I trauma and tertiary care center. By using
demographic data like annual census, admission rate,
the availability of trauma services, patient Emergency
Severity Index (ESI) distribution, admission rates, and
so forth, a department can characterize itself for appro-
priate benchmarking. Commonly used performance
metrics like length of stay for all patients, admitted and
discharged patients, patients who left without being
seen, door-to-physician time, and other time interval
metrics, complaint ratios, and performance on clinical
measures can be used to benchmark similar hospitals
against one another.48,49

Scope of ED Quality Management
A robust quality management program for an ED
includes the following five elements in an ongoing fash-
ion: 1) census data (who is coming and what do you do
to them, for them, and with them); 2) metrics (as dis-
cussed above in the benchmarking section); 3) opera-
tional data (more granular data on specific ED
operations like laboratory and x-ray utilization and per-
formance); 4) focused audits on particular projects; and
5) provider specific data.50,51

ED Data Collection Strategies: (see ED Information
Systems below)
As EDs move toward increased information technology
support and an electronic health record (including
patient tracking, physician order entry, and physician
documentation), much data for benchmarking will be
retrieved from data warehouses that capture data from
an electronic whiteboard. Until then, needed data can
be retrieved through small sample audits done by hand
and from a paper ED log and chart reviews.52

Solicitation of Cases from Within the ED and From
Other Services
Solicitation of cases remains a common model for
‘‘harvesting’’ important quality cases. This model may
be used, but must be conducted in a complete no-
blame ⁄ no-shame manner and led by senior department
leadership. Using this strategy, even in the most
objective forum, remains potentially problematic for
‘‘blame-free’’ quality management. Use of the ‘‘Joint

Commission Learning from Defects Tool’’ may keep
this case-review process objective and standardized.53

ED Focused Audits
The most creative part of a program, focused audits,
may focus on high-risk clinical entities, high-volume
cases, sentinel events, complaints, or aberrant data
noted in other sections of the quality management pro-
gram. Peer review of sentinel cases may be included as
part of this program, but is also often included as part
of a risk management program.

ED Quality Dashboard ⁄ Scorecard
There are many ways to organize quality data, but the
development of a standardized data dashboard for
studying performance metrics is part of the foundation
of a comprehensive program. Use of the five elements
mentioned above (under ‘‘Scope of ED Quality Manage-
ment’’) is one method that is becoming popular. Census
data included on the dashboard help a department
understand the needs of the community it serves and
how they may be changing.54

ED Provider Data
Almost any data that can be tracked by a department
can be tracked by a physician. Physicians are competi-
tive, and typically the mere provision of data, even in a
blinded fashion, will move individual providers toward
the mean. Most often, physician behavior can be
changed by simply sharing the data of the group. Many
progressive groups will study the strategies of the top
performers in their group and share them with the
group at large.

ED Resource Utilization Studies*
Utilization data are important to be sure that capacity
matches demand in the department. Resource utiliza-
tion can be studied by department and by provider, but
until patient acuity, census, and workload can be quan-
tified for ‘‘risk-adjustment’’ purposes and until ‘‘best
practice’’ is unequivocal, it is impossible to mandate
utilization ratios, because this will lead to unintended
consequences. For example, in the past, in certain com-
munities, where head computed tomography utilization
rates were tracked for primary care physicians, a
change in practice pattern occurred where primary
care physicians more readily sent patients to the ED
when diagnostic imaging was needed. In this way, com-
puted tomography ‘‘utilization’’ would not be counted
against the primary physician, but rather the EP.

ED INFORMATION SYSTEMS

Emergency department tracking systems have been
evolving for the past two decades. Regardless of the
level of sophistication of such a system, tracking
patient movement, departmental flow, ED volume, and
critical operational metrics, such as door to provider
and length of stay, are essential elements for the
minute-to-minute, hour-to-hour, and daily management
of a busy ED. Traditionally, tracking systems, even the
archaic but cost-effective grease board, were designed
to inventory and categorize patients in the ED. This
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function expanded to identify patient movement or
specific pending or completed actions such as pending
physician evaluation, awaiting x-ray or lab, etc. As the
need and desire to track additional operational data
and processes of care, and to affect the care provided
with real-time intervention (e.g., forcing functions)
has become desirable and necessary, the sophis-
tication demanded from these systems has increased
exponentially.

Although tracking systems were first used to inven-
tory and categorize patients, operational metrics were
easily obtained from systems that could acquire data
points as patients reached critical steps in the ED
course. Subsequently, the value of measuring processes
of care beyond time-specific flow measures was recog-
nized. For instance, there is value in confirming the tim-
ing of performance of an electrocardiogram (ECG), the
number of ECGs performed, and that aspirin was pro-
vided in all acute coronary syndrome patients. Further-
more, some processes are so critical that the system
may prompt a provider to carry out a task (such as
renewing a restraint order that has expired). Such func-
tions are referred to as forcing functions.54,55

Electronic Medical Record
Although many confuse an electronic medical record
(EMR) with a tracking system or full ED information
systems, an EMR is simply an electronic version of the
medical record. EMRs provide benefit in reducing
paper moving through a busy system, often associated
with inefficiencies. EMRs provide prompting for data
collection for coding and for risk management, as well
as a means for improved access and portability of
health information. Unfortunately, to date, such ease of
access is limited to specific health care delivery systems
or hospitals and does not provide universal access,
regardless of where the patient enters the health care
system.

Two issues identified with the quality of some EMRs
are the accuracy and readability of the final product.
Many mix the nursing, physician, and operational data
throughout the record, making it difficult to determine
what care was delivered by whom and in what
sequence. Most EMRs use drop-down boxes or macros
(standard, common phrases) that can be invoked by a
mouse click. On occasion, these statements can be inad-
vertently included in the medical record. Although
EMRs theoretically reduce the cost of documentation
via discontinuation of traditional documentation sys-
tems (e.g., transcription), their weakness continues to
be lost productivity due to the increased time it takes to
document an encounter in many, if not most, of the
available systems.52,56–59

Computer Physician Order Entry
Computer physician order entry (CPOE) is designed to
remove steps from the logjam of processes needed to
care for any given patient in the ED and provide less
opportunity for error to be introduced in the order
entry process. Traditionally, a provider writes orders
on a paper chart and that document is passed off to a
clerk to enter the orders into the hospital’s operating
system. This hand-off allows for delays and potential

errors. Theoretically, if the provider is able to input his
or her own orders into the operating system, an entire
layer of the process is removed. In addition to the goal
of improved efficiency, CPOE systems have included
safeguards to avoid adverse drug reactions from aller-
gies and medication interactions. Some systems per-
form well to both ends. However, many add additional
layers to the ordering process, resulting in so much
additional burden being placed on the provider that
their efficiency and productivity suffer. It has been
questioned whether using a highly compensated pro-
vider for such tasks is a cost-effective proposition.60–64

Decision Support
Decision support systems are real-time software inter-
ventions that accompany CPOE systems. Commonly,
such systems will aid with reducing adverse drug reac-
tions by identifying potential allergies, drug interac-
tions, or medications at high risk for adverse events in
certain patient populations (i.e., the elderly). Decision
support also addresses even more complex ordering
decisions, such as guidance through calculation of pre-
test probability of a patient suspected of having a pul-
monary embolus. Decision support systems are most
advantageous with clinical decisions of great complex-
ity or high frequency of error or that include risk strati-
fication from a computation based on a defined set of
risk factors or a decision rule. Such systems have
proved successful in reducing medical error and prac-
tice variation, while improving utilization and patient
outcomes.65,66

MEDICAL ERROR: COGNITIVE PSYCHOLOGY
OF PERFORMANCE IN THE ED*

There are various levels of a system at which medical
error might occur: individual level, interpersonal level,
individual–technology interface level, social–technologi-
cal level, organizational structure level, institutional
level, and society level. This section reviews errors that
can occur at the individual level and is important
because understanding the human cognitive psychology
of error can lead to the development of systems of
work that are adapted to a human’s cognitive strengths
and weaknesses.

Reason defines human error as the failure of a
planned sequence of mental or physical actions to
achieve the intended outcome when this failure cannot
be attributed to chance.21 He divides this into two cate-
gories: 1) ‘‘slips,’’ the result of the incorrect execution
of the correct action sequence, and 2) ‘‘mistakes,’’ the
result of the correct execution of an incorrect action
sequence.67

Shortcuts in reasoning are referred to as ‘‘heuristics’’
by cognitive psychologists.

• Availability errors occur when the physician chooses
the most likely diagnosis based on the condition he
or she is most familiar with, thus limiting the consid-
eration of other possibilities. For example, many EDs
overdiagnose pelvic inflammatory disease and can
fail to consider other causes of low abdominal pain
in young women.
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• Context errors occur when the physician inappropri-
ately limits the set of diagnostic possibilities instead
of considering others. For example, an ECG may be
delayed or not performed in a patient with abdomi-
nal pain.

• Anchoring heuristics (or premature closure) is
another shortcut in reasoning that can lead a clini-
cian to stick with his or her initial impression and
thus fail to check for disconfirming evidence. An
example would be not considering an abdominal aor-
tic aneurysm in a patient with a history of kidney
stones presenting with back pain.

How information is presented can lead to markedly
different decisions. This is known as the framing effect
and can influence decision-making both by the patient
and by the physician. For example, how a physician
describes (frames) a lumbar puncture has an influence
on whether or not the patient will agree to the proce-
dure. Conversely, a patient who arrives with a plausible
diagnosis in his or her mind can lead a physician to
limit the choice of diagnostic possibilities. For example,
a patient may have assumed that their headache was a
‘‘migraine’’ because that is what her or she was told
previously, when in fact it could actually be something
more serious. It takes a great deal of clinical skill to
both collect clinical data and frame it.

Another focus area is selective versus undivided
attention, especially in the context of the continual
interruptions inherent in the ED. A simple aid, like a
‘‘to-do list,’’ may help overcome this. Understanding
human memory is helpful. Humans have a temporary
memory in which they store information for a very
short time period and also a longer-term memory.
Because of the amount and speed of information pro-
cessing (and the need to ‘‘delete’’ some short-term
memory stores), it is possible to ‘‘forget’’ about an
admitted patient who experiences an extended ED stay
because of delays in the admission process. Again, lists
or some form of reminder system may prove helpful.

In recent years, much attention has been directed to
identifying and preventing medical errors. The 1999
IOM report To Err is Human,18 coupled with several
high-profile media cases highlighting medical errors,
catapulted the issue of errors in medicine into the con-
sciousness of the public and policymakers.1,68

In 2001, the Joint Commission stated that ‘‘patients
and, when appropriate, their families are informed
about the outcomes of care, including unanticipated
outcomes.’’ This may include an apology (where respon-
sibility is taken for a mistake), which is different from an
expression of empathy (‘‘I am sorry’’). An apology
should be offered only after a thorough investigation
and ideally with the collaborative support of the legal
and risk management teams. While traditional risk man-
agement focuses on self-protection, or reducing the risk
of financial loss, a disclosure (or ‘‘early resolution’’)
approach focuses on addressing the needs (financial and
emotional) of the patient and family and offers support
to the involved practitioners. It is hoped that this
approach will enable participants in the health care
system to learn from errors and ‘‘near misses’’ to
improve the delivery of care. There is early evidence that

institutions that have a strong disclosure policy have
reduced liability payouts. It is unknown whether or not
these early financial successes are sustainable if the
nation’s economic conditions remain challenging.20,67,69–73

QUALITY PITFALLS IN EM

Caution: Limitations of Clinical Judgment in Ruling
Out Serious Illness
According to some theories, clinical impressions
formed and decisions made during the first five seconds
of the patient encounter are more reliable than further
examination and test results. Based on pattern recogni-
tion, many highly seasoned, experienced EPs seem to
instinctively know the true situation in the diverse clini-
cal scenarios faced. Critical, subtle differences are more
easily picked up by experienced providers having seen
many similar cases (e.g., myocardial infarctions, pulmo-
nary emboli). However, the vast majority of problematic
quality cases involve atypical presentations where the
bias of clinical judgment has the power to fly in the face
of the facts. Once biased toward a specific diagnosis,
the physician often rationalizes the data and more heav-
ily weighs evidence that supports the presumed diagno-
sis and can ignore evidence that does not.

Caution: Failure to Listen to and Take Into Consider-
ation Family Recommendations
Frequently EPs are faced with a patient with altered
mental status. Baseline mental status and functioning
are critically important pieces of information that only
family members can at times provide; it is very impor-
tant to take cues from family members who know the
patient and the home situation better than the health
care staff. Family members often provide information
that the patient and the emergency medical services per-
sonnel cannot. It is very important for the EP to seek out
the family and listen carefully to their concerns, explain
the medical reasoning for decisions, and reassess the
situation as more information becomes available.

Caution: Inappropriate Deference to Consulting
Services Who Have Not Assumed Patient
Responsibility
Emergency physicians often rely on the telephone
advice of a consultant who has not seen the patient in
person. When an adverse outcome occurs, the memory
of both parties in that conversation becomes more
favorable to their position and the conversation can be
misrepresented. It is advisable to carefully document all
conversations clearly on the chart. If there is a differ-
ence of opinion between the EP and the consultant, it is
important that the consultant be asked to evaluate the
patient in person. Most critically, the EP should not
allow a consultant to talk him or her out of an admis-
sion, as discharged patients carry the highest risk.

Caution: Communication and the Art of the Hand-off
Communication errors are likely the root cause in about
70% of medical errors. Implementing a standardized
approach to ‘‘hand-off ‘‘communications, including an
opportunity to ask and respond to questions, is a

e120 Kelly et al. • EM QUALITY IMPROVEMENT AND PATIENT SAFETY CURRICULUM



national patient safety goal. Effective hand-offs in EM
require well-designed tools, procedures, and communi-
cation.74

CLINICAL MICROSYSTEMS*

True Structure of the System
The true structure of the health system is composed of
a few basic parts: front-line clinical microsystems, over-
arching macrosystems, and patient subpopulations
needing care. However, the system that the patients
experience varies widely; systems may work well
together or not at all. Microsystems are the small func-
tional front-line units that provide most health care to
most people. They are the essential building blocks of
larger organizations and are the primary place where
quality and value of care are produced. Microsystems
improvement can transform health care at the front line
of service delivery.75

Embedded Systems
Microsystems evolve over time and are often embedded
in larger organizations. They are complex adaptive sys-
tems. A clinical microsystem is a small group of people
who work together on a regular basis to provide care
to a subpopulation of patients; it has clinical and busi-
ness aims, linked processes, and a shared information
environment, and it produces performance outcomes.

The Need to Transform Front Lines
Top-performing clinical microsystems are vibrant, vital,
dynamic, self-aware, small-scale enterprises led with
intelligence and staffed by skilled, caring, and self-criti-
cal personnel. The fundamental nature and power of
using microsystem-based approaches for strategic
thinking, operations excellence, and creating change
and innovation can transform front-line care.

PATIENT SATISFACTION: SURROGATE
MARKER OF QUALITY

As health care institutions and practices strive to man-
age the trends demanding increased accountability,
patient satisfaction data76 have become more impor-
tant, and some argue that it is a surrogate marker of
quality. An obstacle to using patient satisfaction scores
is the variation in measurement tools and difficulty with
getting a large enough sample to be statistically useful.
Other challenges are attaching weight (or value) to
these measures in comparison to process or outcome
data. The most common measurement tool is the Press
Ganey survey. Some health plans use the federal Con-
sumer Assessment of Health Plans Survey. However,
this tool is not physician- or practice-specific. Some
physicians bonuses are partially based on patient satis-
faction data. Health care organizations are struggling
with how to improve their measures, as these data are
beginning to be publicly reported. There is a strong link
between patient satisfaction and provider satisfaction.
Patients who are satisfied with their care may be more
likely to be compliant with their treatment regimen.
It is wise to serve both communities when considering
how to improve patient satisfaction by striving to create

a positive, purposeful, results-oriented learning envi-
ronment.
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APPENDIX A

Glossary of Stakeholders ⁄ Resources

Abbreviation Name Description Type Website

AHRQ Agency for Healthcare
Research and Quality

Health services research agency
of HHS

Public http: ⁄ ⁄ www.ahrq.gov ⁄

AMA American Medical
Association

Physician membership
association

Private http://www.ama-assn.org/ama/home/
index.shtml

ANA American Nurses
Association

Nurse membership association Private http://www.nursingworld.org/

CCHIT Certification Commission
for Health Information
Technology

Certification body inspecting
electronic health records and
health information exchanges

Private http://www.cchit.org/

CMS Centers for Medicare &
Medicaid Services

Federal agency responsible for
administering the Medicare
and Medicaid programs

Public http://www.cms.hhs.gov/

HHS U.S. Department of
Health and Human
Services

Principal U.S. health agency Public http://www.hhs.gov/

Hospital
Compare

Hospital Compare Public reporting of hospital
performance

Public http://www.HospitalCompare.hhs.gov

HQA Hospital Quality Alliance Public–private partnership that
has developed hospital quality
measurement and public
reporting at the Hospital
Compare website

Private http://www.hospitalqualityalliance.org/

IHI Institute for Healthcare
Improvement

Helps accelerate change
in improving patient care

Private http://www.ihi.org/ihi

IOM Institute of Medicine Health arm of the National
Academy of Sciences—
provides unbiased ⁄
authoritative advice to
decision-makers and the
public

Private http://www.iom.edu/

JCAHO
(JCAH)

Joint Commission on
Accreditation of Health-
care Organizations

Health care accreditation
organization (now known as
The Joint Commission)

Private http://www.jointcommission.org/

Leapfrog The Leapfrog Group Health care purchaser group
working to improve safety,
quality, and affordability of
health care

Private http://www.leapfroggroup.org/

NCQA National Committee for
Quality Assurance

Health insurance plan quality
and performance

Private http://www.ncqa.org/

NGC National Guideline
Clearinghouse

Public resource for evidence-
based clinical practice
guidelines

Public http://www.guideline.gov/

NIH National Institutes
of Health

Biomedical research agency
of HHS

Public http://www.nih.gov/

NPP National Priorities
Partnership

32 public ⁄ private organizations
working to influence
America’s health care system

Private http://www.nationalprioritiespartnership.
org/

NQF National Quality Forum Private ⁄ public partnership to
develop continuous quality
improvement solutions

Private http://www.qualityforum.org/

NQMC National Quality
Measures Clearinghouse

Public repository for evidence-
based quality measures and
measure sets

Public http://www.qualitymeasures.ahrq.gov/

PCPI Physician Consortium for
Performance
Improvement

American Medical Association
group working to enhance
quality care and patient safety
through the development,
testing, and maintenance of
evidence-based clinical
performance measures

Private http://www.ama-assn.org/ama/pub/
physician-resources/clinical-
practice-improvement/clinical-quality/

physician-consortium-performance-
improvement.shtml

TJC The Joint Commission Health care accreditation
organization

Private http://www.jointcommission.org/
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