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Balas & Boren, 2000, Table Il

Clinical Procedure Landmark Trial Current Rate of Use
Flu Vaccination 1968 (7) 55% (8)
Thrombolytic therapy 1971 (9) 20% (10)
Pneumococcal vaccination 1977 (11) 35.6% (8)

Diabetic eye exam 1981 (4) 38.4% (B)

Beta blockers after MI 1982 (12) 651.9% (6)
Mammography 1982 (13) 70.4% (B)
Cholesterol screening 1984 (14) 65% (15)

Fecal occult blood test 1986 (16) 17% (17)

Diabetic foot care 1983 (18) 20% (19)

Reproduction of Table Il from
Balas, E. A., & Boren, S. A. (2000). Yearbook of Medical Informatics: Managing Clinical Knowledge for
Health Care Improvement. Stuttgart, Germany: Schattauer Verlagsgesellschaft mbH.
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Balas & Boren, 2000 figure

_---"""18%
(Dickersin, 1987)

Negative
results

Negative

=TT 48%
results

(Koren, 1989)

' ™ -
Lack of Numbers [+~ 35%
q J (Balas, 1995)
s X ~ '___.-r""d--_
Inconsgtenl la- -~ 50%
Indexing

(Poynard, 1985)

Redrawn from

Balas, E. A., & Boren, S. A. (2000). Yearbook of
Medical Informatics: Managing Clinical Knowledge
for Health Care Improvement. Stuttgart, Germany:
Schattauer Verlagsgesellschaft mbH.
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Feerre dgdsfald under Operation
Life kampagnen
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Resultater fra Operation Life
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Skotland
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The Institute for Healthcare
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Why We Exist

NnBet ween the health c
care we could have lies not just a gap, but a
chasm. O
- Institute of Medicine, Crossing the Quality Chasm, 2001

A Best-known science is not reliably applied.

A Widespread inefficiencies waste precious
resources.

A Patients are being harmed at alarming rates.




OQur Bl ueprint

A Safe i no needless deaths
A Effective T no needless pain or suffering

A Patient-Centered i no helplessness in those
served or serving

A Timely T no unwanted waiting
A Efficient i no waste
A Equitable i for all

t
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A Accelerate health care improvement by
translating innovative ideas into practical results
that are truly meaningful to patients

A Improve the lives of patients, the health of
communities, and the joy of the health care
workforce

A Close the Quality Gap as fast as possible




We Do Thi s

A Building Will
b Motivating health care provider organizations to think
beyond the status quo and imagine a better system

A Harvesting Ideas

b Finding, cultivating, or inventing new approaches for
better patient care

A Executing Change

b Providing the support, methods and tools for teams to
take action

B




Our History

Changing mainstream practice

1986 1991 1995 1998 2002 2005
next?
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IHI Team

i

I
Carol Haraden Jason Leitch Robert Lloyd Sue Gullo Dan Souw
Executive Lead Leadership Improvement Director Project
Advisor Manager

Gerry Marr Roger Resar Annette Bartley Frank Federico Carol Peden
Leadership Critical Care General Ward Medicines Perioperative
Management Care



Some is Not a Number, Soon is Not a Time!

The Numbers:

30% Reduction In adverse events,
15% reduction in Mortality

AThe Time: December 31,2012




What will it takes to Iimprove
the safety in your hospital?
Denmark?




You have organisations
transforming themselves in
Denmark today!

The question: How committed are
you to learn from them?




Improving a Large System Problem

A How do we understand the problem?
Measurement

A Where should we set the goal?
Best practice not benchmark

A What will drive success?

A What projects, when combined, will get us to our goal?
Execution

A What method should we use?
Model for Improvement

A How will we provide oversight and learn from the work?
Each Spor has an leadership sponsor who contributes to
the leadership




Example: Hospital Medication Safety

Hospital Medication Safety

Med.
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Example: System Medication Safety

Regional Hospital Medication Safety
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