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Message by Donald Berwick, MD, MPP
CEQ and President Institute for Healthcare Improvement

Hello! My name is Dr. Donald Berwick. I'm a pediatrician by training and I’'m President
and Chief Executive Officer of the Institute for Healthcare Improvement — IHIL. IHI is a
non-profit organization, headquartered in Cambridge, Massachusetts, in the United States,
with the mission of helping to accelerate the improvement of healthcare systems around
the world. I'm also a clinical professor of pediatrics and healthcare policy at the Harvard
Medical School and professor of health policy and management at the Harvard School of
Public Health. I’ve had the opportunity to visit in Japan, a couple of times in the past
decade, more recently with my good friend, Dr. Naruo Weihara, who invited me to share
thoughts with you through this video tape. [ very much wish that I could be with you in
Japan, at this enormously interesting and important and exciting time, as you open the
first annual congress of the Japanese Society for Quality and Safety in Healthcare. [ wish
I could be with you; unfortunately I could not at this time. Perhaps some time soon, I’ll
be able to visit with you personally in your lovely country. Let me express my thanks to
Dr. Weihara, not just for allowing me to join you this way, but for many years now, of
cordial friendship and colleagueship in the effort you are now continuing in this
important meeting.

Quality and safety in healthcare is now a global issue. For many, many years, only a few
scientists who studied healthcare processes and outcomes knew how hazardous and
sometimes damaging healthcare really is. No one doubts, who understands the situation,
the good intention or the hard work of the healthcare workforce: doctors, nurses,
pharmacists, therapists are trying every single day to do the right thing for their patients.
But what we also know now is that healthcare is an immensely complex enterprise,
involving many interfaces and interchanges, transfers, a growing and overwhelming body
of knowledge. Techniques, like machines and procedures, that have hazards built into
them. Very ambitious, audacious undertakings to try to do well by our patients. This is a
complex system and we understand as students of safety and quality that complexity lead
to error and injury in all too many environments.

In many industries, like aviation or nuclear power or defense, where complexity is part of
the situation and hazards abound, there are decades of excellent work to minimize
hazards and injuries and to assure extreme reliability in safety and performance. We
know a lot about quality and safety. Indeed, for production systems, like manufacturing
of consumer products and in many service industries, it is your country, Japan, that led
the way in the 1950s and 60s and 70s to teaching the entire world about how to make
systems perform at the level they can, with quality and safety, and to continually improve
those systems in a never-ending journey. My country, the United States, learnt a
tremendous amount from yours in the latter part of the 20 century, about how to take
scientific forms of improvement into complex production systems. But somehow,
medicine, healthcare, medical care stayed outside that trend in both our countries. I think
maybe because healthcare is proud. Because it’s generous. Because we know we come to
work every day to help, we somehow escape the self-scrutiny to study the rates in which



we fail to help, sometimes even do harm. That’s started to change in the late 1990s. An
important study was done at Harvard — the Harvard Medical Practice Study — that looked
at injury rates at hospitals in one state of the United States — New York — and later on in
Colorado and Utah, and discovered an enormous amount of injuries to patients because of
failures and unreliability in care systems. Not through the intentions of doctors and nurses,
but because of the complexity of those systems. Indeed, in the United States, we came to
learn that something between 44 thousand and 98 thousand Americans each year die in
hospitals from their care, instead of from their disease. That would place healthcare as the
4™ or 8" depending on which number you choose, most significant public health
problem in my country!

At the turn of the 20™ and 21 century, our national academy of sciences, the Institute of
Medicine, took this problem under advisement and held several long series of committee
discussions and meetings, to produce two reports, which established for my country, an
agenda for the improvement of healthcare. The first report was called “To err is human’
and it was about injuries to patients in care from errors and flaws. The second report was
called ‘Crossing the Quality Chasm’ and it laid out an agenda of six improvements badly
needed in American healthcare. Those improvements were called Safety (don’t harm
people), Effectiveness (be reliable in use of science), Patient-Centeredness (put the
patient at the center and give them power and dignity; honor their choices), Timeliness
(avoid waiting when it’s unnecessary, and it often is), Efficiency (don’t waste money)
and Equity (make sure that we’re not denying people what they need because of race or
gender or ethnicity or wealth). Safety, Effectiveness, Patient-Centeredness, Timeliness,
Efficiency and Equity. That became the American agenda for the improvement of care.
My organization — the Institution for Healthcare Improvement — had been involved for
many years in trying to make improvements along those dimensions and these reports led
to an increasing surge of activity in the United States for the improvement of care. That
improvement is intended to be scientific. It is intended to be guided by knowledge — not
assumption, not habit and certainly not by blame. We now know that blaming the
individuals involved in problems in care is the worst possible solution; it has nothing to
“do with systems thinking. We’ve leamt to bring systems science to the job of improving
care, just as we brought systems science to the job of making better consumer products in
other service industries.

Sometimes doctors and nurses and others get offended when we use analogies to other
industries and apply them to healthcare, but I assure you the analogy holds. Our work is
different, the care of a human being, the sick, is not the same as the production of a
product, but many of the same principles, of systems science, measurement, participative
‘management and a focus on reliability, can help with healthcare even more than they’ve
helped in other industries that have begun to use modern methods for the management
and improvement of quality and safety.

There is science behind this and crossing the quality chasm requires a research agenda as
'well as a teaching and change agenda. We have a lot to learn yet about how to construct
technical systems of care that flow smoothly, are highly reliable and very, very safe. We
have a lot to learn about teamwork — how to build inter-disciplinary work and inter-



dependency as the hallmark for better work, rather than sub-optimizing individual
professions and separating people, who really need to be working together as teams. We
need to learn from the field of high reliability organizations, HRO — high reliability
organization theory is well developed; it applies in healthcare, in many of our
environments; we just don’t use it. We need to learn more about simulation — how we can
put people in safe environments to learn and practice skills and to grow those skills
without having patients pay the tuition of injury. And we need to learn about learning —
we need to make healthcare organizations, hospitals, clinics and the entire continuum of
care, in essence, a learning organization that can, every day, get better at what it does.
Not just technically, not just through the invention of new drugs or new techniques, but
through better and better systems.

I think the hallmark of this kind of work is that it is inter-disciplinary, multi-professional
and involves collaboration and cooperation across many boundaries that we’ve taken a
long time to build up in healthcare. It’s time to tear those boundaries down and embrace
the challenge of synergy, toward achieving goals for our patients. I know and expect that
the Japanese Society for Quality, Safety and Healthcare will strengthen the idea of
synergy and inter-dependency and involvement and pursuit of the goal of safety and
quality for patients. I also hope that by the establishment of your society, we’re going to
speed more exchanges between our countries in this field. We’ve made a lot of progress
in the United States toward improvement — my own organization — the Institute for
Healthcare Improvement — over the past 2 years — has run a campaign over the entire
nation called the hundred thousand lives campaign, whose goal was to save one hundred
thousand people from dying in hospitals, whose lives could be saved by improving their
processes of care, by avoiding errors and decreasing hazards. That campaign was
immensely successful, involved over 3000 hospitals and may provide some examples for
you in Japan to build on as you build collaborative efforts as a nation. Equally, I'm
absolutely sure that we can learn from you, through the work that you’re undertaking, as
the Japanese Society for Quality, Safety and Healthcare, you will be engaging in
experiments, and learning opportunities and change processes that we need to hear about
and learn from, because in the end, we are in the same undertaking here and that is to
improve care for both of our populations.

I want to acknowledge that in the other fields, Japan has been an intemational leader —
many would say THE international leader in teaching us how to make complex things
better — I know, that in the field of healthcare, if you attend to the issue of transparency, if
you are honest about the problems — as I know you will be, if you confront them from the
leadership levels, if you decide to be safer and better for your patients, that you too will
merge into the lead in an international level in tackling this enormously important global
problem of making healthcare what it can and should be for patients and in a never-
ending search to make it better every single day.

I want to thank you again for your willingness to let me join you this way — thank Dr.
Weihara for his generosity and his friendship and I look forward to staying in very close
touch with your efforts, as your new society finds its direction and begins to lead the
world, as I know it will. Thank you very, very much.
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Introduction

The magnitude of the patient safety problem facing hospitals and other health care
organizations was documented in the Institute of Medicine (IOM) report, “To Err is
Human (2000).” The report described how thousands of people die each year in hospitals
from medical errors. Although there may be a tendency to blame individuals for medical
errors (e.g., doctors and nurses), the problem lies with the failure of healthcare
organizations to develop and implement high reliability systems that can prevent errors
from occurring, and when errors do occur, prevent them from reaching the patient.

In 2004 the IOM released a follow-up report, “Keeping Patients Safe:
Transforming the Work Environment of Nurses (2004).” The goal of the report was to
identify what is known about creating and managing high reliability organizations (safety
sensitive) and to assess the relevance of the evidence for hospitals, nursing homes, and
other healthcare organizations. The committee found extensive scientific evidence from
industries outside of health care, including manufacturing, airlines, and the military, as
well as more recent research from healthcare organizations. Based on the evidence, the
committee concluded that healthcare organizations can and should immediately take steps
to become high reliability organizations. The specific steps are embodied in the report’s
review of evidence and the recommendations made by the committee. The following
summarizes the committee’s findings and key recommendations.

Magnitude of the Challenge for Healthcare Organizations

The experiences of organizations that have transformed themselves to achieve the
goal of high reliability (safety) provide models can be adapted to health care
organizations. In becoming high reliability, organizations have transformed themselves
through leadership and management, changes in organizational culture, and have actively
involved workers in making decisions and in the design of work and work environments.
Generally it has taken years of leadership and management commitment to achieve the
goal of high reliability. The IOM committee concluded that healthcare organizations can
achieve high reliability but this will not be easy. It will require leadership that can
achieve transformational change in the organization, its culture, and the involvement of
healthcare workers in making decisions about work processes and the design of work
environments.

The IOM committee organized its report into four major areas, providing a blue
print for healthcare organizations to become high reliability organizations. Hospitals and
other health care organizations will require leadership that can transform the organization,
its management, and how patient safety is valued. Specifically, healthcare organizations
have to adopt a culture of safety, where patient safety becomes as important, or more
important, than production efficiency. The workforce will need to have the capacity to
support safe practices, including appropriate training, adequate staffing levels, and
effective teamwork. Work processes will need to be redesigned to ensure safety
(reliability). Redesign of the work environments should remove impediments to patient
safety and support new work processes. The challenge for health care organizations is



great, but the cost of failure is greater. If the frequency of medical errors continues to
increase, more human lives will be lost and more patients will suffer needless injuries
from the medical care that is supposed to benefit them. Increasingly at risk is the
essential trust of patients in their doctors, nurses and hospitals as places of healing that
will do their best to return the patient to good health. The committee detailed the
essential steps each healthcare organization must undertake to be able to provide a safe
environment for patients. :

Transformational Leadership and Evidence-based Management

Leadership that can transform an organization differs from the leadership of many
organizations that effectively manages by making incremental changes over time to
improve performance and respond to changing circumstances. Truly transformational
leadership has to have the capacity to change the beliefs and attitudes of management and
the workforce and fundamentally change work processes and redesign work
environments. This type of leadership is less common yet essential. Transformational
leaders are often described as “elevating” and “inspirational.” They have the capacity to
communicate a new vision for an organization. In doing this, they involve managers and
healthcare workers at all levels of the organization. The result is a set of shared
organizational goals that are pursued jointly by managers and workers through a
continuing two-way communication.

While the committee’s recommendations are based on scientific evidence, it may
be less common to think of management practices being based on evidence. The concept
of “evidence-based” management is relatively new. As with evidence-based medicine, it
involves the application of scientific evidence in everyday practice. The committee
identified the bodies of management evidence that should guide organizational changes
to improve patient safety within healthcare organizations. These include the critical role
ofleadership in initiating and sustaining change and in creating a culture of trust. Skills
are needed by managers at all levels to actively manage the change process and to
involve workers in making decisions about work processes and work environment. The
goal is to create a “learning organization” that continually creates and applies knowledge
to change what it is doing and do it better.

Balancing Production Efficiency and Reliability

Health care organizations have to deal with financial pressures and the needs for
greater efficiency. Leadership must balance these pressures against the resource
requirements needed to improve reliability and patient safety. Specifically, high
reliability organizations incorporate equipment and personnel redundancy to ensure
safety if one component fails. Redundancy that is essential for patient safety may be seen
inefficient. At the same time medical errors and the treatment of resulting adverse
medical events can be very costly, as well as posing substantial risks to life and causing
patient suffering. The value placed by the healthcare organizations on patient safety
cannot be dependent solely on economic valuation and must recognize the core values of
medicine and the mission of the healthcare organization. Leadership is pivotal in



