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KEY POINTS   
 

 Improvement is change 

Challenges to achieving 

high level performance 

Culture of status quo 

Factors necessary for 

building change capacity 

Change = strategic 

management 

Team principles 

Knowing “what works” 

 



What do we know about change? 

 



 

http://www.kotterinternational.com 



Managing Change 

 



Step 1: Establishing a Sense of Urgency 

Help others see the need for change and they will be convinced of the importance of acting 

immediately.  

Step 2: Creating the Guiding Coalition 

Assemble a group with enough power to lead the change effort, and encourage the group to 

work as a team.  

Step 3: Developing a Change Vision 

Create a vision to help direct the change effort, and develop strategies for achieving that 

vision.  

Step 4: Communicating the Vision for Buy-in 

Make sure as many as possible understand and accept the vision and the strategy.  

Step 5: Empowering Broad-based Action 

Remove obstacles to change, change systems or structures that seriously undermine the 

vision, and encourage risk-taking and nontraditional ideas, activities, and actions.  

Step 6: Generating Short-term Wins 

Plan for achievements that can easily be made visible, follow-through with those 

achievements and recognize and reward employees who were involved.  

Step 7: Never Letting Up 

Use increased credibility to change systems, structures, and policies that don't fit the vision, 

also hire, promote, and develop employees who can implement the vision, and finally 

reinvigorate the process with new projects, themes, and change agents.  

Step 8: Incorporating Changes into the Culture 

Articulate the connections between the new behaviors and organizational success, and 

develop the means to ensure leadership development and succession.  
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Health care quality in America is 

suboptimal 

 47% of MI patients did not 

 receive beta blockers 

 

 63% of smokers – were not 

 advised to quit smoking 

 

Substantial gap exists between       

best possible and routine care 

 

      Small gains are being made 

 

                (Data from 36 databases) 

                        Sense of URGENCY 

AHRQ NATIONAL HEALTHCARE QUALITY REPORT  

         “cannot improve what we don’t measure” 



Step 1: Establish a Sense of Urgency 

Help others see the need for change and they will 

be convinced of the importance of acting 

immediately.  
 

 

Unplanned readmissions cost 
Medicare &17.4 billion in 2004 

20% of Medicare patients were 
readmitted within 30 days of 
discharge 

66% of hospitals suffered CMS 
penalties for early readmissions 

??What is it in your setting? 
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Stages of Facing Reality 

• The data are wrong 

• The data are right, but it’s not a problem 

• The data are right; it is a problem; but it is 

not my problem. 

• I accept the burden of improvement 
Berwick 



Step 2: Create the Guiding Coalition 

Assemble a group with enough power to lead the change effort, 

 and encourage the group to work as a team.  

 

• Learning Collaborative 

 

• THE TEAM 
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Meet the Penguins 

 

http://www.kotterinternational.com/aboutus 



Step 3: Develop a Change Vision 

Create a vision to help direct the change effort, and develop strategies 

for achieving that vision.  

 

Shared Goal (mental model) 

“By May 2015, reduce readmissions by 5%” 
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Step 4: Communicate the Vision for Buy-in 

Make sure as many as possible understand and  

accept the vision and the strategy.  

 

 

…on the next slide, your audience 
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(Kotter 2006) 



Step 5: Empower Broad-based Action 

Remove obstacles to change, change systems or structures that 

seriously undermine the vision, and encourage risk-taking and 

nontraditional ideas, activities, and actions.  

 

 

1. Innovation 

2. Knowledge of what works 
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If we continue to do  

what we’ve always done,  

we will get the results  

we have always gotten.  

 
--Plsek 2007 



EBP Defined 

 

Quality of Care  

“degree to which health services  

to individuals and populations increase the  

likelihood of desired health outcomes  

and are consistent with  

current professional knowledge”  

     (IOM, 1990) 

 

 



Knowing What Works in Health 

Care:  

A Roadmap for the Nation 
(IOM, 2008; 2011; 2011) 

• Systematic Reviews: 
Central link between 
research and clinical 
decision making 

 

• Guidelines:                             
Guide practice 

 

 

• Both must be resource-
wise and rigorous 

http://www.amazon.com/gp/product/images/0309113563/sr=1-7/qid=1246806925/ref=dp_image_0?ie=UTF8&n=283155&s=books&qid=1246806925&sr=1-7


Empower with Knowledge 

1 Hospital Guide to Reducing Medicaid Readmissions.  (August 

2014).  Agency for Healthcare Research and Quality, Rockville, MD.  

Available from:  

http://www.ahrq.gov/professionals/systems/hospital/medicaidreadmi

tguide/medread-intro.html 

 
2 Osei-Anto A, Joshi M, Audet AM, Berman A, Jencks S.  (2010).  

Health Care Leader Action Guide to Reduce Avoidable 

Readmissions.  Health Research & Educational Trust, Chicago, IL. 

http://www.ahrq.gov/professionals/systems/hospital/medicaidreadmitguide/medread-intro.html
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Osei-Anto A, Joshi M, Audet 

AM, Berman A, Jencks S.  

(2010).  Health Care Leader 

Action Guide to Reduce 

Avoidable Readmissions.  

Health Research & 

Educational Trust, Chicago, IL. 

Available:  

http://www.hret.org/care/projec

ts/guide-to-reduce-

readmissions.shtml  
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Hospital Guide to Reducing 

Medicaid Readmissions.  

(August 2014).  Agency for 

Healthcare Research and 

Quality, Rockville, MD.  

Available from:  

http://www.ahrq.gov/profession

als/systems/hospital/medicaidr

eadmitguide/medread-

intro.html 
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Primary Drivers         Secondary Drivers 



Step 6: Generate Short-term Wins 

Plan for achievements that can easily be made visible, follow-

through with those achievements and recognize and reward 

employees who were involved.  

Step 7: Never Let Up 

Use increased credibility to change systems, structures, and 

policies that don't fit the vision, also hire, promote, and develop 

employees who can implement the vision, and finally reinvigorate 

the process with new projects, themes, and change agents.  

Step 8: Incorporate Changes into the Culture 

Articulate the connections between the new behaviors and 

organizational success, and develop the means to ensure 

leadership development and succession.  
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What do we know about change? 

 



Culture trumps strategy 



 

TeamSTEPPS® 

A Strategy for Change,  

Culture, and Patient Safety 

 

 

 

 



TeamSTEPPS® 

 

 









• Problem-solving 

• Evidence-based 

• Culture-changing 

• Standardized 

• Rich resources 

 



Impact of TeamSTEPPS® 

 
• Improved system-wide Safety Culture from 25th 

percentile to 75th percentile 

• 30% reduction in inpatient mortality rates 

• 78% decrease in Perinatal adverse events 

• Reduced average cost of malpractice claims by 

more than $500,000 

• Increased patient satisfaction from 50th percentile 

to 80th percentile 

• 98% physician satisfaction after implementing 

debriefing process 

 
http://www.healthcareteamtraining.com 

 



What do we know about change? 

 



 

Change Management 

Knowledge 

 

 

 

 

Team 

Culture 

 

 

 



 


