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Chasing Zero: 

Welcome to the Arena
It’s Personal….!

The Man in the Arena

It is not the critic who counts; 
not the man who points out how the strong man stumbles, or 
where the doer of deeds could have done them better. 

The credit belongs to the man who is actually in the arena, 
whose face is marred by dust and sweat and blood;

who strives valiantly; who errs, who comes short again and 
again, because there is no effort without error and 
shortcoming;

but who does actually strive to do the deeds; who knows great 

enthusiasms, the great devotions; 

who spends himself in a worthy cause; who at the best knows 
in the end the triumph of high achievement, and who at the 
worst, if he fails, at least fails while daring greatly, so that his 
place shall never be with those cold and timid souls who 

neither know victory nor defeat.
Teddy Roosevelt
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CareMoms
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CareMoms
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www.SafetyLeaders.org
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Mayo Clinic Quality Academy Conference: 

“Creating and Paying for Value in Health Care” 

May 3 - 4, 2011  Dr. Denham’s Presentations

The Mayo Clinic Quality Academy Conference is the 15th annual 
such meeting.

The primary audience for this conference includes physicians, 
administrators, managers, allied health care providers, health care 
systems engineers, operations research professionals, and 
educators.

Improving quality and patient safety is a top priority in health care 
today. “Creating and Paying for Value in Health Care” will provide 
participants with the latest quality improvement information from 
local and national health care leaders. 

These best practices can be implemented in any clinical practice 
setting, and will ultimately lead to greater efficiencies and 
improved care.

The presentations by Dr. Denham and movie actor Dennis Quiad 
are intended to compliment the terrific program organized by the 
Mayo Clinic by emphasizing the importance of the high 
performance envelope that occurs at the intersection of 
leadership, practices, and technologies.

The slide sets, transcripts, and reference articles are 
provided below so that participants and members of the 
TMIT Research Test Bed may be used to help programs 
at their own organizations.

The videos presented by Dr. Denham are provided in the 
player above.

Presentation Slide Sets Transcripts Reference 
Articles
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1. Governance Board Training in Patient Safety: Board Chair Action

2. Safety Budget Protection:  Board Chair Action

3. Risk Identification and Mitigation: Board/CEO & Risk Leader Action

4. Performance AND Cost Transparency:  Board and C-Suite Action

5. Leadership Development Investment: Board and C-Suite Action

6. Care of the Caregiver: Board and C-Suite Action 

7. Accountability for “New Risks” – Overuse & Misuse of Testing and 

Procedures: Patient Safety and Quality leaders Action

8. Integrated Teams and Integrated Care Focus: Board, C-Suite, and 

Safety/Quality Leaders 

9. Nursing and Bedside Care Healing Focus: C-Suite & CNO Action

10. Values-based Hiring and Advancement: Board C-Suite Action 

Top 10 Potential Leadership Targets for 2013
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1. Failure to Rescue

2. Timely Diagnosis and Treatment of Sepsis

3. Safe Blood Management and Transfusion

4. Cardiac Care - Percutaneous Stents & CABG Overuse

5. Spine Care and Surgery Overuse

6. Pain Management

7. End of Life Care

8. Prevention of Healthcare-Acquired Infections (HAIs)

9. Availability of Medical and Healthcare Records

10. Surgical Never Events

Top 10 Potential Practice Targets for 2013
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Top 10 Potential Technology Hazards 2013

1. Alarm hazards

2. Medication administration errors using infusion pumps

3. Unnecessary exposures and radiation burns from 

diagnostic radiology procedures

4. Patient/data mismatches in EHRs and health IT systems

5. Interoperability failures with medical devices & IT systems

6. Air embolism hazards

7. Inattention to the needs of pediatric patients when using 

“adult” technologies

8. Inadequate reprocessing of endoscopic devices and 

surgical instruments

9. Caregiver distractions from smartphones & mobile 

devices

10. Surgical fires

[Source: Top 10 Health Technology Hazards for 2013, ECRI, November 2012]
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“…conversion to 
EHR has failed to 

produce the hoped-
for savings and has 

had mixed results…”

“Optimistic 
predictions by RAND 
in 2005 helped drive 
explosive growth in 
the EHR industry…

…$81 billion saving 
is overstated”

Source: Abelson R, Creswell J. In second look, few savings from digital health records. New York Times, January 10, 2013. 
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Forrest Gump Factor
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Forrest Gump Factor

“Cocktails at 5…

…Pistols at Dawn”

Ronald Reagan
Teddy Kennedy
Tip O’Neil
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The Man in the Arena

It is not the critic who counts; 

But the man….

who spends himself in a worthy cause; who at 
the best knows in the end the triumph of high 
achievement, 

and who at the worst, if he fails, at least fails 
while daring greatly, so that his place shall never 
be with those cold and timid souls who neither 
know victory nor defeat.

Teddy Roosevelt
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I want TMIT to address the high scoring areas of the Hazards Presented. 

I want a deep dive on medication adverse event prevention ASAP.

I want a deep dive on prevention of H.I.T. adoption accident prevention (E.H.R. and C.P.O.E.) 

I want a deep dive on failure to rescue prevention ASAP. 

I want a deep dive on safe blood safety, savings, and adverse event prevention ASAP. 

I would like more drill down detail on applying Dr. Chopra's framework.

Interoperability failures with medical devices & IT systems

I would like more inspirational leaders to present their frameworks for Performance. 

18© 2013 TMIT
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Models for Consideration

� Overuse, Underuse, and Misuse: Popularized by IOM.
� The Second Curve – Accountable Care

� Leadership-Practices-Technology: The high performance sweet spot 
� The Sociotechnical System

� Idealized Design and Best Achievable Performance: Working back 
from ideal with reason and wisdom.
� Closing the Performance Gap

� The 4 T’s of Leadership: Truth, Trust, Teamwork, and Training. 
� Engaging the Head, Heart, Hands and Voice

THE EXAMPLE: The 5 Rights of Imaging®
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At the Leadership-Practices-Technology Intersection

Leadership

PracticesTechnology

The High Performance Envelope

22

1/24/2013

Performance Gap Model

Best Achievable 

Performance Scenario 1

Danger Zone

Performance Gap Model
Ideal Design

Most Organizations 

Is State Performance

Best Achievable 

Performance Scenario 2
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The 4 T’s of Leadership
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TRUTH HEAD

TRUST HEART

TEAMWORK HANDS

TRAINING VOICE
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Right Study

Right Order

Right Way

Right Report

Right Action

The 5 Rights of ImagingTM The Sociotechnical System: IOM HIT Report
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The 4 A’s Innovation Adoption Model

� Awareness: of performance gaps

� Accountability: of those who must change 
behavior to close the gaps

� Ability: of those who must act to close the 
gaps

� Actions: that must be taken to close the gaps
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Our Gap

What is our GAP… 
where are we?
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Performance

Time

Unsafe Care

“Great Care”

“Good Care”

Safe  Care

Typical 
Improvement 

Trajectory

Adverse Events & 
System Failures

Our Trajectories: Unsafe, Good, and Great Care

Great  Care

30

31
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32 33
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The New Game: Harm Documentation

Department of Health and Human Services

OFFICE OF
INSPECTOR GENERAL

35
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OIG Report to Congress

Adverse Events in Hospitals:
Measurement and Results

Lee Adler, DO - Lead Physician Reviewer

Stephen Knych, MD - Physician Reviewer

Amy Ashcraft, MPA – OIG Team Leader

Ruth Ann Dorrill, MPA – OIG Team Leader
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Ruth Ann Dorrill, MPA

Team Leader
U.S. Department of Health and Human Services

Office of Inspector General

Amy Ashcraft, MPA

Senior Analyst and Team Leader
U.S. Department of Health and Human Services

Office of Inspector General

TMIT High Performer Webinar
December 16, 2010

A Briefing on the OIG Report
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Incidence Rates – of all beneficiaries 

• Adverse Events 
(NQF, HAC, F– I Level)  13.5%13.5%

• NQF Serious Reportable Events0.6%0.6%

• Medicare Hospital-Acquired 
Conditions1.0%1.0%

• Temporary Harm Events (E 
Level)13.5%13.5%

15,000 
Seniors die 
per month!
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Christopher P. Landrigan, MD, MPH

Associate Professor of Medicine and Pediatrics, Harvard Medical School
Research Director, Inpatient Pediatrics Service, 

Children’s Hospital Boston
Director, Sleep and Patient Safety Program, 

Brigham and Women’s Hospital

TMIT High Performer Webinar
December 16, 2010

Developing a Method to Track 
Regional and National Changes in 
Rates of Harm Due to Medical Care

39

Slope: 0.98 (95% CI 0.93, 1.04 p = 0.47)

Trends in All Harms Over Time: External

Landrigan et al., New Engl J Med 2010; 363: 2124-34
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http://www.ahrq.gov/qual/patientsafetyculture/

37% of Staff 
Are Afraid

Of Declaring an 
Evolving Error 
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Magnitude of U.S. Error and Harm

� > 30 preventable deaths per hour

� 1 of 4 families have had an adverse event causing 
suffering, disability or death 

� 1 of 3 doctors families - same. 

� 2 of 5 imaging and lab studies done due to missing 
prior studies 

� 100 prescriptions written, only 60 are filled and of 
those who even take the medicine, 25% have an 
adverse drug event. 
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Closing the Gaps
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Our Performance Gap

Overuse, Underuse, 
and Misuse

44 45
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National Collaboratives Provide Performance Metrics:

Impact Calculators Provide 
CFO Validated Performance Impact 
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The Second Curve

The 2nd Curve “Accountable Care”

Today                   2014 - 2017                           2017+

Current
Model
Curve

(Fee for 
Service)

?

49

Source: Harvard Business Review, September Issue 2011
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Our Performance Gap

Overuse, 
Underuse, 

and Misuse
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Mid-Level Managers: Pushing the Envelope
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Mid-Level Managers: Pushing the Envelope
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Systemic Migration to Boundaries:
Deviation is NORMAL

100%

Expected safe space

"Legal' space

Regs, standards

Accreditation

Usual space

“illegal normal'

Real life

60% to 90%

100% “illegal illegal'

Non-acceptable

HIGHLOW Production Performance

Indiv.

Benefits

HIGH

LOW

Systemic Migration to Boundaries
Deviation IS NORMAL

Accident

V
e
ry

 U
n

s
a
fe
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Accountability for “New Risks” – Overuse & Misuse of Testing and 
Procedures:  Patient Safety and Quality leaders Action
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Idea Number 2

Leadership, 
Practices, 

and Technologies

56
57

Stage 2 
Undisciplined 

Pursuit of 
More

Stage 1
Hubris Born of 

Success

Stage 3
Denial of Risk 

and Peril

Stage 4
Grasping for 

Salvation

Stage 5
Capitulation to 
Irrelevance or 

Death

Stage 3

Denial of Risk

and Peril

Stage 2

Undisciplined

Pursuit of

More
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Technology Alone IS NOT ENOUGH

Leadership

PracticesTechnology

The High Performance Envelope The Sociotechnical System: IOM HIT Report

60

Features of safer health IT

61

Current state of health IT

Magnitude of harm and impact of health IT on patient safety is 
not well known because:

�Heterogeneous nature of health IT products

�Diverse impact on different clinical environments and workflow

�Legal barriers and vendor contracts

�Inadequate and limited evidence in the literature

62

Recommendation 8

The Secretary of HHS should recommend that Congress 
establish an independent federal entity for investigating 
patient safety deaths, serious injuries, or potentially unsafe 
conditions associated with health IT. This entity should also 
monitor and analyze data and publicly report results of these 
activities.

63

Recommendation 7-8
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Technology and Practices ARE NOT ENOUGH

Leadership

PracticesTechnology

The High Performance Envelope
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One Focus Area: NQF Safe Practices

Information Management and 
Continuity of Care

Medication Management

Healthcare-Associated 
Infections

Condition- & 
Site-Specific Practices

Consent & Disclosure

Culture

Workforce

Consent and Disclosure
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Harmonization – The Quality Choir
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The Intersection of Leadership-Practices-Technology

Leadership

PracticesTechnology

68
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At the Leadership-Practices-Technology Intersection

Leadership

PracticesTechnology

The High Performance Envelope

Leadership

PracticesTechnology
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Fanatical Discipline

Empiric Creativity

Productive 
Paranoia

“Animated by 
Level 5 Ambition”
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Our Performance Gap

Idealized Design
And 

Best Achievable 
Performance

71

1/24/2013

Performance Gap Model

Best Achievable 

Performance Scenario 1

Danger Zone

Performance Gap Model
Ideal Design

Most Organizations 

Is State Performance

Best Achievable 

Performance Scenario 2

72

1/24/2013

Idealized Design

Best Achievable 

Performance Scenario 1

Danger Zone

Performance Gap Model
Ideal Design

Most Organizations 

Is State Performance

Best Achievable 

Performance Scenario 2
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TMIT

93% 
January

2013

20132012
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*Source: TMIT High Performer Webinars, Post-Event Surveys

*TMIT average score calculation is based    

on  NPS scores for January 2011 through 

January 2013.

2011

87.%

Ave.

*Statametrix. Net Promoter 2012 U.S. Benchmark Charts. Vers 1. March, 2012. US Data. Available at: http://www.satmetrix.com/company/press-and-news/pr-archive/pr20120314/ 
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*TMIT average score calculation is 

based    on  NPS scores for January 

2011 through January 2013.

*Statametrix. Net Promoter 2012 U.S. Benchmark Charts. Vers 1. March, 2012. US Data. Available at: http://www.satmetrix.com/company/press-and-news/pr-archive/pr20120314/ 
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Governance Board Training in Patient Safety: Board Chair Action

Care of the Caregiver: Board and C-Suite Action

Accountability for ““““New Risks””””– Overuse, & Misuse of Testing and Procedures: Patient Safety and Quality Leaders

Performance AND Cost Transparency: Board and C-Suite Action

Leadership Development Investment: Board and C-Suite Action

Integrated Teams and Integrated Care Focus: Board, C-Suite, and Safety/Quality Leaders

Values-based Hiring and Advancement: Board C-Suite Action

Safety Budget Protection: Board Chair Action

Nursing and Bedside Care Healing Focus: C-Suite & CNO Action

Risk Identification and Mitigation: Board/CEO & Risk Leader Action

Top 10 Potential Leadership Targets for 2013

TMIT High Performer Webinar Series; Top Ten Target Hazards for 2013 in Leadership, Practices, and Technology, December 20, 2012

NPS Scale
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Spine Care and Surgery Overuse

Safe Blood Management and Transfusion

Timely Diagnosis and Treatment of Sepsis

Pain Management

End of Life Care

Surgical Never Events

Cardiac Care - Percutaneous Stents & CABG Overuse

Failure to Rescue

Prevention of Healthcare Acquired Infections (HAIs)

Availability of Medical and Healthcare Records

Top 10 Potential Practice Targets for 2013

TMIT High Performer Webinar Series; Top Ten Target Hazards for 2013 in Leadership, Practices, and Technology, December 20, 2012

NPS Scale
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Unnecessary exposures and radiation burns from diagnostic radiology procedures 

Inadequate reprocessing of endoscopic devices and surgical instruments 

Caregiver distractions from smartphones & mobile devices 

Medication administration errors using infusion pumps 

Alarm hazards

Patient/data mismatches in EHRs and health IT systems 

Air embolism hazards 

Surgical fires 

Inattention to the needs of pediatric patients when using ““““adult”””” technologies 

Interoperability failures with medical devices & IT systems 

Top 10 Potential Technology Targets for 2013

TMIT High Performer Webinar Series; Top Ten Target Hazards for 2013 in Leadership, Practices, and Technology, December 20, 2012

NPS Scale
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“…conversion to 
EHR has failed to 

produce the hoped-
for savings and has 

had mixed results…”

“Optimistic 
predictions by RAND 
in 2005 helped drive 
explosive growth in 
the EHR industry…

…$81 billion saving 
is overstated”

Source: Abelson R, Creswell J. In second look, few savings from digital health records. New York Times, January 10, 2013. 
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• Implement CPOE as a 
means to reduce ADEs in 
both patient and 
ambulatory settings

• In an ambulatory setting, 
ADE avoidance may 
eliminate some hospital 
admissions and some 
office visits to physicians.

• Monetary Net Benefits of 
CPOE intervention 
(Inpatient and Outpatient) 
is $32.3 billion

• Other interventions such 
as disease management  
with 100% participation 
can generate more 
savings.

CPOE Article

Source: Bigelow JH, Fonkych K, Fung C, et al. Analysis of healthcare interventions that change patient trajectories. Santa Monica, CA: RAND Corp.; 2005.
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“…projected in 2005 that 
rapid adoption of HIT
could save the U.S. 

more than $81 billion 
annually”

“Seven years 
later…technology’s 

impact on health care 
efficiency and safety are 
mixed…original promise 
of health IT can be met if 

the systems are 
redesigned…”

CPOE Article

Source: Kellermann AL, Jones SS. What it will take to achieve the as-yet-unfulfilled promise of HIT. Health Aff.  2013;32:63-8.
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Performance Gap Model

Best Achievable 

Performance Scenario 1

Danger Zone

Performance Gap Model
Ideal Design

Most Organizations 

Is State Performance

Best Achievable 

Performance Scenario 2

Solution 
Performance
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Best Achievable 

Performance Scenario 1

Danger Zone

Performance Gap Model
Ideal Design

Most Organizations 

Is State Performance

Best Achievable 

Performance Scenario 2

Performance Gap Model

Trustee and 
Leadership Team 

Special Issue 
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The 4 A’s Innovation Adoption Model

� Awareness: of performance gaps

� Accountability: of those who must change 
behavior to close the gaps

� Ability: of those who must act to close the 
gaps

� Actions: that must be taken to close the gaps

84

New York Times

Los Angeles Times

Press Broke Story
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• _

AWARENESS ACCOUNTABILITY ABILITY ACTION

LEADERSHIP
Leaders Aware of 
Performance Gaps

Leaders Personally 
Accountable to 
Close Gaps

Leaders Investing in 
Ability of 
Organization to 
Close the Gaps

Leaders Assuring 
that Action are 
Being Taken to 
Close Gaps

PRACTICES
Organization Aware 
of Best Practice

Key Actors 
Personally 
Accountable to 
Adopt Best Practice

Key Actors Able to 
Adopt Best Practice 
(Know How and 
Resources)

Key Actors Reliably 
Acting on Practices 
Consistently 

TECHNOLOGIES

Organization Aware 
of Benefits AND 
Risks of Current 
and New 
Technologies being 
Adopted

Staff AND Leaders 
Accountable for 
Safety Envelope of 
Technologies

Staff AND Leaders 
Able to Assure 
Existing and New 
Technologies are 
Safe

Key Actors AND 
Leaders ensuring 
that Technologies 
are Reliably Safe

Leaders-Practices-Tech and 4 A’s
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AWARENESS ACCOUNTABILITY ABILITY ACTION

LEADERSHIP
Leaders Aware of 
Performance Gaps

Leaders Personally 
Accountable to 
Close Gaps

Leaders Investing in 
Ability of 
Organization to 
Close the Gaps

Leaders Assuring 
that Action are 
Being Taken to 
Close Gaps

PRACTICES
Organization Aware 
of Best Practice

Key Actors 
Personally 
Accountable to 
Adopt Best Practice

Key Actors Able to 
Adopt Best Practice 
(Know How and 
Resources)

Key Actors Reliably 
Acting on Practices 
Consistently 

TECHNOLOGIES

Organization Aware 
of Benefits AND 
Risks of Current 
and New 
Technologies being 
Adopted

Staff AND Leaders 
Accountable for 
Safety Envelope of 
Technologies

Staff AND Leaders 
Able to Assure 
Existing and New 
Technologies are 
Safe

Key Actors AND 
Leaders ensuring 
that Technologies 
are Reliably Safe

CT Accident Sites
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AWARENESS ACCOUNTABILITY ABILITY ACTION

LEADERSHIP
Leaders Aware of 
Performance Gaps

Leaders Personally 
Accountable to 
Close Gaps

Leaders Investing in 
Ability of 
Organization to 
Close the Gaps

Leaders Assuring 
that Action are 
Being Taken to 
Close Gaps

PRACTICES
Organization Aware 
of Best Practice

Key Actors 
Personally 
Accountable to 
Adopt Best Practice

Key Actors Able to 
Adopt Best Practice 
(Know How and 
Resources)

Key Actors Reliably 
Acting on Practices 
Consistently 

TECHNOLOGIES

Organization Aware 
of Benefits AND 
Risks of Current 
and New 
Technologies being 
Adopted

Staff AND Leaders 
Accountable for 
Safety Envelope of 
Technologies

Staff AND Leaders 
Able to Assure 
Existing and New 
Technologies are 
Safe

Key Actors AND 
Leaders ensuring 
that Technologies 
are Reliably Safe

Surprised Thought Leader Site

88
88

• _

AWARENESS ACCOUNTABILITY ABILITY ACTION

LEADERSHIP
Leaders Aware of 
Performance Gaps

Leaders Personally 
Accountable to 
Close Gaps

Leaders Investing in 
Ability of 
Organization to 
Close the Gaps

Leaders Assuring 
that Action are 
Being Taken to 
Close Gaps

PRACTICES
Organization Aware 
of Best Practice

Key Actors 
Personally 
Accountable to 
Adopt Best Practice

Key Actors Able to 
Adopt Best Practice 
(Know How and 
Resources)

Key Actors Reliably 
Acting on Practices 
Consistently 

TECHNOLOGIES

Organization Aware 
of Benefits AND 
Risks of Current 
and New 
Technologies being 
Adopted

Staff AND Leaders 
Accountable for 
Safety Envelope of 
Technologies

Staff AND Leaders 
Able to Assure 
Existing and New 
Technologies are 
Safe

Key Actors AND 
Leaders ensuring 
that Technologies 
are Reliably Safe

High Performer Site
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One Focus Area: NQF Safe Practices

Information Transfer 
and Clear Communication

Medication Management

Healthcare-Associated 
Infections

Condition- & 
Site-Specific Practices

Consent & Disclosure

Culture

Workforce

Consent and Disclosure
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Our Performance Gap

The 4 T’s 
of Leadership
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Our Performance Gap
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TRUTH HEAD

TRUST HEART

TEAMWORK HANDS

TRAINING VOICE
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Barry Wehmiller

Loved Ones Caring 

for Loved Ones

The Power of Leadership to create 

safe, effective, and compassionate 

care for ALL!

Bob Chapman 
Chairman and CEO

Barry-Wehmiller Companies, Inc.
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Daniel Pink: Motivation Operating Systems

Motivation 1.0 – Biology: 
• Food and Sex

Motivation 2.0 – Carrots and Sticks : 
• Positive and Negative Stimulus 

Motivation 3.0 – Intrinsic: 
• Joy of Work

1.0 2.0 3.0

Motivation Operating Systems
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S.U.C.C.E.S and Switch

Simple
Unexpected
Concrete
Credible
Emotional
Stories

97
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Right Study

Right Order

Right Way

Right Report

Right Action

The 5 Rights of Imaging

The 5 Rights of ImagingTM

TM Speed and Excellence = Siamese Twins 

99
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Speed and Excellence = Siamese Twins 
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Hill Country Memorial Image GentlyTM

101 102

Hill Country Memorial Image GentlyTM

Measure of Success: Touching People’s Lives 
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Right Study

Right Order

Right Way

Right Report

Right Action

What is next?

The 5 Rights of Imaging ChildrenTM
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Forbes Clay Christensen: The Survivor 
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Global Collaboratives Provide Performance Metrics:

Impact Calculators Provide 
CFO Validated Performance Impact 
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Performance AND Cost Transparency:  Board and C-Suite Action
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CareMoms
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CareMoms
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CareMoms
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An NTSB for Healthcare

114
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