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HEATHER C. KAPLAN
Personal Statement

It was near the end of my month in the neonatal intensive care unit and T was finally discharging
baby boy MG. I inherited MG on my first day of the rotation. He was born at 28 weeks gestation and
over his nearly two month stay in the NICU he had many problems, including urosepsis, multiple
episodes of bacteremia and fungemia, a persistent ductus arteriosus, retinopathy of prematurity, severe
gastroesophageal reflux, and feeding difficulties. Our team had seen him through his sickest periods to a
point where his parents were ready to take him home. As I answered his parents’ last questions and sat
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Fellowship Training

e Byproduct of moving around for
education and
training...exposure to variation!

« Natural question arises—why do
these variations in outcomes and
care practices exist across
hospitals?
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Kaplan et al. BMC Health Services Research 2011, 11:22
http://www.biomedcentral.com/1472-6963/11/22

BMC
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RESEARCH ARTICLE Open Access

Assessment of surfactant use in preterm infants as
a marker of neonatal intensive care unit quality

Heather C Kaplan'**, Scott A Lorch®**, Jennifer Pinto-Martin®, Mary Putt?, Jeffrey H Silber®*®

Abstract

Background: Proposed neonatal quality measures have included structural measures such as average daily census,
and outcome measures such as mortality and rates of complications of prematurity. However, process measures
have remained largely unexamined. The objective of this research was to examine variation in surfactant use as a
possible process measure of neonatal quality.

Methods: We obtained data on infants 30 to 34 weeks gestation admitted with respiratory distress syndrome
(RDS) within 48 hours of birth to 16 hospitals participating in the Pediatric Health Information Systems database
from 2001-2006. Models were developed to describe hospital variation in surfactant use and identify patient and
hospital predictors of use. Another cohort of all infants admitted within 24 hours of birth was used to obtain
adjusted neonatal intensive care unit (NICU) mortality rates. To assess the construct validity of surfactant use as a
quality metric, adjusted hospital rates of mortality and surfactant use were compared using Kendall's tau.

Results: Of 3,633 infants, 46% received surfactant. For individual hospitals, the adjusted odds of surfactant use
varied from 2.2 times greater to 5.9 times less than the hospital with the median adjusted odds of surfactant use.
Increased annual admissions of extremely low birth weight infants to the NICU were associated with greater
surfactant use (OR 1.80, 95% (I 1.02-3.19). The correlation between adjusted hospital rates of surfactant use and
in-hospital mortality was 0.37 (Kendall's tau p = 0.051).

Concdlusions: Though results were encouraging, efforts to examine surfactant use in infants with RDS as a process
measure reflecting quality of care revealed significant challenges. Difficulties related to adequate measurement

including defining RDS using administrative data, accounting for care received prior to transfer, and adjusting for ‘ '. Cincinnati
severity of illness will need to be addressed to improve the utility of this measure. " Child ren,s
changing the outcome together

Kaplan HC. BMC HSR. 2011
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Faculty Interview Trail (CCHMC)

*You could spend your entire career
describing variation, but how will that
make a difference for any baby?”

-Uma Kotagal, MBBS, MSc
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Serendipity

Interest In
Variation
Training In
HSR

CCHMC

RWJF Funded Skepticism
Pursuing Regarding QI
Perfection




COMMENTARY

Guality collaboratives

Optimizing quality collaboratives

Sheila Leatherman

While the evidence base for the effectiveness of quality

collaboratives is emergl'nr%, valuable knowledge can

gained from experts in o

er to design and optimize

implementation of colloboratives.

A METHOD GAINING
ACCEPTANCE

“Cuality collaborative™ is the term used
to describe a technique which is inoreas-
ingly being used in a number of coun-
tries and is perceived by particpanisas a
valuable method of sharing expericnce,
accessing expertise, and providing an
environment which  supports  quality
improvermnent endeavours. Although the
name is rather generic, the form and
lunctions of gquality collaboratives are
constantly being refined through real
world learning. Regrettably, the pub-
lished evidence base is not as replete as
one would hope when such a resource
intensive intervention is enjoying popu-
larity. Anecdotal reporting and insights
of experts are therefore imporiant for
designing and implementing collabora-
tives to optimize their effectiveness.

OLD AND NEW CHALLENGES
In this issue of QSHC Gwretveil and
colleagues' present their recommenda-
tions as 10 challenges for organizing and
implementing collaboratives to maxi-
mize import. Many of the problems
noted are shared by other guality im-
provement interventions—in fact, they
are endemic to the basic challenges of
management. Although seemingly self-
evident, we are appropriately reminded
that change management is inherently
dependent wpon darity of intent, shared
goals, explicit definition of resource
requirements, and stability of porpose.
A number of the challenges might be
most constructively understond as in-
dictments of the state of the art of qual-
ity measurement and management, as
well as admonitions for realiring the
value of collaboratives. Three stand out:
(1) data analysis, (2} accountability for
achicving results, and (3) sustaining

effort. Bach of these critical functions
requires both will and skill. Firstly,
collaboratives face the same difficultics
as do many other quality interventions—
namely, that validated data are not read -
ily aocessible nor are the requisite ana-
Iytical skills available in  every
institutional setting where a oollabora-
tive is working. Secondly. ongoing
measurement is imperative but is often
sacrificed to other pressing duties. Col-
laboratives need to be held accountable,
as do all quality improvement interven-
tioms, for the precious resources ex-
pended both in money and in human
effort. For example, a collaborative fo-
cused on cancer care in the UK is
reported to imvolve 10000 individuals
and £3 million of expenditure. A regular
acoount of progress against explicithy
agreed objectives should be required.
Finally, sustainability requires a diligent
effort o instilutionalize the change
intervention and a commitment o
monitoring progress. These three func-
tioms are rudimentary to quality man-
agement of any sort.

Less generic are the considerations
peculiar o effecting change in health
services. The challenges noted here may,
in fact, represent unigoely valuable con-
tributions which are by-products of
implementing quality collaboratives. For
example, collaboratives rely on clinical
teams and, in many cases, physicians are
in key roles. When effectively imple-
mented, the clinician must assume the
role of institutional change agent, which
is different from the agent of the patient.
These new “systems thinking skills™ for
clinicians are likely to have other second -
ary benefits. Another strength of collabo-
ratives is the relatively effident use of
experts o fadlitate and guide multiple
institutional teams to internalie baest
practice and translate the opportunity to

o7

their own setting. This access 1o exper-
tise may not have been available to indi-
vidual institutions.

MOVING FORWARD FOR

SYSTEMIC IMPROVEMENT
Owver the past two decades there has beed
an ebb and flow of quality improvemen
methodologies in health care, but few o
these methods have been linked to
published evidence base of effectivenesy
Enthusiasm has taken the place o
evidence, and we have placed faith in
“magical fixes” that fail to meet ol
expectations, such as the excessive reli
ance on medical audit or, more recenthy
the hopes that publicly released perform)
ance data will have a dramatic impact o
system  performance” It is  therefon
important to heed the experts” owi
acknowledgement of the defident em)
pirical evidence base for quality collabo
ratives.

W also know, however, that there is
clear logic of and need for simultane
ously using a number of levers Iu
change to systemically improve healt
care’ Such a strategy would selectivel
use collaboratives as one of many ap
proaches alongside such interventions a
payment reform, regulation, incentivey
and performance monitoring o effed
constructive  change. The  relativ
strengith of quality collaboratives await
further definitive research but, in thy
meantime, we can benefit from listenin
to the experis who are gaining valuab
knowledge in how to design and implel
ment quality collaboratives maost eflec)
tively.

Sual Saf Health Care 2002:11:307

Author's affiliatien
S Leatharman, School of Public Health,
University of Marth Carcling, USA

Coar dance to: Professor 5 Laotherman,
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E5409 USA: sheilalecthermoni@®aclcom
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Over the past two decades there has been
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Serendipity
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HSR

CCHMC

RWJF Funded Skepticism
Pursuing Regarding QI
Perfection

Interests moved
from describing
variation to
eliminating
unwarranted
variation and
improving quality




Solving Quality Problems

* There are serious problems with the quality of healthcare

e There Is substantial evidence of overuse, underuse, and
misuse of care

o Safe, effective, patient-centered, timely, equitable and
efficient care will not happen automatically
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Managerial
Innovation &
Research Ad aptation
on Ql Ql/

Research

on Ql

Ql/
 Research

Note: The figures are not drawn to scale.
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Quality Improvement

* Good clinical care combined with systematic, experiential
learning

 Rely on theory and evidence (practical experience &
research) to identify changes that may be beneficial

 Meant to incorporate features of local context
e [terative with rapid feedback of results

* Yields information about what works and the way change
occurs

 Activities designed to bring about immediate improvements in
care

‘ '0'_'- Cincinnati

Q. Children’s




Neowraps, warm

My First QI Project (2007) &xdmmi‘%ﬂﬂ?&‘mﬁ?ﬁp<3s.s
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Heather Kaplan, MD, MSCE
May 9, 2008 Quality Improvement Intervention

* QI methods

— Multi-disciplinary QI Team W get treats for ™
— Ongoing data collection & Mﬂn%/

feedback
— FOCUS-PDCA methods
— “Bundle” of interventions
+ Reliability principles
— Staff Education
— Checklist use s
— Real time feedback “innati

— Analysis of Failures ]ild re n’s
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Journal of Perinatology (2018) 38:742-750
https://doi.org/10.1038/541372-018-0104-0

QUALITY IMPROVEMENT ARTICLE

@

A quality improvement initiative to reduce necrotizing enterocolitis
across hospital systems

Amy T. Nathan'? - Laura Ward'? - Kurt Schibler? - Laurel Moyer'*® - Andrew South'?# - Heather C. Kaplan'~?

Received: 4 October 2017 / Revised: 27 February 2018 / Accepted: 28 February 2018 / Published online: 20 April 2018
€ Nature America, Inc., part of Springer Mature 20018

Abstract
Objective Necrotizing enterocolitis (NEC) is a devastating intestinal disease in premature infants. Local rates of NEC were
unacceptably high. We hypothesized that utilizing quality improvement methodology to standardize care and apply
evidence-based practices would reduce our rate ot NEC.

Study design A multidisciplinary team used the model for improvement to prioritize interventions. Three neonatal intensive
care units (NICUs) developed a standardized feeding protocol for very low birth weight (VLBW) infants, and employed
strategles to increase the use of human milk, maximize intestinal pertusion, and promote a healthy microbiome.

Results The primary outcome measure, NEC in VLBW infants, decreased from (.17 cases/100 VLBW patient days to
(.029, an 83% reduction, while the comphance with a standardized feeding protocol improved.

Conclusion Through reliable implementation of evidence-based practices, this project reduced the regional rate of NEC by
#43%. A key outcome and pnmary driver of success was standardization across multiple NICUSs, resulting in consistent
application of best practices and reduction In vanation.

Nathan AT, et al. J of Perinatology. 2018
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Theory and Evidence to ldentify Interventions

SMART Aim
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Flow diagram of improvement efforts across 3 NICUs
NICU X NICU Y

Concurrent implementation
based on national guideline
release

Mother's own
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MNEC Rate per 100 VLBW Patient Days
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Perinatal Institute (PI) QI Program

o Goal: Achieve improved quality and outcomes across the PI care
sites

e Approach:
— Build QI capabillity in all units

— Facilitate partnership between physicians, nurses, and allied health care
team members

— Use national benchmarking (VON) and local data to drive improvement
— Prioritize QI projects to assure alignment with hospital and Pl goals

— Share learning and collaborate across hospitals

— Build deep culture of quality improvement

‘ 'O'_'- Cincinnati

Q. Children’s




Pl QI Structure

GSH

CCHMC Level 11l NICU
Level IV NICU 60 beds

75 beds Medical Director

Nursing Outcomes Manager Nurse Manager
Medical Directors (2) NICU Educator

Nursing Directors (2)

Monthly meetings
Rotating reports from each unit on
active projects

Mix of aggregate and unit-specific
metrics

QI training for collaborative projects
and key individuals

Kettering
Level Il NICU

25 beds St. Elizabeth

Medical Director
Nurse Manager Level Il NICU

25 beds

UCMC Medical Director

Nurse Manager
Level lIl NICU
45 beds
Quality Director Cincinnati

Medical Director Childl’en’S’

N urse M an ag er changing the outcome together




Ql Clinical &
Managerial
Innovation &
Adaptation

Research

Research

Ql/
Research

Research

Note: The figures are not drawn to scale.
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Hastings Center Report. The Ethics of Using QI Methods to Improve Health Care Quality and Safety, 2006




Phases of Research

Defining mechanlsms,
targets, and lead
malecules

MNew methods of
dlagnosis, treatment,
and prevention

Controlled studies
leading to effective
care

TO T1 T2 T4
Basic sclence &7 -\ Translation to & ™ Translation to Translation to&™ | ™ Translation to
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Phase 2 climical Fhase 4 clinical .
Praclinical and Proof of concept trial trial d clinical Fopulation-level
rp?": inica a_n FPhase 1 clinical ra 5. . rlals and clinica outcomes
animal studies trial FPhase 3 clinical outcomes h
riais trials research researc

Dellvery of
recommended and
timely care to the

right patlent

True beneflt to
soClety

Translation from basic science to human studies

Translation of new data into the clinic
and health decision making

IOM. The CTSA Program at NIH: Opportunities for Advancing Clinical and Translational Research, 2013

Fiﬁure adaﬁted from Blumberﬁ et al, Nature Medicine, 2012
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T3 and T4 Research

T3 T4
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Translation of new data into the clinic
and health decision making

Improve Outcomes
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IOM. The CTSA Program at NIH: Opportunities for Advancing Clinical and Translational Research, 2013

Fiiure adaﬁted from Blumberﬁ et al, Nature Medicine, 2012 =
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Understanding Variation in Vitamin A
supplementation Among NICUs

AUTHORS: Heather C. Kaplan, MO, MSCE =a.c \feredsh E

Tainangan, MPH ® Duana MeClendon, MPH, MSW B Jareen
Meinzer-Derr, Phi? Peter &, Margols, MO, Pni 5c and
Edward . Donmvan, 05
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Variation in Vitamin A between (and within) hospitals?

T2
Research

The New England Journal of Medicine

VITAMIN A SUPPLEMENTATION FOR EXTREMELY-LOW-BIRTH-WEIGHT INFANTS

Jon E. Tyson, M.D., M.P.H., Linoa L. Wraickt, M.D., WiLLam Ou, M.D.,
Kamaieen A, Kenneoy, M.D., Lisa Mece, Sc.M., Ricuarp A. Exreneranz, M.D.,

Bareana J. STouw, M.D, James A, Lemons, M.D., Davio K. Stevensow, M.D.

Crartes R. Baver, M.D., Skeroon B. Korones, M.D., ano Aveor A. Fanarorr, M.B,, B.Ck,
Foa The Namonst Instute oF CHio HearTw ano Humarn DeveroemenT NeomaTal Research Nemwork®

ApsTRACT

Bal nd  Vitamin A supplementation may re-
duca the risk of chronic lung disease and sepsis in
extramaly-low-birthweight infants. The results of our
pilot study suggested that a dose of 5000 IU admin-
istered intramuscularly three times per week for four
‘weeks was more effective than the lower dosas given
in past trials.

Metheds 'We performed a multicenter, blinded, ran-
domized trial to assess the effectiveness and safety
of this regimen as compared with sham treatment in
807 infants in need of respiratory support 24 hours
after birth. Tha mean birth weightwas 770 g in the vi-
tamin A group and 762 g in the control group, and the
respective gestational ages were 26.8 and 26.7 weaks.

Resules By 36 weeks' postmenstrual age, 53 of the
405 infants (15 percant} in the vitamin A group and
55 of the 402 infants (14 parcent) in the control group
had died. The primary outcoma — death or chronic
lung disease at 36 weeks' postmenstrual age — oc-
curred in significantly fewer infants in the vitamin A
group than in the :onlrol gmup {55 percent vs. 62
parcent; relative risk, 0.83; 35 parcent confidence in-
terval, 0.80 10 0.93). Oval \ 1 additional infant sur-
vived without chronic lung disease for every 141015
infants who received vitamin A supplements. The
proportions of infants in the vitamin A group and the
control group who had signs of potential vitamin A
taxicity were similar. The proportion of infants with
sarum retinol values below 20 pg per daciliter {0.70
mol per litar) was lower in thevitamin A group than
in the control group (25 parcent vs. 54 parcent,
P=0.001).

Ci

ion of 5000
U of vitamin A three times per week for four weeks
reduced biochemical evidance of vitamin A dafician-
cy and slightly decreased the risk of chronic lung dis-
@asa in extramely-low-birth-weight infants. (N Engl J
Med 1999;340:1962-8.)

21999, Massachusets Medical Saciety.

NEANTS with extremely low birth weights
(=1000 g) have low plasma and tissue concen-
trations of vitamin A,'* and vitamin A deficien-
<y may predispose these infants to chronic ung

discase ! A meta-analysis® of clinical trials of vitamin

A supplementation for preterm infants*? revealed a

17 pcrcmt increase in the rate of survival without

chronic lung disease, which approached staristical sig-

nificance. The current relevance of these trials is lim-

1962 - June 14, 1900

ited by changes in the vitamin A concentration in
infant formulas and by the use of antenatal glacocor-
ticoid and postnatal surfactant therapy. Moreover, in
a pilot study® we found that many infants given the
dose of vitamin A administered in these trials had low
serum retinol concentrations 2210

We conducted a multicenter, randomized trial to
determine the effectiveness and safety of 2 higher dose
of vitamin A than used in previous trials in cxtremely-
low-birth-weight infants. We hyporthesized thar vira-
min A supplementation would increase the rate of
survival without chronic lung discase and, on the basis
of prior studies®#'W12 reduce the risk of hospital-
acquired sepsis.

METHODS
Study Subjects and Design

We studicd 807 infants with birth weights ranging from 401
12 1000 g who received mechanical ventilation or supplemeatal
emygen at 24 hours of age in ane of the participating centers (sce
the Appendix) between Jamsary 1996 and July 1997, To reduce
the likelihood of carly desth that was unrelated to vitzmin A stais
and to facilitate encollment, we enrolled infants 24 to 96 hours
after birth. We excluded infants with major congenital anomalies,
those with congenital nonbacterial infection, these thought i have
2 terminal illness {as indicated by 2 pH below 6.80 or by the pres-
ence of hypexia with bradyeardia for more than twe hours), and
ﬂmwnmmmvlmRMIpﬂmmNmmm
in doses exceeding recommendations for multivitamin prepar
tioms. The stucy was approvert by the instinstional review board at
each center, and informed consent was obtained for each infane.

The infants were stratified according to center and birth weight
(401 10 750 g ar 731 o 1000 &) and ssigned 1o the vitmin A
o comtrol group by 3 haspital pharmaciat wsing a rndomization list

From the Unmersity of Texas Southwesiem Madical Center, Dallas (LET,
K u, the Natona I of Cild Heabh and Fiuman Develogmcns,
i . Women and Intam’s Hospital, Providence, .1
Wy, Gaurggw gion Universicy Biomarisics Center, Rackville, Md.
(LML) T Unversey, New ien, Gona. (R.A.K ). Emory Unherssy,
Aslania (B]5.); Indiana Universiey, Irclianapolis (1.
sy, Seamitnd, Calit, (DUECS.); Universiry of Mizmi, e «cu, =
wersiry of Tennemsee, Mermphis (5 B K };and Case Wesiern Reserve Universiry,
Cleveland (A.A. ). Address reprine sequssis 1o Dr. Tysan at UT Housicn,
@431 lmm,s.mzu Fiousian, TX 77030,
Other auhors were Edward I Donvan, M., ALPIL, Universry of
Cincinnari, E]lnn'nr_uu \Ihld.nlnlr \ Carlo, M., melwy of \thﬂmn
ey,

R Sai M1, mghmmu.m\mqm.nmm [u-\mmpu,

Ph.D, Universiny of Ullinois ar Chicags, Chicage, and Jocl Verer, PhIv,
George Washingion Universicy Riostaistics Cemer, Rockulle, Md!

*Clther mesmbers of she Naional Imsiture of Chikd Health and Hisman
Developmen: Neoraial Research Nerwork are Bxed in the Appendis
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* Perceived efficacy: higher among centers using
DH:FUSION Vitamin A compared to centers not using
A Vitamin A (83% vs. 33%, p=0.03).
- UF o Complexity: NICUs using Vitamin A were more
]NNUVAT{ONS likely to believe implementing Vitamin A was not
difficult compared to non-users (75% vs. 22%,
p=0.02)
e Perceived Relative Advantage: no significant
difference (33% vs. 0%, p=0.07)

“We estimated that Vitamin A may decrease our rate by a
maximum...of 4 to 21%. Implementing other potentially better
practices with more rigor will have more effect.”

 Trialability: no significant difference (33% vs.
11%, p=0.26)

“A phone survey showed the major concern of initiating Vitamin A

1L

"L’HHTT Ih"-! M JL:E RS after the Tyson study was side effects of injections. Therefore, we
performed a QI study after initiating Vitamin A ...to monitor
complications of injections. There were none noted and no

Kaplan HC, et al. Pediatrics. 2010 concerns from our nurS|ng Staﬂ:”




Conclusions

« Use of Vitamin A Is increasing over time (in 2010)
e Adoption has been slow, variation remains

e Source of much of this variation relates to provider attitudes and
system characteristics

e Understanding factors related to variation will allow for the design
of optimal interventions to increase the efficiency and
effectiveness with which evidence is implemented

‘ '0'_'- Cincinnati

Q. Children’s

Kaplan HC, et al. Pediatrics. 2010




Clinical Practice and Quality

Statewide Quality Improvement Initiative to
Reduce Early Elective Deliveries and Improve
Birth Registry Accuracy

Heather C. Kaplan, mp, MSCE, Eileen King, phD, Beth E. White, MsN, Susan E. Ford, Msn,
Sandra Fuller, MEd, Michael A. Krew, MD, MS, Michael P. Marcotte, MD, Jay D. lams, MD,
Jennifer L. Bailit, Mb, MPH, Jo M. Bouchard, mpH, Kelly Friar, mr4, and Carole M. Lannon, MD, MPH
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49% of Ohio Births

2008-2010

IHI BTS™ Methods

Chart /Birth Registry Data
Reduced EED from 25% to <5%
Birth Registry: 13 % to 7%

15 Pilot Sites
17% of Ohio Births
2012-2013

\

Adapted IHI BTS™ + Site Visits
Birth Registry Data ONLY
Focus on Accuracy & Clinical
Processes

Reduced EED from 15% to <5%
(Birth Registry Data)

32% of Ohio Births
2013-2014

Birth Registry Data ONLY
Focus on Accuracy & Clinical
Processes

Short Timeline (14-months)
NO Site Visits

ﬁz Remaining Sites \

Ohio Perinatal Quality Collaborative (OPQC) 39 Week Project

6) Charter Hospitals \
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Study Design

Stepped Wedge Design:

2012 2013 2014

JF ..DIJ FMA MIJJ AS ONDI|J FMAMIIJ AS

Wavel |[BB ..B |B

Wave2?2 |BB ..B |B B B B

Wave3 |BB ..B [B B B B B B B

B= Baseline, I= Intervention, S= Sustain
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Reduction in EED Across Waves

12
10 — —  Wave 1
\ A —— Wave 2
———— Wave 3 Table 3. Comparison of Rates of Early Elective Deliveries Across Phases
\ N\ ——— Combined
8 - Baseline vs Implementation Implementation vs Sustain
p p
Group Baseline* Implementation* P Sustain* P
6 - Combined (n=70) 6.2 (5.1-7.5) 3.2 (2.4-4.1) <.001 3.6 (2.7-4.7) A4
—vave 2y oS T S e I VS o By = U1 B IVARE BV ru b o1
Wave 2 (n=22) 4.2 (2.6-6.2) 2.5 (1.3-4.1) .04 3.9 (2.2-6.1) 12
4 Wave 3 (n=24) 6.8 (4.8-9.1) 3.7 (2.3-5.4) .002 3.8 (2.2-5.8) .89
Data are estimates of the median % (95% Cl) unless otherwise specified.
* Analysis done with arcsine square root transformation; values have been back-transformed.
2 4
0 I 1 I I 1 I 1

| Baseline | | Interventionl | Sustain|

4 “® Cincinnati
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Comparison Across Waves

8 - Period 1
Wave 1 vs Wave 2: P=.74 o e Wave 1
6 Wave 1 vs Wave 3: P=.36 — . — Wave 2

Change from baseline in percent of
inductions without a medical indication
o
'-r
\
N
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Take Home Points...

Quality =) Better

Evidence- /Improvement Outcomes
Based
Practices \
Research Better
Outcomes
- “® Cincinnati

./ Children’s




Lessons learned in my career (so far)...

 Take advantage of training opportunities

e Build your reputation by executing and by sharing your
work

* Network with those who have similar career paths

 Keep an open mind with respect to the methods and
approaches that can be used to improve care delivery and
outcomes (research and Ql)

‘ “® Cincinnati

Q. Children’s




Questions and Discussion

Q Cincinnati
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Questions for the Group

1. How have you demonstrated productivity in the
Ql/patient safety (either for academic promotion or
gaining leadership opportunities/added responsibility)?

2. How have you fit QI into your career path?

3. There are many ways to build knowledge and skill in QI.
What resources or programs have you used? What have

been the pros and cons of each?

‘ “® Cincinnati

Q. Children’s
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