LET’S LEAD!
Leaders in Equity and Diversity (LEAD)
Learning Session #1
Meritus Health
October 26, 2022
9:00am – 3:30pm

11116 Medical Campus Road
Robinwood, Suite 142 (Silver Entrance)
Hagerstown, MD 21742

LET’S LEAD!

Welcome!
Thank you for joining us for our first of three in-person LEAD Collaborative Learning Sessions! We are
grateful for your commitment to the Leaders in Equity and Diversity (LEAD) Collaborative and advancing
healthy equity for all. We are a learning community of healthcare delivery and community-based
organizations committed to creating an environment in which minority aging populations can live
healthier, productive lives by harvesting best and emerging practices in healthcare and beyond.
The LEAD Collaborative with funding support from AARP stemmed from the work of Dr. Maulik Joshi in
rural Maryland and his desire to do more in addressing health disparities, especially in the wake of the
COVID-19 pandemic. Organizations joining the regional LEAD Collaborative are part of an initiative that
will launch efforts to reduce disparities, especially among minority aging populations, and accelerate
results. We are at an inflection point where we have the tools and resources to address health
disparities and advance health equity collectively and collaboratively.
Today is a working session. Our goal is to set the foundation for learning and growing together as each
LEAD organization takes bold steps towards achieving at least one aim focused on reducing a disparity,
addressing a social determinant of health, or enhancing leadership diversity. You will learn more about
The Institute for Healthcare Information (IHI) Collaborative Model and hear about Luminis Health’s JEDI
(justice, equity, diversity, inclusion) Journey. You will apply what you learn to working together with
your team and other LEAD Organizations.
You will leave inspired and with a plan for your first test of change based on organization’s aim
statement design to advance health equity. We can do more, and we must do more to LEAD with
impact.
Let’s LEAD together!
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AGENDA
OBJECTIVES
1. Network and build relationships among LEAD Collaborative participants.
2. Learn about successful DEI efforts and leverage the learnings for planning your
project.
3. Finalize your organization’s aim statement and your test of change for the next
week.
4. Role model all teach, all learn among the collaborative participants.

WHO
Each collaborative organization is asked to bring their project team of 3-4 people,
including the Team Leader. The team should include individuals who will be involved in
implementing your organization’s improvement project in addressing social
determinants of health and/or reducing a disparity in care and/or increasing leadership
diversity.

AGENDA
TIME

TOPIC

9:00 – 9:30 AM

Registration and Light
Refreshments/Breakfast

9:30 – 9:45 AM

Welcome

FACILITATOR

Maulik Joshi
Lynn Mertz

9:45-10:30 AM

Setting the Stage – Our Why

Maulik Joshi

Part 1: Why this collaborative is being launched
now, the three key focus areas, and background
on what a collaborative is with a timeline.

Attendees

Part 2: Participants will share their organization’s
“why” at their table and there will be report back
to the large group. This part will be interactive.
10:30-11:30 AM

A DEI Journey: Imagine What We Can
Collectively Achieve Luminis Health will share
their JEDI (Justice, Equity, Diversity, and
Inclusion) journey to frame what’s possible.
During the presentation, there will be time for
teams to think and act boldly, including
appreciative inquiry and discussing barriers and
how to overcome them.
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11:30 AM - 12:15 PM

Presentation and Group Exercise: The Model
for Improvement and Testing PDSA Cycles
During this session we will discuss the model for
improvement and how to implement improvement
cycles for rapid learning.

Maulik Joshi

12:15 – 12:35 PM

Afternoon Set-up

Maulik Joshi

Prior to lunch we will group participants at tables
based on the three improvement focus areas.
12:35 – 1:45 PM

Lunch & Organization Project Discussion

Attendees

Table sharing with each organization providing
high level overview of their Aim statement and
one barrier they believe they will face.
1:45 – 2:30 PM

Overcoming Barriers

Arti Varanasi

Barriers can derail improvement projects. There
will be facilitated faculty discussion of some of the
key barriers shared in the small groups.
2:30-3:30 PM

Launching into Your First Action Period and
Next Steps
Teams will develop their action plan. Complete
Action Plan with PDSA form for what to do next
week will be shared and reviewed. Future best
practice calls, coaching calls and next learning
session will be reviewed.
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LEAD CHAIR & CO-CHAIR BIOS
Maulik S. Joshi, DrPH
President and CEO of Meritus Health, Inc.
Maulik Joshi, Dr.P.H. is the President and CEO of Meritus Health, Inc. Meritus
Health Inc. includes the proposed Meritus School of Osteopathic Medicine
(MSOM) and Meritus Medical Center. The mission of Meritus Health is to
improve the health of our community by providing the best healthcare, health
services and medical education.
Meritus Medical Center is a regional health system with 3,000+ employees and
600+ medical staff. MMC includes a 327 bed medical center, a 160 provider
Meritus Medical Group, Meritus Home Health and 25% ownership of Maryland
Physicians Care, a 230,000 Medicaid member health plan. Meritus Medical
Center serves over 200,000 people in western Maryland, southern
Pennsylvania and the eastern panhandle of West Virginia.
The proposed Meritus School of Osteopathic Medicine is seeking accreditation
and working to have its first matriculation of medical students in the Fall of
2025. MSOM’s mission is to prepare future generations of physicians who are
professionally accomplished, socially responsible and community oriented.
Previously, Maulik was the COO and Executive Vice President at the Anne
Arundel Health System (AAHS). Prior to AAHS, Maulik was at the American
Hospital Association as Associate Executive Vice President and President of
the Health Research and Educational Trust. Maulik has also worked at the
Institute for Healthcare Improvement, the Agency for Healthcare Research and
Quality, the University of Pennsylvania Health System and The HMO Group.
Maulik has a Doctorate in Public Health and a Master's degree in Health
Services Administration from the University of Michigan. He was Editor-in-Chief
for the Journal for Healthcare Quality. He also co-edited The Healthcare
Quality Book: Vision, Strategy and Tools (5th edition published in 2022) and
coauthored Healthcare Transformation: A Guide for the Hospital Board
Member and Leading Healthcare Transformation: A Primer for Clinical Leaders.
Maulik has authored a combination of over fifty peer-reviewed articles,
commentaries and perspectives.
Maulik is adjunct faculty at the University of Michigan School of Public Health in
the Department of Health Management & Policy where he teaches annually.
He has served on the board of trustees for Anne Arundel Medical Center and
the board quality and patient safety committee for Mercy Health System and
Advocate Health System, among others.
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Deneen Richmond
President of Luminis Health Doctors Community Medical Center
Deneen Richmond is the president at Luminis Health Doctors Community
Medical Center in Lanham, Maryland. She is passionate about improving the
health of our communities, promoting health equity and eradicating health
disparities. Her work in this area has been extensively covered by the local
and national media.
Deneen has more than 30 years of healthcare leadership experience. Prior to
her role as president, Ms. Richmond served as the Chief Quality, Patient
Safety & Population Health officer for Luminis Health and before then, vice
president of Population Health & Clinical Improvement at Anne Arundel
Medical Center. Deneen came to Anne Arundel Medical Center from Inova
Health System, where she served as vice president of Performance
Improvement and Outcomes. She has also held senior leadership positions at
Holy Cross Hospital, the Delmarva Foundation and the National Committee for
Quality Assurance.
Deneen is adjunct faculty at the George Washington University, Milken School
of Public Health. She has served in this role since 2015 and regularly teaches
health care leadership and performance improvement courses for the Masters
in Health Administration program. She is a recipient of the Milken School of
Public Health Excellence in Teaching Masters Level Online Award.
Ms. Richmond holds a bachelor’s degree in nursing from the University of the
District of Columbia and a master’s degree in health care administration from
The George Washington University.
Ms. Richmond has received numerous professional accolades, including being
named a “2004 Up and Comer” by Modern Healthcare; a “2014 and 2022
Distinguished Healthcare Leader” by the Washington, DC chapter of the
National Association of Health Service Executives (NAHSE); a “2022 Firebird
on Fire” by the University of the District of Columbia National Alumni Society; a
“2022 Women Who Bravely Lead” honoree by State’s Attorney Aisha
Braveboy; a “2022 Distinguished Alumni Achievement Award” by the George
Washington University MHA Alumni Association; and a 2022 Washington
Business Journal “Women Who Mean Business Award.”
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ATTENDEES
Sam Bayoumy
Chief Operating Officer
Kessler Institute for Rehabilitation
Sbayoumy@kessler-rehab.com

Genevieve Beaird
VCU Richmond Health and Wellness
Program (RHWP)
gbeaird@vcu.edu

Arda Bell
Community Engagement &
Consultation Group Inc.
abell@ce-cg.org

Maria Blanco
Public Health Intern, Former Dentist
Asian American Center of Frederick
MARIABLANCODDS@hotmail.com

Monifa Brooks
Kessler Institute for Rehabilitation
MOBrooks@kessler-rehab.com

Maureen Cafferty
Springpoint Senior Living, Inc.
mcafferty@springpointsl.org

Marcela Campoli
Care for Your Health, Inc
marcelacampoli@gmail.com

Kristie Carbaugh
Executive Director, Ambulatory Quality
and Care Redesign
Meritus Health
kristie.carbaugh@meritushealth.com

Saswati Chakraborty
Springpoint Senior Living
schakraborty@springpointsl.org

Rhonda Chatmon
VP, Health
American Heart Association
rhonda.chatmon@heart.org

Cassandra Chess
Board Member
Maryland Public Health Association
creationsbymsc@gmail.com

John Chessare
President and CEO
Greater Baltimore Medical Center
jchessare@gbmc.org

Elizabeth Chung
President & Executive Director
Asian American Center of Frederick
echung@aacfmd.org

Princess Collins
Chief of Quality
Health Services Cost Review
Commission
princess.collins@maryland.gov

Angela Cooper
Mercy Medical Center
acooper3@mdmercy.com

Kevin Crowley
Luminis Health
kcrowley@luminishealth.org

Jonathan Dayton
Executive Director
Maryland Rural Health Association
jdayton@mdruralhealth.org

Lorena de Leon
Sr. Director, Population Health
Maryland Physicians Care
ldeleon@MPCMedicaid.com

Monika Driver
Community Benefit Supervisor
Holy Cross Health
driverm@holycrosshealth.org

Casey Dyson
Government Relations and Public
Funding Director
Food & Friends, Inc.
cdyson@foodandfriends.org

Ericka Easley
Service Line Administrator
Greater Baltimore Medical Center
eeasley@gbmc.org

Theresa Edelstein
SVP, Center for Partnerships
Transforming Health (PaTH)
New Jersey Hospital Association
tedelstein@njha.com

Casey Elliott
Jewish Home Family
celliott@jewishhomefamily.org

Erin Farley
CalvertHealth
erin.farley@calverthealthmed.org
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ATTENDEES
Mychelle Farmer
Chief Medical Officer
Advancing Synergy
mfarmer@advancingsynergy.com

Dianne Feeney
Associate Director, Quality Initiatives
Health Services Cost Review
Commission
dianne.freeney@maryland.gov

Ethan Feldmiller
Administrative Fellow
Meritus Health
Ethan.feldmiller@meritushealth.com

Melissa Fernandez
Program Coordinator
Holy Cross Health
fernanme@holycrosshealth.org

Sheryl Garland
Chief of Health Impact, VCU Health
System, Executive Director, VCU Office
of Health Equity
sheryl.garland@vcuhealth.org

Sheree Gatewood
Ascension Saint Agnes
sheree.gatewood@ascension.org

Mary Golway
Director of Education & Training and
Community Wellness
CalvertHealth
mary.golway@calverthealthmed.org

Rachel Green
Ascension Saint Agnes
rachel.green1@ascension.org

Amanda Greene
Director, Strategic Planning and
Evaluation
Advancing Synergy
agreene@advancingsynergy.com

Madonna Gribble
CAMC Insitute for Academic Medicine
madonna.gribble@camc.org

Brooke Grossman
Chief Mission Officer, Horizon Goodwill
Maryland Physicians Care
bgrossman@goodwill-hgi.org

Mary Ann Grossnickle
Community Health Educator
Asian American Center of Frederick
mgrossnickle@aacfmd.org

Jason Hardin
VCU Richmond Health and Wellness
Program (RHWP)
hardinjt@vcu.edu

Janet Harding
Director, Cultural Awareness and
Inclusion
Frederick Health
jharding@frederick.health

Beth Harlan
Quality Reporting, Registries, and
Analytics Director
VCU Health System
elizabeth.harlan@vcuhealth.org

Charlene Harrison
Luminis Health
charrison2@luminishealth.org

Jennifer Holz
Associate State Director, Outreach AARP Maryland
AARP
jholz@aarp.org

Anna Maria Izquierdo-Porrera
Executive Director
Care for Your Health, inc
aizquierdo@care4yourhealth.org

Maulik Joshi
President and CEO
Meritus Health
maulik.joshi@meritushealth.com

Robert Joyner
Director, Richard A. Henson Research
Institute
TidalHealth
robert.joyner@tidalhealth.org

Amy Kalb
Kessler Institute for Rehabilitation
AKalb@kessler-rehab.com

Shaun King
Community Engagement &
Consultation Group Inc.
sking@ce-cg.org

Heather Kirby
Vice President Integrated Care,
Delivery & Chief Population Health
Officer, Frederick Health
hkirby@frederick.health

Andrea Limpuangthip
Associate Program Director, Medical
Director, Quality and Patient Safety
Mercy Medical Center
alimpuan@mdmercy.com
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ATTENDEES
Michael Londner
VPMA, Co-Medical Director
Emergency Services
Berkley Medical Center
mslondner@wvumedicine.org

Mark Luckner
Executive Director
Maryland Community Health Resources
Commission
mark.luckner@maryland.gov

Kimberly Mays
American Heart Association
kimberly.mays@heart.org

Kimberley McBride
Vice President
Holy Cross Health
mcbrik@holycrosshealth.org

Meghan McClelland
Chief Operating Officer
Maryland Hospital Association
mmcclelland@mhaonline.org

Lynn Mertz
Sr. Strategy Policy Advisor
AARP
lmertz@aarp.org

Anita Mwalui
CEO and President
Community Engagement &
Consultation Group Inc.
ce-cg@ce-cg.org

Dawn O'Neill
VP, Population Health
Ascension Saint Agnes
dawn.oneill@ascension.org

Pamela Parsons
Clinical Professor and Associate Dean
for Practice and Community
Engagement, VCU RHWP
pparsons@vcu.edu

Martha Purvis
VCU Richmond Health and Wellness
Program (RHWP)
Martha.Purvis@vcuhealth.org

Pratima Ramkissoon
CAMC Insitute for Academic Medicine
pratima.ramkissoon@camc.org

Deneen Richmond
President at Luminis Health Doctors
Community Medical Center
Luminis Health
deneen.richmond@luminishealth.org

Katherine (Kat) Rodgers
TidalHealth
katherine.rodgers@tidalhealth.org

Jason Rottman
Chief Executive Officer
Maryland Physicians Care
jrottman@mpcmedicaid.com

Alan Ryan
Novartis
alan.ryan@novartis.com

Scott Salzetti
Vice President Team Member
Services
Meritus Health
Scott.salzetti@meritushealth.com

Barbara Sherman
East-System Director of Quality
Management, Patient Safety, Medical
Staff
Berkley Medical Center
barbara.sherman@wvumedicine.org

Aya Shuman
Executive Director, The Institute for
Equity, Diversity, & Inclusion
Chase Brexton Health Care
ashuman@chasebrexton.org

Furhan Siddiki
Luminis Health
fsiddiki@luminishealth.org

Brian Sims
Maryland Hospital Association
bsims@mhaonline.org

Alice Sliwka
Vice President Quality & Clinical
Services
Chase Brexton Health Care
asliwka@chasebrexton.org

Douglas Spotts
Chief Health Officer
Meritus Health
douglas.spotts@meritushealth.com

Tamiko Stanley
VP & Chief Diversity, Equity, &
Inclusion Officer
Luminis Health
tstanley1@luminishealth.org

Lisa Starkey
Ascension Saint Agnes
lisa.starkey1@ascension.org
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ATTENDEES
Conor Sulivan
Mercy Health Services
csulliv@mdmercy.com

Erwin Tan
Thought Leadership Director, Health
AARP
etan@aarp.org

Kenneth Terrell
Writer/Editor
AARP
kterrell@aarp.org

Johnny Tolbert
Maryland Hospital Association
jtolbert@mhaonline.org

Allen Twigg
Executive Director Behavioral &
Community Health
Meritus Health
allen.twigg@meritushealth.com

Arti Varanasi
President & CEO
Advancing Synergy
avaranasi@advancingsynergy.com

Lina Walker
VP, Health Security
AARP
lwalker@aarp.org

Lisa Walker
Chief Diversity and Learning Officer
Greater Baltimore Medical Center
lwalker@gbmc.org

Erlene Washington
VP Chief Operating Officer of GBMC
Health Partners
Greater Baltimore Medical Center
ewashington@gbmc.org

Angela Wu
Diversity, Equity, and Inclusion
Manager
Greater Baltimore Medical Center
awu@gbmc.org
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LEAD ORGANIZATIONS
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AIM STATEMENTS
The following draft Aim Statements were submitted by some LEAD Organizations prior
to the October 26, 2022 meeting. The list provides examples of aims in progress.
Calvert Health Medical Center
Between January 1, 2023 and June 30, 2023, 80 % of patients in the Diabetic Self Management
Education program will be screened for impact of social determinates of health, and the result
included in their plan of care.
Food and Friends
By December 31, 2023 we will elect one board member from Prince George’s County, better
mirroring the geographic diversity of our clients.
By December 31, 2023 we will review client, staff and Board of Directors.
GBMC Healthcare System / GBMC Health Partners / Gilchrist
Increase diversity of leadership to 28% by June 30, 2023.
Increase access to care by adding 1,426 new patients by June 23, 2023 at the Jonestown
community.
Health Services Cost Review Commission (HSCRC)

By the end of CY 2026, it is the goal of the HSCRC for 50% of hospitals to reduce their racial and
sociodemographic disparities in hospital quality outcomes (QBR, MHAC, RRIP, PAU) by 50%.
Luminis Health
By November 1, 2023, track and reduce the disparity in total joint patient outcomes between nonHispanic white and Black/African American by 50 % by measuring hospital LOS.
By November 1, 2023, reduce the disparity in NTSV C-Section rates between non-Hispanic White
and Black/African American patients from 7% to 5%.
Maryland Physicians Care
By September 1st, 2024, improve access to fresh fruit and vegetables to 20 % of food insecure
MPC population in Hagerstown.
Maryland Public Health Association
By January 1, 2024 increase by 20% the racial, ethnic, gender and cultural diversity of the MdPHA
board and membership to reflect the demographics of Maryland.
Maryland Rural Health Association
By June 1st, 2023, implement a social media health equity campaign focused on addressing the
conditions in which people are born, grow, work, live, and age that reaches over 10,000 users or
leaves 10,000 impressions.
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AIM STATEMENTS
Meritus Health
By June 30, 2023, reduce the disparity between white and non-white patients for well controlled
hA1c (<9) by 50% from 7% disparity to 3.5% disparity.
By September 30, 2023, increase the total number of racially/ethnically diverse (self-disclosed)
supervisor and above from 10.1% to 12.5%.
By June 30, 2023, increase the total number of residents in the Care Caller program from 98 to
500.
New Jersey Hospital Association (NJHA)
By October 2023, increase partnerships by XX% with community organizations connected to
underserved populations to improve access to mental health, senior living and rehabilitation
services.
By April 2023, conduct at least XX “Reframing Aging” education programs for all team members
of participating LEAD organizations.
By September 2023, offer this education to XX community partners (hospitals, NFs, outpatient
settings, physician practices, etc.).
TidalHealth Peninsula Regional
By June 30, 2023, TidalHealth will implement a standardized health-related social needs (HRSNs)
screening tool throughout the health system so that 75 percent of patients in our primary care or
hospital settings are consistently screened for HRSNs.
VCU School of Nursing Richmond Health and Wellness Program / VCU Health System
By October 30, 2023, implement an evidence -based strategy to assess, educate and successfully
connect 80% of individuals identified with a mental health need to services.
WVU Medicine / Berkley Medical Center
By July 1, 2023, 1005 of overdoses and 80% of persons presenting with SUD will be screened as
well as offered Narcan along with the training to use it for them and/or their families.
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SPEAKER
MATERIALS
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LEAD Collaborative Calendar (REVISED)
2022-2023
Please mark you calendars. Committed LEAD Collaborative organizations are expected to
participate in the in-person learning sessions, best practice webinars, and coaching calls. The
2022-2023 LEAD Collaborative calendar is provided below. Please reach out to
lead@advancingsynergy.com with any questions.

Date

Time

Event

Wednesday, October 26, 2022

9:00 AM – 3:30 PM

First Learning Session

Wednesday, November 30, 2022,

9:00 AM -10:00 AM

Best Practice Webinar

November/December 2022

Varies

Individual Coaching Call

Thursday, January 19, 2023

1:00 PM – 2:00 PM

Best Practice Webinar

January/February 2023

Varies

Individual Coaching Call

Tuesday, February 14, 2023

2:00 -3:00 PM

Best Practice Webinar

*Wednesday, March 22, 2023

9:00 AM – 3:30 PM

Second Learning Session

April 2023

Varies

Individual Coaching Call

Thursday, May 11, 2023

9:00 AM -10:00 AM

Best Practice Webinar

Tuesday, June 6, 2023

2:00 -3:00 PM

Best Practice Webinar

June 2023

Varies

Individual Coaching Call

Tuesday, August 8, 2023

2:00 PM – 3:00 PM

Best Practice Webinar

August/September 2023

Varies

Individual Coaching Call

Thursday, September 14, 2023

9:00 – 10:00 AM

Best Practice Webinar

Tuesday, October 10, 2023

2:00 PM -3:00 PM

Best Practice Webinar

Thursday, November 9, 2023

9:00 AM – 3:30 PM

Third Learning Session

*Please note that the date for the Second Learning Session has been corrected.
The initial version of the calendar had an error. The date for the Second Learning
Session is Wednesday, March 22, 2023.

Updated 10/13/2022

LEAD
Collaborative

Welcome!

Welcome to the
(Leaders in Equity and Diversity)

LEAD Collaborative
2

Essentials
• Bathrooms are outside in the
hallway to the right
• Break whenever you need to
• Mask if you prefer
• Let us know of any needs –
temperature, food, other
3

9:30am –
9:45am
9:45am –
Setting the Stage – Our Why
(Part 1 – During this time we will provide context for why this collaborative is being launched 10:30am
now, the 3 key focus areas, and brief background on what a collaborative is, with a timeline)
(Part 2 – Participants will share their organization’s “why” at their table and there will be
report back to the large group. This part will be interactive.)
DEI Journey – Luminis Health – Imagine What We Can Collectively Achieve 10:30am –
(Luminis Health will share their JEDI (Justice, Equity, Diversity and Inclusion) journey to frame 11:30am

Welcome

up what’s possible.)

Presentation and Group Exercise: The Model for Improvement and Testing
PDSA Cycles
Afternoon Set‐up
Lunch & Organization Project Discussion
(Table sharing with each organization providing high level overview of their Aim statement
and 1 barrier they believe they will face.)

Overcoming Barriers
(There will be facilitated faculty discussion of some of the key barriers shared in the small
groups.)

Launching into Your First Action Period and Next Steps
(Teams will develop their action plan. Complete Action Plan with PDSA form for what to do
4 week.)
next

11:30am –
12:15pm
12:15pm –
12:35pm
12:35pm –
1:45pm
1:45pm –
2:30pm
2:45pm –
3:30pm

9:30am –
9:45am
9:45am –
Setting the Stage – Our Why
(Part 1 – During this time we will provide context for why this collaborative is being launched 10:30am
now, the 3 key focus areas, and brief background on what a collaborative is, with a timeline)
(Part 2 – Participants will share their organization’s “why” at their table and there will be
report back to the large group. This part will be interactive.)
DEI Journey – Luminis Health – Imagine What We Can Collectively Achieve 10:30am –
(Luminis Health will share their JEDI (Justice, Equity, Diversity and Inclusion) journey to frame 11:30am

Welcome

up what’s possible.)

Presentation and Group Exercise: The Model for Improvement and Testing
PDSA Cycles
Afternoon Set‐up
Lunch & Organization Project Discussion
(Table sharing with each organization providing high level overview of their Aim statement
and 1 barrier they believe they will face.)

Overcoming Barriers
(There will be facilitated faculty discussion of some of the key barriers shared in the small
groups.)

Launching into Your First Action Period and Next Steps
(Teams will develop their action plan. Complete Action Plan with PDSA form for what to do
5 week.)
next

11:30am –
12:15pm
12:15pm –
12:35pm
12:35pm –
1:45pm
1:45pm –
2:30pm
2:45pm –
3:30pm

Setting the Stage – Our Why?
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The LEAD Collaborative
• Regional leaders working together in a Leaders in Equity
and Diversity (LEAD) Collaborative.
• This group is working together to meaningfully reduce
health disparities and advance health equity!
• This LEAD Collaborative, supported by AARP, has 31
organizations and their leaders.
• Leaders based in Delaware, Maryland, Pennsylvania, New
Jersey, Virginia, West Virginia, and Washington DC.
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What is success?
By December 31, 2023, we will have 31 stories
from organizations that can showcase meaningful,
measurable improvement in either addressing a
social determinant of health, increasing leadership
diversity and reducing a disparity in care.
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Timeline
Date

Time

Event

Wednesday, October 26, 2022

9:00 AM – 3:30 PM

First Learning Session

Wednesday, November 30, 2022,

9:00 AM ‐10:00 AM

Best Practice Webinar

November/December 2022

Varies

Individual Coaching Call

Thursday, January 19, 2023

1:00 PM – 2:00 PM

Best Practice Webinar

January/February 2023

Varies

Individual Coaching Call

Tuesday, February 14, 2023

2:00 ‐3:00 PM

Best Practice Webinar

Wednesday, March 22, 2023

9:00 AM – 3:30 PM

Second Learning Session

April 2023

Varies

Individual Coaching Call

Thursday, May 11, 2023

9:00 AM ‐10:00 AM

Best Practice Webinar

Tuesday, June 6, 2023

2:00 ‐3:00 PM

Best Practice Webinar

June 2023

Varies

Individual Coaching Call

Tuesday, August 8, 2023

2:00 PM – 3:00 PM

Best Practice Webinar

August/September 2023

Varies

Individual Coaching Call

Thursday, September 14, 2023

9:00 – 10:00 AM

Best Practice Webinar

Tuesday, October 10, 2023

2:00 PM ‐3:00 PM

Best Practice Webinar

9:00 AM – 3:30 PM

Third Learning Session

9Thursday,

November 9, 2023

Your Project’s Aim Statement
• Project aim statements should set up a
measurable, well‐defined aim towards
mitigating disparities in health
Sample project aims:


By October 1, 2023, we will reduce the disparity of hemoglobin A1c control between
white and Black/African American patients by 50%.
By March 1, 2023, in our ABC family care practice, we will systematically collect social
determinants of health on 80% of all patients.
By June 30, 2023, in our ABC primary care practice, 90% of all patients that identify food
as a need will be provided access to local food banks.
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Your Why
• At your table, share with your group your why as
to why you want to work on this and achieve
success!
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9:30am –
9:45am
9:45am –
Setting the Stage – Our Why
(Part 1 – During this time we will provide context for why this collaborative is being launched 10:30am
now, the 3 key focus areas, and brief background on what a collaborative is, with a timeline)
(Part 2 – Participants will share their organization’s “why” at their table and there will be
report back to the large group. This part will be interactive.)
DEI Journey – Luminis Health – Imagine What We Can Collectively Achieve 10:30am –
(Luminis Health will share their JEDI (Justice, Equity, Diversity and Inclusion) journey to frame 11:30am

Welcome

up what’s possible.)

Presentation and Group Exercise: The Model for Improvement and Testing
PDSA Cycles
Afternoon Set‐up
Lunch & Organization Project Discussion
(Table sharing with each organization providing high level overview of their Aim statement
and 1 barrier they believe they will face.)

Overcoming Barriers
(There will be facilitated faculty discussion of some of the key barriers shared in the small
groups.)

Launching into Your First Action Period and Next Steps
(Teams will develop their action plan. Complete Action Plan with PDSA form for what to do
12week.)
next

11:30am –
12:15pm
12:15pm –
12:35pm
12:35pm –
1:45pm
1:45pm –
2:30pm
2:45pm –
3:30pm

DEI Journey – Luminis Health
Imagine What We Can
Collectively Achieve
Deneen Richmond
President, Luminis Health
Doctor’s Community Hospital
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Luminis Health
3 Hospitals 8 Counties
80+ Care Sites

$1.1 Billion

6,500+

Operating revenue

Employees

741 Total licensed beds

35,406

156,054

1,770

Emergency visits

Luminis Health

Inpatient admissions

Medical Staff

1,430
Volunteers

$79.9 Million
Community benefit
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Highlights of Luminis
Health’s JEDI Journey
Released

AABRG
Mentoring
Program
graduates first
Cohort

inaugural
(Justice, Equity, Diversity
Inclusion)
Healthand
Equity
Report

Signed AHA
Health Equity
Pledge

Recognized
as “Leader in
LGBTQ
Healthcare
Equality”

Health Equity
Task Force
(HETF)
launched &
recommendati
ons delivered

Civil unrest &
COVID-19
racial
disparities

Mandatory
DEI Workforce
Training

2016

2017

Created DEI role to
lead efforts

DEI Strategy
Launched
First health
care
organization
in U.S. to host
local chapter
of “Coming to
the Table”

2018

DEI Council
launched and
inclusion series
introduced

HEART Force
Launched

2019

AHA Carolyn
Boone Lewis
Equity of Care
Award
Met goals of
2016 HETF
recommendati
ons

2020

American
Organization for
Nursing
Leadership’s Prism
Award for
advancing nursing
diversity efforts

Vision 2030
released with DEI
focus
Board approval and
adoption of HEART
Force
recommendations

2021

Received two
DiversityFirst
Top 50
Employee
Resource
Group Awards

MBE Supplier
Diversity
Workgroup
launched
JEDI
Leadership
Council
convened

2022

Launch culturally
customized care
across system
DEI Retreat for
action planning

Implicit
Association
Tests (IAT)
introduced
Luminis Health
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Luminis Health’s Health Equity Task
Force

*JEDI = Justice, Equity, Diversity & Inclusion

Luminis Health Leadership Diversity
(2018 – 2021)

Total Senior Leadership Racial and Ethnic Diversity %
35%

31%

30%
25%

20%

20%
15%

17%
14%

Gender Diversity:
52% women
14% diverse women

10%
5%
0%
Jun-18

Jun-19

Jun-20

Jun-21

Total Senior Leadership Diversity %

Luminis Health

AARP LEAD Planning and Best Practice
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Luminis Health Governance Diversity
(2022)

Luminis Health
Board of Trustees

Luminis Health
Doctors Community Medical
Center
Board of Trustees

• 12 members

• 14 members

• 50% women

• 50% women

• 42% racially/ethnically diverse

• 71% racially/ethnically diverse

Luminis Health

AARP LEAD Planning and Best Practice
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Key steps to achieve leadership
diversity
Accountability via
diversity metrics &
goals

Commitment from
senior leadership
& governing board

Luminis Health

Inclusion
groups/Business
resource groups

Staff diversity
education &
training

Targeted diversity
recruitment
strategies &
partnerships

Diversity
mentoring
programs

AARP LEAD Planning and Best Practice

20

We Must Remain Intentional &
Inclusive

Luminis Health

21

Health Equity and Anti-Racism Task
(HEART) Force

Luminis Health

HEART Force 2021

22

Health Equity and Anti-Racism Task Force
Recommendations 2021
Luminis Health

Health Equity and Anti-Racism Task Force

HEART Force 2021
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https://www.cdc.gov/coronavirus/2019-ncov/covid-data/investigations-discovery/hospitalization-death-by-race-ethnicity.html

26

The 2nd Pandemic

Photo by Ehimetalor Akhere Unuabona on Unsplash
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April 26, 2020

July 9, 2020

COVID-19: Providing Care to Vulnerable
Populations
Our Focus:
• Keep people in the community
healthy
• Care for people infected with the
virus
• Prevent worsening disparities
• Address social determinants of
health

https://www.youtube.com/
watch?v=5sC7uJNOlPM

Luminis Health
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Caring for Our Communities
 Community education &
outreach – “touched” over
50,000 lives
 Community COVID test sites
 CHW training for local health
department
 Partnership with local SNFs
to create dedicated postacute COVID units

Luminis Health
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Disrupting how COVID testing was delivered in June 2020

• Partnership between Luminis Health, First United Methodist Church of
Hyattsville, City of Hyattsville and Prince George’s County Health
Department
• Located in area surrounded by highest number of COVID cases in
Prince George’s County
• Walk‐up & drive‐thru testing
• No doctor’s order needed
• No appointment needed
• Weekend hours

Luminis Health

Trusted Voices in the Community – Leading by Example

https://www.facebook.com/pastormark.whitlock/videos/10222562091293986/

Luminis Health
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Luminis Health

Expanding Where We Provide Health Care

https://wapo.st/3vyFEkV

https://www.youtube.com/watch?v=J
WQGk-P0m2c

Luminis Health
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Luminis Health
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Luminis Health
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COVID Vaccine Outreach – Meeting People
Where They Are

https://vimeo.com/596306881
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https://www.washingtonpost.com/dc-mdva/2021/12/29/black-americans-booster-covid/

Luminis Health
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Driving to Vaccine Acceptance
 Acknowledge and address mistrust

It’s not all about hesitancy

 Address questions without judgment
 Form partnerships with trusted voices in the community
 Identify champions
 Remove barriers
 Location
 Hours of operation
 Transportation
 Scheduling barriers

Apply these lessons
learned to how we
deliver ALL
healthcare, not just
vaccines

 Change the narrative
 Understand each person’s “why”

Luminis Health
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Behavioral Health
MBE/CMBE Supplier Diversity
- Community Engagement
- Strategic Sourcing
- Contractor/Supplier Outreach
Workforce Diversity
- Recruitment & retention plan for
staff who Racially, Ethnically,
Culturally & Linguistically match
the population who will be served

Luminis Health
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Addressing Diabetes Disparities in the Hispanic Population

40

Addressin
g Breast
Cancer
Disparities
Pink
Ribbon
Rally

41

The Business Case for Achieving Health Equity

Health
Disparities
Result In:

Poorer health outcomes
for historically
marginalized
populations

Increased health care
costs, which impact
health systems,
insurers, employers as
well as patients and
families

Addressing
disparities
can lead to:

$135B potential
economic gain
per year:
• $93B in excess
medical costs
• $42B in lost
productivity per
$175B
year decrease in

economic losses due to
premature deaths
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We Can’t…

Without…

Achieve the triple aim

Addressing health care disparities

Improve the health of our communities A population health approach that includes an equity focus
Achieve “health”

Addressing social determinants of health & structural racism

Call ourselves health care leaders

Being willing to TAKE ACTION and be part of the solution!
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9:30am –
9:45am
9:45am –
Setting the Stage – Our Why
(Part 1 – During this time we will provide context for why this collaborative is being launched 10:30am
now, the 3 key focus areas, and brief background on what a collaborative is, with a timeline)
(Part 2 – Participants will share their organization’s “why” at their table and there will be
report back to the large group. This part will be interactive.)
DEI Journey – Luminis Health – Imagine What We Can Collectively Achieve 10:30am –
(Luminis Health will share their JEDI (Justice, Equity, Diversity and Inclusion) journey to frame 11:30am

Welcome

up what’s possible.)

Presentation and Group Exercise: The Model for Improvement and Testing
PDSA Cycles
Afternoon Set‐up
Lunch & Organization Project Discussion
(Table sharing with each organization providing high level overview of their Aim statement
and 1 barrier they believe they will face.)

Overcoming Barriers
(There will be facilitated faculty discussion of some of the key barriers shared in the small
groups.)

Launching into Your First Action Period and Next Steps
(Teams will develop their action plan. Complete Action Plan with PDSA form for what to do
45week.)
next

11:30am –
12:15pm
12:15pm –
12:35pm
12:35pm –
1:45pm
1:45pm –
2:30pm
2:45pm –
3:30pm
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Aim Statement
Writing Your Aim Statement
A well‐written Aim Statement answers four important
questions: “What to improve?”, “How much?”, “By
when?”, and “For whom?” Draft your Aim Statement by
answering each of these questions. Be sure your AIM
Statement is based on SMART (Specific, Measurable,
Appropriate, Realistic, and Time Bound) principles.

47

Aim Statement
STEP ONE
Answer the following questions:

What to Improve?

STEP TWO
Draft your complete Aim Statement:

48

How much?

By when?

For whom?

Improvement Model
• Improvement doesn’t happen organically
• You need a model/framework/organized approach
• You need a measurable aim statement to know
whether you are achieving your goal or not
• Needs to be based on pragmatic science of rapid
cycle improvement
• Need a way to change frequently and flexibly
49

What are we trying to accomplish?
Setting Aims
• Improvement requires setting aims.
• The aim should be time‐specific and
measurable; it should also define the specific
area that will be affected.
•

50

Aims should answer the questions: what,
how much and by when.

Tips for Setting Aims
• State the aim clearly
• Include numerical goals that require fundamental
change to the system
• Set stretch goals
• Avoid aim drift
• Be prepared to refocus the aim
51

Plan-Do-Study-Act (PDSA)
The Plan‐Do‐Study‐Act (PDSA) cycle is
shorthand for testing a change — by
planning it, trying it, observing the results,
and acting on what is learned. This is the
scientific method, used for action‐oriented
learning.

52

The PDSA Cycle: Four Steps: Plan, Do, Study, Act

Also known as:
• Shewhart Cycle
• Deming Cycle
• Learning and
Improvement Cycle

53

Act

Plan

Study

Do

Model for Improvement
What are we trying to
accomplish?
How will we know that a
change is an improvement?
What change can we make that
will result in improvement?

54

Act

Plan

Study

Do

Steps in the PDSA Cycle
Step 1: Plan
• Plan the test or observation, including a plan
for collecting data
• State the objective of the test
• Make predictions about what will happen and
why
• Develop a plan to test the change. (Who?
What? When? Where? What data need to be
collected?)
55

Steps in the PDSA Cycle
Step 2: Do
• Try out the test on a small scale
• Carry out the test
• Document problems and unexpected
observations
• Begin analysis of the data
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Steps in the PDSA Cycle
Step 3: Study
• Set aside time to analyze the data and study
the results
• Complete the analysis of the data
• Compare the data to your predictions
• Summarize and reflect on what was learned

57

Steps in the PDSA Cycle
Step 4: Act
• Refine the change, based on what was learned
from the test
• Determine what modifications should be
made
• Prepare a plan for the next test

58

Repeated Use of the Cycle

A P
S D

A P

Hunches
Theories
Ideas
59

S D

Changes That
Result in
Improvement

Model for Improvement
What are we trying to
accomplish?
How will we know that a
change is an improvement?
What change can we make that
will result in improvement?

60

Act

Plan

Study

Do

What Next?
Use what we learn from the test –
•
•
•
•

61

What worked and what didn't work?
What should be kept, changed, or abandoned?
Uses the new knowledge to plan the next test.
Continue to link tests, refining the change until
it is ready for broader implementation.

Successful Cycles to Test Changes
•
•
•
•
•
•
•
•

62

Plan multiple cycles
Think ahead a couple of cycles
Initially, scale down the size of the test
Test with volunteers
Be innovative, make test feasible
Collect useful data
In later cycles, test in a wide range of conditions
Test in parallel

Table Discussion
At your table, take someone’s aim
and help design their PDSA for next
week.
63

PDSA Worksheet
LEAD Collaborative
PDSA Name:

GAP: What gap is this test focused on?
What are we trying to change or improve?

PLAN – What are we planning to do?
•

What do we predict is going to happen? (Why will it work or why won’t it work?)

•

When will we implement our experiment and how long will we study it?

•

Who is responsible for making it happen (Name all of the participants and their roles– will an
MA be involved? Front Desk? Med Records? A provider?)

•

What types of data will be collected (remember to collect baseline data for comparison
purposes)?

•

Who will collect the data/where will they find the data/when will they collect the data?

Our Plan –
Plan:
Who will do it:
What is the measure and data to be collected:

DO - What happened?
Perform the Plan that the team has outlined above and be sure to study and document what happened
along the way (both good and bad outcomes).

PDSA Worksheet
LEAD Collaborative
What did we do?

STUDY – What did we learn?
Did the results match our predictions and lead to an improvement, moving us closer to a desired
outcome? What were the unexpected outcomes from the experiment?

PDSA Worksheet
LEAD Collaborative
ACT – What’s next?
Given the results of the experiment, what will the team do next? Be sure to write the next Plan on a
new PDSA worksheet.

What is our next course of action?
•

Adapt – Change was good, but improvement and continued testing are needed.

•

Adopt – Change worked well, so let’s work on a sustainability plan.

•

Abandon – Change did not work well, so let’s scrap it and try a new one.

9:30am –
9:45am
9:45am –
Setting the Stage – Our Why
(Part 1 – During this time we will provide context for why this collaborative is being launched 10:30am
now, the 3 key focus areas, and brief background on what a collaborative is, with a timeline)
(Part 2 – Participants will share their organization’s “why” at their table and there will be
report back to the large group. This part will be interactive.)
DEI Journey – Luminis Health – Imagine What We Can Collectively Achieve 10:30am –
(Luminis Health will share their JEDI (Justice, Equity, Diversity and Inclusion) journey to frame 11:30am

Welcome

up what’s possible.)

Presentation and Group Exercise: The Model for Improvement and Testing
PDSA Cycles
Afternoon Set‐up
Lunch & Organization Project Discussion
(Table sharing with each organization providing high level overview of their Aim statement
and 1 barrier they believe they will face.)

Overcoming Barriers
(There will be facilitated faculty discussion of some of the key barriers shared in the small
groups.)

Launching into Your First Action Period and Next Steps
(Teams will develop their action plan. Complete Action Plan with PDSA form for what to do
64 week.)
next

11:30am –
12:15pm
12:15pm –
12:35pm
12:35pm –
1:45pm
1:45pm –
2:30pm
2:45pm –
3:30pm

Setup
1. Get your 15 seconds of fame –
we would like to capture your
why on video to share.
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9:30am –
9:45am
9:45am –
Setting the Stage – Our Why
(Part 1 – During this time we will provide context for why this collaborative is being launched 10:30am
now, the 3 key focus areas, and brief background on what a collaborative is, with a timeline)
(Part 2 – Participants will share their organization’s “why” at their table and there will be
report back to the large group. This part will be interactive.)
DEI Journey – Luminis Health – Imagine What We Can Collectively Achieve 10:30am –
(Luminis Health will share their JEDI (Justice, Equity, Diversity and Inclusion) journey to frame 11:30am

Welcome

up what’s possible.)

Presentation and Group Exercise: The Model for Improvement and Testing
PDSA Cycles
Afternoon Set‐up
Lunch & Organization Project Discussion
(Table sharing with each organization providing high level overview of their Aim statement
and 1 barrier they believe they will face.)

Overcoming Barriers
(There will be facilitated faculty discussion of some of the key barriers shared in the small
groups.)

Launching into Your First Action Period and Next Steps
(Teams will develop their action plan. Complete Action Plan with PDSA form for what to do
66 week.)
next

11:30am –
12:15pm
12:15pm –
12:35pm
12:35pm –
1:45pm
1:45pm –
2:30pm
2:45pm –
3:30pm

Lunch and Project Discussion – at your Table
1. Share one cool thing in your organization
that addresses a social determinant of
health, increases diversity in leadership or
reduces a disparity in care.
2. Develop or share your aim.
3. Identify one barrier.
4. Group selfie.
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9:30am –
9:45am
9:45am –
Setting the Stage – Our Why
(Part 1 – During this time we will provide context for why this collaborative is being launched 10:30am
now, the 3 key focus areas, and brief background on what a collaborative is, with a timeline)
(Part 2 – Participants will share their organization’s “why” at their table and there will be
report back to the large group. This part will be interactive.)
DEI Journey – Luminis Health – Imagine What We Can Collectively Achieve 10:30am –
(Luminis Health will share their JEDI (Justice, Equity, Diversity and Inclusion) journey to frame 11:30am

Welcome

up what’s possible.)

Presentation and Group Exercise: The Model for Improvement and Testing
PDSA Cycles
Afternoon Set‐up
Lunch & Organization Project Discussion
(Table sharing with each organization providing high level overview of their Aim statement
and 1 barrier they believe they will face.)

Overcoming Barriers
(There will be facilitated faculty discussion of some of the key barriers shared in the small
groups.)

Launching into Your First Action Period and Next Steps
(Teams will develop their action plan. Complete Action Plan with PDSA form for what to do
68 week.)
next

11:30am –
12:15pm
12:15pm –
12:35pm
12:35pm –
1:45pm
1:45pm –
2:30pm
2:45pm –
3:30pm

Real time Barrier Assistance
1. Share a barrier.
2. Someone must pitch an idea to
overcome the barrier.
3. Repeat.
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9:30am –
9:45am
9:45am –
Setting the Stage – Our Why
(Part 1 – During this time we will provide context for why this collaborative is being launched 10:30am
now, the 3 key focus areas, and brief background on what a collaborative is, with a timeline)
(Part 2 – Participants will share their organization’s “why” at their table and there will be
report back to the large group. This part will be interactive.)
DEI Journey – Luminis Health – Imagine What We Can Collectively Achieve 10:30am –
(Luminis Health will share their JEDI (Justice, Equity, Diversity and Inclusion) journey to frame 11:30am

Welcome

up what’s possible.)

Presentation and Group Exercise: The Model for Improvement and Testing
PDSA Cycles
Afternoon Set‐up
Lunch & Organization Project Discussion
(Table sharing with each organization providing high level overview of their Aim statement
and 1 barrier they believe they will face.)

Overcoming Barriers
(There will be facilitated faculty discussion of some of the key barriers shared in the small
groups.)

Launching into Your First Action Period and Next Steps
(Teams will develop their action plan. Complete Action Plan with PDSA form for what to do
70 week.)
next

11:30am –
12:15pm
12:15pm –
12:35pm
12:35pm –
1:45pm
1:45pm –
2:30pm
2:45pm –
3:30pm

Launching into the Action Period
1. Complete your aim statement.
2. Complete your action plan for your
first PDSA for next week.
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PDSA WORKSHEET
LEAD COLLABORATIVE
Objective

What do you hope to learn with this PDSA Cycle?
Describe your change (what)

Responsible (who)

When to be done

Where to be done

List the tasks needed to set up this test of change (how)

Responsible (who)

When to be done

Where to be done

PLAN
Predict what will happen when the test is carried out

Measures/Data: To determine if prediction succeeds (plan
for data collection)

Describe what actually happened when you ran the test / Conduct the change / Test. Collect data, note observations, problems encountered, special circumstances:

DO

Describe the measured results and how they compared to the predictions / Analyze the data, quantitative and qualitative:

STUDY

ACT

Describe what modifications to the plan will be made for the next cycle from what you learned. Analyze the data, quantitative and qualitative:
___ PDSA Complete / No modifications necessary / Need to standardize across the practice
___ Conduct another PDSA cycle with modifications
___ Will review status again on [insert date]
___ Other comments:
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INTRODUCTION
Plan-do–study–act (PDSA) cycles are
the building blocks of iterative healthcare improvement.1 Although frequently
regarded as separate from research,2 this
quality improvement method remains
rooted in the scientific method. The P
in PDSA usually stands for ‘plan’ but
could just as easily refer to ‘predict’.
Each cycle combines prediction with a
test of change (in effect, hypothesis
testing), analysis and a conclusion regarding the best step forward—usually a prediction of what to do for the next PDSA
cycle.3
Too often, however, improvement
teams go through the motions of PDSA
cycles without really embracing its spirit
or applying its scientific method. For
example, an improvement team might
talk about having used PDSA when in
reality the original change idea remained
roughly unchanged throughout the
project, with no refinements to the intervention or the plan to implement it.
Quality improvement rarely works out so
smoothly. Even among published studies,
which presumably include better than
average projects, the application of PDSA
falls short, with less than half of studies
meeting minimum characteristics of
PDSA.4 Sometimes PDSA seems more
like a quality improvement catch phrase
than it does a recognisable scientific
process.
In this paper, we review a recent
improvement project5 to draw examples
of real-world application of PDSA. This
project was not chosen to place it on a
pedestal in terms of the improvements
achieved but rather to demonstrate PDSA
methodology and highlight the benefits
of putting it into practice.

ILLUSTRATIVE EXAMPLE: PROJECT
TO REDUCE UNNECESSARY URINARY
CATHETERS AMONG PATIENTS ON
GENERAL MEDICAL WARDS
Urinary catheter overuse contributes to
unnecessary patient harms including local
trauma, decreased mobility, delirium and
infection.6 As in many institutions, the
practice at our tertiary care hospital in
Toronto had been to leave decisions
about insertion and removal of urinary
catheters to the discretion of individual
physicians without any systematic process
to reassess them. Clinicians and infection
control experts had the impression that
urinary catheters often remained in place
for excessive durations on the ward, but
no one had formally documented this
problem.
Table 1 summarises eight PDSA cycles
of this project including the prediction,
testing and key lessons learned. Although
the literature reports a number of effective interventions to prompt reassessment
of urinary catheters, we did not know
which would work at our institution.7
The first two PDSAs focused on confirming the burden of unnecessary catheter
use at our institution and understanding
its causes. We found that many unnecessary catheters were being inserted in the
emergency department (ED) resulting in
lack of awareness on the ward about the
ongoing indication and therefore devoted
PDSA cycle 3 to testing a change that
involved adding an item to an existing
nursing ‘transfer of accountability form’.
This form facilitated the handover from
nurses in the ED to nurses on the ward
by including prompts to discuss patient
issues like diet, pending orders and it
seemed promising to add an item about
the presence of urinary catheter. In
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Narrative review
Table 1
wards*

PDSA cycles in the design and implementation of an intervention to reduce unnecessary urinary catheters on general medical
Time
required

Cycle

Prediction

Do

Study

Act

1

There is unnecessary
catheter use on medical
wards.

Point prevalence of catheter
use on medical wards (null
hypothesis: 80% or more
catheters are appropriate).

54/278, including 17 (31%, 95% CI
21% to 45%) with appropriate
clinical indication→null hypothesis
refuted (p<0.001).

1 day

2

Catheter insertions in the
ED are the main
contributor of unnecessary
use.

Interview of staff and chart
review to identify whether the
unnecessary use was driven
by inappropriate insertions as
opposed to appropriately
inserted urinary catheters that
were simply left in too long.

3

Improving awareness of
initial catheter indication
in the ED will facilitate
early removal.
Admission order sets that
promote catheter insertion
lead to overuse.

5

Medicine physicians can
achieve consensus
regarding indications for
catheters on the ward to
create medical directive for
nurses.
Nurses can apply criteria
of medical directive.

Because of inability to
measure fidelity and lack of
engagement, this intervention
will not successfully address
the problem.
The stroke unit order set
should be revised through the
forms committee. Because this
will take time, another
intervention should be
developed first.
Medical directive will need to
be operationalised for nurses
to recognise and apply criteria
appropriately.

2 weeks

4

Meeting with ED to add
catheter indication to ‘transfer
of accountability’ form for
patients admitted to the ward
from the ED.
Pareto diagram of
unnecessary catheter
insertions to identify whether
admission order set was
checked off for the majority of
cases.
Propose idea at medicine
division meeting and discuss
indications for catheter use.

Chart review showed roughly equal
contributions from unnecessary
insertion and prolonged
maintenance. Interviews revealed
residents hesitant to remove because
they are unsure of initial indication in
ED; ward nurses often asking
residents to reassess.
The ‘transfer of accountability’ form
is not a chart copy. Emergency staff
perceive adding catheter will increase
workload.

There is a problem worth
investing time to improve. Staff
on the ward feel the ED
inserts majority of unnecessary
catheters.
Catheters left in place are just
as frequent contributors to
problem and improving
documentation in the ED
would facilitate reassessment
on the ward.

6

Usability testing of medical
directive among convenience
sample of nurses.

On stroke unit, 89% (8/9)
unnecessary catheter insertions are
associated with order set.

Consensus on catheter indications
achieved but concerns raised
regarding ability of nurses to apply
criteria appropriately.

After six tests, multiple problems in
usability identified in postcatheter
care algorithm.

Medical directive is now
operational from nursing
standpoint and ready to be
piloted.
Nurse managers will help
standardise timing of medical
directive on their units.

2 days

2 days

3 weeks

1 month

1 week
18 consecutive patients had their
catheter removed within 24 hours
(fidelity of >80%).
Better adherence may be achieved by
standardising timing of medical
directive at beginning of shift.
8
The medical directive will
Electronic trigger tool of
Catheter utilisation on intervention
The medical directive is being
1 month
result in decreased
catheter reinsertions within
wards decreased to 7.9%,
followed correctly and the pilot
catheter use without
48 hours to confirm whether
significantly below control wards
will be extended for 3 months.
inappropriate removals.
reason for initial catheter
(12.6%) (p<0.001) and no
removal was appropriate.
inappropriate removals identified.
*An online supplementary appendix describes each of the PDSA cycles in greater detail. As stated in the text, the formal evaluation of the impact of this
improvement projects has been published separately.5
ED, emergency department; PDSA, plan–do–study–act.
7

The medical directive is
being used by front-line
nurses on the ward
(fidelity of >80%).

Audit of consecutive patients
with urinary catheter present
on transfer to the ward.

developing this intervention, we quickly learned that,
as with most handover tools, the form was used to
support the dialogue between the transferring and
receiving nurse but was not intended as a chart copy
in the medical record. This meant that we would be
unable to measure the degree to which nurses discussed catheters during handover and it would be difficult to know whether our urinary catheter
reassessment prompt had even been implemented.
We also learned during PDSA cycle 3 that some
nurses in the ED felt that a catheter intervention
would increase workload. We reasoned that we might
2

have more control over the decision to insert catheters
among admitted patients and specifically devoted
PDSA cycle 4 to test the hypothesis that our admission
order sets were promoting unnecessary urinary catheter insertions. We gathered all order sets and identified one unit with catheter insertion on their
admission order set and found that it was responsible
for the majority of the unnecessary catheter insertions. Revising this order set seemed like an easy fix
but due to the time needed to institute this change
through our institutional forms committee, we again
shifted our focus—this time to urinary catheters left
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in place on inpatient units. We had noted during
PDSA cycle 2 that not only were catheters left in place
for excessive duration but some nurses on the ward
were frequently asking residents to reassess need for
urinary catheters. We hypothesised that a medical
directivei could be developed to give nurses greater
autonomy in removing catheters on transfer to the
ward.
In PDSA cycle 5, we first tested whether or not
staff physicians could achieve consensus regarding
reasons that warrant leaving a catheter in place on
their ward. Canvassing the target physician group
produced consensus, but some physicians raised concerns about whether the identified criteria would be
interpretable by nurses in a consistent fashion in
order to avoid inappropriate removal of urinary
catheters in some cases. We tested this hypothesis—
that nurses could apply the criteria—in PDSA cycle
6 through usability testing with six nurses. Feedback
received during these cycles led to fine-tuning of the
directive and development of a postcatheter care
algorithm.5
After nurses on the unit felt the algorithm was
ready, we tested in PDSA cycle 7 whether nurses
would apply the directive in practice. We trained
nurses on two units and during the first week performed audits that confirmed fidelity >80%. We also
learned that nurses found it easier to apply the directive early in the morning (at 6:00) to allow the day
shift nurse (who starts at 7:00) to provide postcatheter
care later the same morning. The timing of the directive became standardised and during PDSA cycle 8, we
completed a 4-week pilot study to test whether these
intervention units would have lower urinary catheter
utilisation without any associated inappropriate catheter removals. Based on promising results (table 1),
the pilot was extended to a formal controlled before
and after study over 3 months before spreading the
medical directive to all medical wards.5
LESSONS FROM EXAMPLE PROJECT
Understanding the theory of PDSA is easy, but putting
it into practice is often harder. As this case illustrates,
though, the work of fully engaging in the PDSA methodology pays off. The real-world examples of PDSA
described here highlight the key benefits obtainable
from the authentic application of this methodology
(box 1). The most recognised outcome of PDSA is the
progressive increase in confidence that the change
under development will actually lead to an
i

A medical directive is an order given in advance by physicians (or
others authorised to write orders) to enable a qualified health
professional (typically a nurse) to decide to apply the order under
specific conditions without a direct assessment by the physician at
the time.8For instance, a medical directive might authorise for triage
nurses in the ED to obtain an ECG on a patient with chest pain
without waiting for a physician to enter a direct order.
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Box 1 Benefits from the authentic application of
plan–do–study–act cycles
▸ Efficient use of data—collecting just enough to
inform the best action forward
▸ Refine measures and data collection method (to
ensure that baseline and intervention data are collected in similar fashion)
▸ High ‘return on failure ratio’12 (valuable lessons
learned with relatively little resources invested to
learn)
▸ Recognise necessary refinements to the intervention
▸ Identify missing ingredients for the intervention
▸ Anticipate what might go wrong during
implementation
▸ Increases confidence that the change under consideration will produce improvement
▸ Engages stakeholders in development of the
intervention
▸ Minimises resistance when change is implemented
improvement; however, there are other underappreciated benefits of PDSA worthy of further discussion.
Learning about the problem and data collection method

Although we typically think of PDSA cycles as a way
of deploying an intervention, the earliest testing might
focus on simply learning about the local problem
(cycles 1 and 2) or developing the intervention (cycles
3 to 6), before refining it during implementation
(cycles 7 to 9). As argued by Reed and Card in a
recent commentary, ‘the intended output of PDSA is
learning and informed action’ and not necessarily
improvement.3 In this case study, only the last cycle
resulted in improvement, while the seven others provided learning about what changes were needed to
lead to improvement. In PDSA cycle 1, an afternoon
audit allowed us to quickly confirm the existence of a
problem worth investing further time and resources,
by refuting the null hypothesis that at least 80% of
medical inpatients had appropriate indications for
urinary catheterisation. We recognise that this initial
step is not traditionally thought of as a PDSA cycle.
Improvement teams generally jump to collecting baseline data with the intent of measuring the impact of
different change ideas during subsequent PDSA cycles.
However, conceptualising initial characterisation of
the target problem as involving PDSA cycles offers
several advantages.
First, since the intent was not to collect baseline
data, there was no need to obtain an accurate estimate
of catheter overuse, which would have required a
much larger sample size. Additional data gathering to
narrow the range of possible values for inappropriate
catheter use would have been unnecessary at this early
stage of the project. We simply wanted to show that
3
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the current state was not compatible with a reasonable
target of 80% appropriate use. Second, the process of
performing the audit also led to important insights
that informed subsequent change ideas. For example,
we incidentally learned that some nurses on the wards
were frequently asking residents to reassess catheters.
We inferred that these nurses would be more likely to
adopt an intervention like a medical directive, which
would be associated with increased autonomy. Third,
these initial PDSA cycles helped uncover specific
issues related to data collection methods that needed
to be resolved in order to ensure that data are collected in a similar way throughout subsequent PDSA
cycles. For example, we noted difficulty in adjudicating appropriateness for urinary catheterisation
because some of the criteria like ‘critical illness’ were
open to interpretation.5 This learning prompted us to
apply a more objective measure of overall urinary
catheter utilisation as our main outcome measure
during baseline and intervention periods in PDSA
cycle 8.
Efficient use of data

The cornerstone of PDSA is making rapid cycle
changes.4 This ability depends on articulating a
focused prediction and collecting just enough data to
test it. Too often, improvement projects jump to the
end game rather than identifying the smaller intermediate steps that need to be addressed to have any
chance of success. For example, cycle 5 could have
focused on testing whether the medical directive
would lead to decreased catheter days, but we first
devoted cycles 5 to 7 to confirming consensus and
engagement among physicians, iteratively improving
usability and optimising adherence of the directive,
before finally evaluating its impact on catheter use in
cycle 8.
Occasionally, there may be external pressures to
implement the intervention, leading the improvement
team to be concerned that these intermediate steps
will delay the project from moving forward.
Considering that over 80% of published PDSA studies
gathered data less frequently than monthly, additional
PDSA cycles may feel like putting the brakes on the
project momentum.4 But it does not need to be this
way. When focused predictions are combined with the
efficient use of data, momentum only builds. In this
case study, PDSA cycles lasted as short as 1–2 days
(cycles 1, 2 and 4) to a maximum of 3–4 weeks
(cycles 5, 6 and 8). Three cycles used qualitative data
only (3, 5 and 6), while two of the cycles that
involved quantitative data had sample sizes between 9
and 18 (cycles 4 and 7).
A recent review in this journal highlighted the value
of small sample sizes in propelling PDSA cycles
forward.9 For example, to confirm that fidelity of the
medical directive was at least 80% in cycle 7, by
observing 100% fidelity of our intervention, we only
4

needed a minimum sample size of 12. In cycle 6, we
stopped collecting data after six nurses because we
identified important usability issues and knew that
there was little point in collecting additional data until
these were addressed.
Anticipating problems

To fully take advantage of the efficient use of data is
to know the right questions to ask to inform each
PDSA cycle. The iterative nature of PDSA allows
interventions to be refined, but this is only possible
when there is a clear and logical approach to moving
the project forward.3 The prediction made should be
based on foreseeable problems with the change idea
that need to be specifically tested to verify their veracity and develop a mitigating strategy. These PDSAs
may specifically address any or all of the following
questions.
▸ What component or ingredient may be missing in the
intervention?
▸ What potential refinements should be made to the existing ingredients?
▸ What barriers to implementation could arise?

These ‘known unknowns’ need to be explored to
determine whether or not the intervention will need
to be modified to mitigate their impact. Each question
will also determine what specific type of data will be
necessary for this specific PDSA cycle.
In this case study, the potential need for refinement
of our intervention was identified in cycle 5, when we
became aware of the potential for nurses to be unable
to apply these criteria as written. Cycle 6 was therefore devoted to confirming that nurses could operationalise these criteria and refining the directive as
needed to allow them to do so. Cycle 5 also identified
potential barriers to implementation with some physicians opposing the idea of a nurse medical directive.
We were able to mitigate these concerns by assuring
them that we would do usability testing with the
nurses first. We also monitored this problem during
cycle 8 by giving nurses a number to call if they ever
received a difficult time from physicians for following
the medical directive.

Parallel change ideas

Changing the intervention or adding a second intervention once the initial change has been deployed can
be problematic. For this reason, traditional evaluative
designs (including quasi-experimental or randomised
trials) only test a single or multifaceted intervention at
a time, in order to accurately assess its impact. In contrast, PDSA cycles do not always have to be linear and
may overlap.10 11 In cycle 4, we reached the conclusion that the forms committee would need to revise
the admission order set but, due to the slow turnaround time of our institutional forms committee, the
team proceeded with cycle 5 in concurrent fashion.
The order set was eventually changed 6 months later
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after the medical directive had already been piloted,
so this change did not contaminate our evaluation of
this intervention. Keeping track of the timing of
implementation for overlapping PDSA cycles is critical
in being able to determine the impact of the different
change ideas.
High return on failure

The iconic schematic of PDSA cycles depicts elegant,
perfectly circular wheels smoothly rolling up the
ramp to improvement. In reality, some cycles lead to
a failed attempt at improvement, while others pivot
and sometimes cross paths with other lines of
inquiry. Tomolo and colleagues highlighted this discrepancy between the teaching of PDSA and the
reality with a picture that looks more like Salvdaor
Dali’s melting clocks, with multiple distorted PDSA
wheels going up and down a bumpy road, acknowledging the many false starts, dead ends and backsliding that can occur as the project evolves.11 In this
case study, the accountability form in the ED represented a dead end that never gained further traction
in the project.
Since missteps and bumps in the road are an
expected outcome of trying something new, it should
not be surprising that not all PDSA cycles lead to a
rewarding step forward. What is often unappreciated
by those who are demoralised when change ideas are
unsuccessful, is that the cycles that lead to disappointing results are often those that yield the most useful
information about what to change and how to
proceed. In a Harvard Business Review article on how
to really learn from failure, Julian Birkinshaw introduces the ‘return on failure ratio’, where the denominator contains the resources invested in the project and
the numerator represents the lessons learned.12 PDSA
cycles are built to provide a high return on failure
ratio since the investment to test a small scale change
is usually minimal yet the lessons can be great. In our
example, we learned within 2 weeks that our project
in the ED was completely off course, and we shifted
our attention to admitted inpatients.

through PDSA cycles aimed at developing the intervention. In the process, they gained significant ownership of the medical directive that ultimately increased
their willingness to lead this change. An alternative
strategy that did not rely on iterative development
where nurses were simply asked to use a medical directive created by physicians may not have achieved
the same impact.

CONCLUSION
PDSA cycles constitute the cornerstone of the model
of improvement and this method has obvious advantages when put into practice. The key to successfully
harnessing this approach lies in making sure each
cycle includes an explicitly stated prediction (or
‘plan’) and a test of change to answer the question.
Doing so gives improvement teams a clearer purpose
and direction each step of the way. Teams should
perform self-assessment around the authenticity of
PDSA application.
In table 2, we propose criteria that could be used
for this purpose but recognise that these have not
been tested. But it is hard to imagine any project that
ticks off boxes in the left-hand column of table 2 as
having authentically adhered to the model for
improvement. If an initial change idea works without
a hitch, do not kid yourself. Improvement efforts
rarely proceed so smoothly. When improvement
appears to have occurred seamlessly, probably you
have not really improved anything, or you have not
checked very carefully to confirm that real improvement has occurred. Even in the rare case where
the initial project idea required no refinements,
Table 2 Proposed self-assessment tool for plan–do–study–act
(PDSA) applications
✓Inauthentic execution of
PDSA
□ A single hypothesis was
formed about the effect of the
change idea

Increasing stakeholder acceptance

Another tangible benefit of PDSA—often unappreciated—lies in its role in overcoming resistance and
engaging stakeholders. It can be regarded as an effective change management strategy by allowing the
project to gradually gain acceptance with each iterative cycle. In this example, we identified physicians
who opposed the idea of a medical directive because
they were concerned that nurses may not be able to
recognise the appropriate indications for leaving a
urinary catheter in place. These resisters were nonetheless willing to have us perform usability testing and
a small pilot study to look for any adverse events and
sharing these early results gradually led to increased
acceptance. Nurses were also engaged in the project
Leis JA, Shojania KG. BMJ Qual Saf 2016;0:1–6. doi:10.1136/bmjqs-2016-006245

□ The initial change idea led to
improvement
□ Data collection focused only
on changes in the main
outcome measure
□ Implementation proceed
uneventfully
□ The final intervention looks
similar to the initial change
idea
Ticking above boxes raises
questions about the degree to
which PDSA methodology was fully
executed

✓Authentic execution of PDSA
□ Multiple consecutive
predictions made throughout
development and
implementation of the change
idea
□ The initial change idea needed
to be abandoned or refined to
achieve improvement
□ A variety of different measures
used to assess adequacy of
change idea and degree of
implementation
□ Barriers to implementation
were identified and addressed
□ Final intervention substantially
modified from the initial
change idea
Ticking above boxes increases
confidence in the authentic
application of PDSA methodology
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authentically executing the PDSA methodology still
has benefits (box 1). Early in the project, these benefits include engaging stakeholders and increasing your
confidence that the intervention will work. And, later
in the successful project, you will have a greater
understanding of how the specific changes you implemented led to improvement.
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