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BUT WHAT ABOUT OUR 
“SOLUTIONS”?

Yes, there are a lot of challenges and problems…
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Is the ”new model” really the best model?
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Oplægsholder
Præsentationsnoter
You know, only a few years ago, lean was the concept that was on everyone’s tongue. In fact, if you look closely, lean was so hot that the pill to end all our woes was actually smoking it was so hot. 




The Emperor’s New Clothes?
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So with all the discussion of VBHC, and with the thought that VBHC might indeed be the strategy that will fix health care, how well do people understand the strategy?



Number of citations per year and 
management concept in Medline

Modified from Walshe K (2009) Pseudoinnovation: The development 
and spread of health care quality improvement methodologies.

Management ideas often become trends that 
last 3-5 years before the next one comes along…

3-5 years
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A slew of management trends come in to health care, often under the umbrella term of quality improvement. These management ideas often become trends that last 3-5 years before the next one comes along. The switching between, the abandonment of one method in favour of another, prevents the learning necessary for a return on the investment of staff time, and resources necessary to start improving health care. And the diffusion of management…



The distribution by year of the total use of each of the10 common QI terms in citation titles/abstracts on Medline/HMIC 1998–2007 (see online supplementary material for a colour version of this figure). 

Intressant här att management koncepten verkar vara en trend i 3-5 år innan de byts ut av nästa koncept. 





STOP!
How can we break the cycle?



A CASE EXAMPLE
Lean in the emergency department
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Patient flows:
Three performance patterns emerged over five years

Percentage of patients ready to leave the ED within 4 hours

Large, 
sustained, 
achieved
targets

(ENT & Gyn) 

Moderate-
large, 

sustained

(Medicine & 
Peds) 

Initial 
improvement
Not sustained

(Surgery & Peds)

Mazzocato et al. (2014) Complexity complicates lean: lessons from seven emergency services. J Health Organ Manag
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Contextual complexity complicates lean

Low Complexity High

Fewer admissions
Fewer examinations
Fewer patients
Open during business hours
Physician in the room

More admissions
More examinations

More patients
Open 24/7

Physicians and patients 
move between rooms

Mazzocato et al. (2014) Complexity complicates lean: lessons from seven emergency services. J Health Organ Manag
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Difficoltà legate al miglioramento continuo



Do we fully understand 
the context in which we conduct QI? 
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What?

Where?
System 
Process 
People

How?
Change 

management

WHAT, HOW, and in which CONTEXT 
are we operating? 

•Lean
•Value-based Health Care
•eHealth

(Savage, 2011)
(Pettigrew & Whipp, 1993)
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Konsekvensen av att inte fundera på huret…. Leder till exempel till oväntade effekter – som till ex …



(Glouberman & Zimmerman, 2002)
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Simple problems like following a recipe may encompass some basic issues of technique and terminology, but once these are mastered, following the recipe carries with it a very high assurance of success. Complicated problems contain subsets of simple problems but are not merely reducible to them. Their complicated nature is often related not only to the scale of a problem like sending a rocket to the moon, but also to issues of coordination or specialized expertise. Complicated problems, though generalizable, are not simply an assembly of simple components. Complex problems can encompass both complicated and simple subsidiary problems, but are not reducible to either (Goodwin 1994) since they too have special requirements, including an understanding of unique local conditions (Stacey 1992), interdependency (Holland 1995) with the added attribute of non-linearity (Lorenz 1993), and a capacity to adapt as conditions change (Kauffman 1995; Kelly 1994). Unavoidably, complex systems carry with them large elements of ambiguity and uncertainty (Wheatley 1992) that are in many ways similar to the problems associated with raising a child. Despite the uncertainty associated with complexity, all three kinds of problems can be approached with some degree of optimism: we do look forward to raising a child despite the complexity.


How do we acknowledge, harness even, the complexity inherent in the system?



34% 38% 28%
Clear problem Clear problem Requires learning
Clear solution Requires learning Requires learning

Manager > Staff Manager = Staff Manager < Staff
Implementation Engage to analyze Facilitate learning

(Storkholm, M. H., Mazzocato, P., & Savage, C. (2019). Make It Complicated. BMC Health Services Research)
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We will focus on the bottom row… learning

Learning capability is about developing a perspective, the effective leader is one who is capable of holding several perspectives. It is capability we need to develop, not just competencies.

Leadership development cannot be a stand-alone activity. It needs to be embedded in the strategy and direction of the health care organization. 

Give the work back to the people – keep the pot boiling




”What the best may have, above all, 
is a capacity to learn and change –
and to do so faster than everyone 
else.”

– Atul Gawande
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CS



Experience Reflection Learning

(Dewey, 1938)
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Previously been working with developing continuing nursing education. The thought occured – why not let the nursing students do what I do and facilitate the development of continuing education courses? 

In 1938, Dewey presented the idea that in progressive education, learning is the result of experience and reflection. This gives us two variable that we as teachers can play with and adjust. 

We can situate the experience in the real world.
We can situate the reflection in real time. So instead of reflection-on-action, we can focus on reflection-in-action.

So we presented this idea to our class of 50 students in a letter. One of them thought it was a good idea. But after an oral presentation, 12 more signed up. <click>



WHAT STOPS US FROM 
LEARNING?

2020 01 10pamela.mazzocato@ki.se & carl.savage@ki.se

1. Our ideas about leadership
2. Our need to look competent
3. We think we work in teams



Input Process Output

Avoid running the health care rodent wheel
We need to reflect on our mental models
if we want to find new responses to old problems

OutcomeSingle-loop learningDouble-loop learning

(Argyris & Schön, 1978)
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We want to share some of our thougts. 



Mental models

“deeply held internal 
images of how the 
world works” 

“we are often not 
consciously aware of 
them – yet they 
impact our behavior”

(Senge, 1990)



WHAT STOPS US FROM 
LEARNING?
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1. Our ideas about leadership
2. Our need to look competent
3. We think we work in teams





Oplægsholder
Præsentationsnoter
Great man theory. Like Rambo or George Washington.



Oplægsholder
Præsentationsnoter
Unfortunately, this belief of leadership is rampant among a number of world leaders and their supporters even today. 



Oplægsholder
Præsentationsnoter
In Sweden, we had our great man, and in true British fashion, he became even greater when he died. Speaking of death brings us to our next view of leadership that is also very much still alive, that of an ordinary man…





WHAT STOPS US FROM 
LEARNING?
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1. Our ideas about leadership
2. Our need to look competent
3. We think we work in teams
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We have 3 jobs in health care
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What keeps us from learning? 
In health care, we have three jobs.
Health care
Improving health care
Looking good so that people think I know what I am doing

Leaders need to help eliminate this last one.

Image of a person behind a mask.




WHAT STOPS US FROM 
LEARNING?
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1. Our ideas about leadership
2. Our need to look competent
3. We think we work in teams
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"Can't act. 
Slightly bald.
Also dances."



What makes a team better?



What makes a team better?



What makes a team better?

 23 NBA teams 1980-1994
 Greater roster stability 

 i.e. fewer trades and low player turnover 
(Berman et al., 2002)
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“Poor build, Skinny, Lacks 
great physical stature and 
strength, Lacks mobility and 
ability to avoid the rush, 
Lacks a really strong arm, 
Can’t drive the ball 
downfield, Does not throw a 
really tight spiral, System-
type player who can get 
exposed if forced to ad lib, 
Gets knocked down easily.”



G.O.A.T.
Greatest 
Of 
All 
Time



Oplægsholder
Præsentationsnoter
Roster changes all the time due to injuries, trades, salary caps. 
Need to learn a system, levarage the strengths of the individuals, and the individuals learn to play different positions. 



Oplægsholder
Præsentationsnoter
Roster changes all the time due to injuries, trades, salary caps. 
Need to learn a system, levarage the strengths of the individuals, and the individuals learn to play different positions. 

4 key rules:
1. Do your job.
2. Be attentive.
3. Pay attention to details.
4. Put the team first.




Our context is moving us
from teams to teaming…

Teams
1. Clear boundaries
 Team membership

2. Interdependence
 Collectively responsible

for what they produce
3. Relatively stable
 Learn how to work well

together

 Interpersonal interactions
in shifting groups of
people working
collaboratively toward
shared goals

 A process rather than an 
entity
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Teaming

(Wageman et al., 2005) (Edmondson, 2012)
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Kan ni tänka på exempel av båda i era verksamheter?



We need to organize for learning
to handle complicated and complex challenges

Execution as production
 Stable environment
 Lean health care –

standardize, lower
variation

 Focused factories
Gall bladders, ASA 1&2

Execution as learning
 Complex environments
 Variations create

opportunities for learning
 University hospitals (of

the future)
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(Edmondson, 2012)
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Right now, we are organized and organizing for production. This includes
Timeliness
Volume
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Speaking up Experimentation Collaboration Reflection

Reaching Across Boundaries
Learning from Failure

Creating Psychological Safety
Framing for Learning

Diagnose
Design

Act
Reflect

Teaming

Organizing to Learn

Execution-
as-Learning

(Edmondson, 2012)

Preface QI tools with a supportive context
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Speaking up: Teaming depends on direct and candid conversation between persons, asking questions, asking for feedback and talking about errors
Experimentation: An iterative approach valuing the uncertainty in situations between individuals. Collaboration: A collaborative mindset and behavior. Reflection: Observation, reflection and discussion on processes and outcomes. Must be on a consistent basis and preferably during work flow.

Psychological safety is the ability to disagree with peers and authority figures, ask naïve questions, own up to mistakes, or present a minority view without fear of ridicule or marginalization

Two main benefits of teaming
Better organizational performance (for instance heart surgery)
More engaging and satisfying work environments
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Speaking up Experimentation Collaboration Reflection

Reaching Across Boundaries
Learning from Failure
Framing for Learning

Creating Psychological Safety

Diagnose
Design

Act
Reflect

Teaming

Organizing to Learn

Execution-
as-Learning

(Edmondson, 2012 and 2019)
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Preface QI tools with a supportive context

Oplægsholder
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Speaking up: Teaming depends on direct and candid conversation between persons, asking questions, asking for feedback and talking about errors
Experimentation: An iterative approach valuing the uncertainty in situations between individuals. Collaboration: A collaborative mindset and behavior. Reflection: Observation, reflection and discussion on processes and outcomes. Must be on a consistent basis and preferably during work flow.

Psychological safety is the ability to disagree with peers and authority figures, ask naïve questions, own up to mistakes, or present a minority view without fear of ridicule or marginalization

Two main benefits of teaming
Better organizational performance (for instance heart surgery)
More engaging and satisfying work environments





Instrument for learning 
or instrument for shaming?
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Learning occurs when we have
accountability AND feel safe about owning it
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Comfort 
zone

Learning 
zone

Apathy 
zone

Anxiety 
zone

High

Low

Low High

Ps
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y

Accountability

(Edmondson, 2019)



Leading for psychological safety
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expectations 
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welcome
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y Create an 
orientation 
towards 
continual 
learning
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(Edmondson, 2019)
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This Tuesday:
How can YOU start leading for psychological 
safety?
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continual 
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(Edmondson, 2019)
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Organize to learn by first creating
psychological safety
Setting the Stage Inviting Participation Responding

Productively
Frame the Work
• Set expectations about

failure, uncertainty, and 
interdependence to 
clarify the need for 
voice

Emphasize Purpose
• Identify what’s at 

stake, why it matters, 
and for whom

Demonstrate Situational
Humility
• Acknowledge gaps

Practice Inquiry
• Ask good questions
• Model intense listening

Set up Structures and 
Processes
• Create forums for input
• Provide guidelines for 

discussion

Express Appreciation
• Listen
• Acknowledge and 

thank

Destigmatize Failure
• Look forward
• Offer help
• Discuss, consider, and 

brainstorm next steps

Sanction Clear 
Violations
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(Adapted from Edmondson, 2019)
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Making Quality Improvement Work in 
Complex Health Care Contexts
 To make the most of our responses to the challenges 

we face in health care:
1. Diagnose the level of complexity
2. Adapt your response to the level of complexity
3. When things get complex, work with your staff to 

create growth for individuals and the organization
1. Question your mental models of leadership
2. Help people to feel safe so they can learn
3. Realize that this is not easy, it takes…
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COURAGE

Oplægsholder
Præsentationsnoter
To speak one’s mind by telling all of one’s heart. (Original meaning of the word courage, Latin for heart)
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