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EDITED TRANSCRIPT
Interviewed in St. Paul, Minnesota
DUNCAN NEUHAUSER, Ph.D.: Good morning. I‟m Duncan Neuhauser,1 and we‟re
here to talk with Dr. Paul Batalden about his work in transforming the world‟s thinking about health
care quality and to find out how this change happened. In the course of our discussion there will be
four themes. The first will be chronological—we‟ll go through the timeline of Paul‟s career. The
second theme will be organizations which have changed as a result of his work. The third theme
will be individuals who helped with this transformation. Finally, we‟ll discuss the development of
ideas.
The world has been changed because terminology has changed—there are words used now
which were not used 20 years ago. Terms like quality improvement, improvement knowledge, plando-study-act, special or common cause variation, storyboards; and names like Shewhart and Deming
and Juran and Ishikawa—those terms or names would not have appeared beforehand. That‟s how
the world in the future will see that a change really did occur.
Paul, how did you get interested in quality?
PAUL BATALDEN, M.D.: I had the privilege, at a very early point in my career, to serve
in the U.S. Public Health Service where I had the job of director of the Bureau of Community
Health Services, which had several primary care programs.
NEUHAUSER: Was that the Neighborhood Health Center program?
BATALDEN: Neighborhood Health Centers, Maternal and Child Health, Family
Planning—all those programs were part of the Bureau. As the director, I couldn‟t run each of those
programs, but I could pick themes that would cut across programs that I could be interested in as
the director and potentially add value to each of those programs. One of those themes that I chose
was the quality of the service.
That introduced me to the world of quality. At the time—this was in the early „70s—there
were new Medicare rules about quality for hospitals, but ambulatory care was a free-form, innovative
hatchery of different ways of thinking about quality. I got interested in ambulatory and systemsbased quality at that time, but parked that interest until after I was done with that set of duties.
I had moved to Minnesota. Paul Ellwood was then the leader of InterStudy, a public policy
outfit.2 He had expressed interest in my interest in quality, so I developed a relationship with
InterStudy while I was a practicing pediatrician at the St. Louis Park Medical Center—and had
responsibility for the quality activities there. We received a Kellogg grant to help develop an
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approach to ambulatory quality assurance, as we called it at the time.3
NEUHAUSER: You got an award from the National Medical Association. Was that for
your work with the health centers?
BATALDEN: Yes, that was to recognize the contribution that the Neighborhood Health
Centers made to the minority populations that the National Medical Association was very concerned
about. I was pleased to receive that.
NEUHAUSER: You were practicing at Park Nicollet from 1975 to 1986?
BATALDEN: Right. It was a wonderful time for me to be a practicing doctor. I enjoyed
being a part of a thousand families‟ lives in my practice. The other part of my time was spent as
leader of the Health Services Research Center and the Quality Assurance Program that we put
together. We organized the quality program around three questions. The first question was, “What
do we all agree we could do better?” That question led doctors and nurses to come together—
sometimes for the first time. They weren‟t in the habit of meeting with one another. We worked
through the process of coming to a decision about what they all agreed could be done better. To
prompt that, we had done a series of telephone interviews with patients, seeking detailed input. We
put this in front of the doctors and nurses, so that together they would come to the decision about
the answer to that question, “What do we all agree we could do better?”
The second question that we began to work on after we got the process set for dealing with
the answer to the first question was, “What is it that we usually or unusually do?” The intent of this
question was to identify exceptions to usual practice and/or dominant patterns of practice in the
department. That allowed us to use the database, although it wasn‟t much of a database at that time.
There was, I think, a total memory of 75k in the Clinic, so there wasn‟t much electronic data. We
had data from medical record reviews that we could put together by hand.
The third question was, “What is it that our patients expect of us?” We purposefully put
that question third because that was new territory. People were in the habit of asking about
satisfaction, but people weren‟t in the habit of asking about expectations. It was our belief that if we
could understand the expectations of patients, we could better design and respond to those
expectations. Those three questions: “What do we all agree we could do better? What is it that we
usually or unusually do? What is it that our patients expect of us?” framed our efforts at St. Louis
Park, and then at Park Nicollet, after the merger.
NEUHAUSER: You have been influenced by individual patients and their families.
Earlier you told me a story about being up all night caring for a terminally ill child.
BATALDEN: Just prior to my acceptance of the administrative duties for the Bureau of
3

St. Louis Park Medical Center, a group practice established in 1950 in a suburb just west of Minneapolis, merged
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Historical Society. Park Nicollet Medical Center/St. Louis Park Medical Center.
http://www.slphistory.org/history/parknicollet.asp ; and, Batalden, P.B., McClain, M.P., and others. Quality
assurance in the ambulatory setting: an operating program. The Journal of Ambulatory Care Management;1(4):113, Nov. 1978.]
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Community Health Services, I had the privilege of working at the National Institutes of Health on
the acute leukemia service for children. This was in 1969, just after I had finished my residency in
pediatrics. I learned a lot about being a doctor through that experience.
Kathy, a girl of about eleven, was a new patient there with acute myelogenous leukemia. She
was quite sick. I didn‟t have hundreds of patients, I had a few patients, and she was one of them. I
was intent on putting myself between Kathy and her death from this disease. Finally, my efforts
were both noticed and commented upon by her parents, who said to me, “You know, Doctor, you
have to go home and get some rest.” It was through caring for these children that I had the
opportunity to understand how doctors don‟t heal people as much as they remove barriers to
healing. The healing goes on inside the patient—if that‟s going to happen.
At the NIH, among the physicians who were caring for these children, they had had a couple
of doctors commit suicide and another who had had a nervous breakdown, so they started a therapy
group for the doctors led by Ken Artiss,4 who was head of psychiatry for Walter Reed, and a
wonderful guy. He focused the group on small group leadership. It was a marvelous experience in
thinking about what was the legitimate role of the leader—the doctor—in the small group of family
and patient. I learned a lot.
NEUHAUSER: Those ideas about connecting with the patient, the cooperative healing
process of patients and family, and leadership are themes that have not disappeared from your life.
BATALDEN: They‟ve been very central. The idea is that whatever we do that contributes
to health is co-produced by the professional and the patient. This process of co-production is one
that we haven‟t paid as much attention to in the preparation of doctors as we might. There are
capabilities and dispositions that professionals can acquire that enable this co-production process to
work better.
NEUHAUSER: That brings up another theme that‟s run through your life—the need to
educate health professionals in different ways. That‟s been a constant theme in what you‟re doing.
BATALDEN: Yes.
NEUHAUSER:
Deming.5

It sounds like you had a mind prepared to come across Edwards

BATALDEN: Yes. While practicing as a pediatrician here in Minneapolis, I noticed that
good doctors were becoming dispirited. They were leaving their practices early. They were talking
about how they didn‟t want their children to follow them into medicine. It seemed that there was a
big shift that was at work. Walsh McDermott6 had said earlier that there were the two traditions of
4
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Lieutenant Colonel. He was chief of the department of psychiatry at the Walter Reed Army Medical Center‟s
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Samaritanism and science that underpinned medical practice. It seemed to me that there was a third
tradition that was emerging in the „70s, and that was the tradition of social accountability. There was
Samaritanism, science, and social accountability. This was a paradigm shift, and when a shift like
that occurs, there are reactions.
I went back to take a look at the history of the introduction of science to medicine in an
effort to understand how the profession might respond now to a new tradition being added. There
were outrageous things that had happened historically. For example, professors of medicine were
suggesting that the femur in the human was actually naturally curved like the femur of the great apes,
but that tight britches had made the human femur straight. It was certainly not the fact that
anything like science would ever come to an equal position with Samaritanism in the art and work of
medicine.
If there was a third tradition—social accountability—emerging, it would not be a happy time
for the folks in the dominant positions who were in the habit of moving Samaritanism and science
forward, but not in the habit of moving social accountability forward along with that. It seemed to
me that this period of unrest was manifested in early departures, early retirements, and in the, “I
don‟t know what my son is going to do, but I sure hope he doesn‟t go into medicine,” kind of talk.
What was happening was that doctors were losing their sense that they could influence the settings
in which they worked, and yet were being held accountable for the care received in those settings. I
was struggling to find some pathway to understand how to take action.
Then, in the Sunday, May 10, 1981, issue of The New York Times, Steve Lohr wrote about W.
Edwards Deming. That article introduced me to Deming. Steve Lohr said in the article that
Deming believed that people who received the benefit of a product or a service ought to have some
say in what quality meant. Lohr said that Deming also believed that people wanted to do their best,
but that the settings in which they worked often prevented them from doing that.7
I believed both of those things, but I had never heard of this man. I called him, and he
invited me to a four-day seminar in Atlanta. My colleague, pediatrician Larry Vorlicky and I went,
and it was an amazing experience. There were maybe 400 engineers in the room.
NEUHAUSER: Four hundred engineers and two physicians.
BATALDEN: Yes, and two physicians. People were smoking. The audio-visual was a
disaster. Deming was hard of hearing, so the loudspeakers were aimed both at him and at us, and
there was feedback from the speakers. He was up there on stage reading from his book.
I have the book right here that he was reading from. I kept the workbook from the session.
It was put on by the George Washington University Continuing Engineering Education, and the title
was, “Japanese Methods for Productivity and Quality,” Course #617. It was December 7-10, 1981.
harshness of illness and disease.” [Sources: McDermott, W. Medicine: the public good and one‟s own. World
Health Forum;1(1,2):123-132, 1980. http://whqlibdoc.who.int/whf/1980/vol1-no1-2/WHF_1980_1(1-2)_(p123141).pdf; and, Beeson, P.B. Walsh McDermott 1909-1981, A Biographical Memoir. Washington, DC: National
Academy of Sciences, 1990, p. 298. http://www.nasonline.org/publications/biographical-memoirs/memoirpdfs/mcdermott-walsh.pdf ]
7
[Source: Lohr, S. He taught the Japanese. The New York Times, May 10, 1981.
http://www.nytimes.com/1981/05/10/business/he-taught-the-japanese.html]
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He was up there reading from this book, talking about ball bearings and manufacturing processes. I
wondered what in the world we were doing there. This was a bizarre kind of thing.
We decided to take him to dinner. Larry and I invited him so that we might understand a
little bit more about him. It was at that dinner that Dr. Deming talked about his wife, who had
Alzheimer‟s disease, and his interaction with the health care system. Suddenly, I began to realize
that he wasn‟t talking just about ball bearings. He was talking about a theory of work and a theory
of the workplace and a theory of the worker and a theory of the role of the beneficiary in the
ongoing system that produced goods and services.
I went back into the session—it was a four-day session—with an entirely different idea
about what this man was trying to say. I realized that we couldn‟t use that language and move
directly into health care. We would have to work hard on trying to understand what he was saying
and then re-language what he was saying in a way that would make it possible for doctors and nurses
to learn.
NEUHAUSER: You went back and rewrote it.
BATALDEN: We did. That dinner was on the night of the first day of the seminar,
December 7, 1981.
NEUHAUSER: We should footnote that. That should be an historical landmark in the
history of quality improvement. We‟ll come to another one in your career, and I would like to add
to it Codman‟s display of his cartoon about a century ago.8
BATALDEN: There is no question about that. In response to the four-day workshop, I
tried writing out what I thought Deming‟s 14 points would be for medical service, and I sent them
to him. I didn‟t hear anything from him until I was paged for a call in the Madison, Wisconsin,
airport. It was my secretary, who had Deming on the line. He wanted to ask my permission to
incorporate my words into his new book, Out of the Crisis,9 which was the book that grew out of the
workshop. He was asking if I would let him publish my version of those 14 points in this book,
which came out in 1982.
I said, “Well, of course! By the way, did I get it right? I would like some feedback about
whether I did.” He made a few suggestions. That was the first formal effort.
NEUHAUSER: That could be the landmark of the first published statement about
applying these ideas to health care.
BATALDEN: It was certainly one of the early pieces that existed. It may be the first one.
8

Ernest Amory Codman, M.D., commissioned a cartoon in 1915 on the topic of how Massachusetts General
Hospital approached quality and patient safety. Dr. Codman founded his own hospital in Boston in 1911 to enable
him to pursue his quest for better quality care and ultimately resigned from Massachusetts General Hospital. Dr.
Codman‟s work led in later years to the creation of the Joint Commission, a hospital accreditation organization
[Source: Outcomes research: embracing Ernest. Massachusetts General Hospital News, Oct. 28, 2011.
http://www.massgeneral.org/about/newsarticle.aspx?id=3059]
9
[Source: Deming, W.E. Out of the Crisis. Cambridge, MA: Massachusetts Institute of Technology, Center for
Advanced Educational Services, 1982.]
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NEUHAUSER: I know of no earlier one.
BATALDEN: You may be right. It was a transformative kind of encounter because it
convinced me that this was a frame that health professionals could understand and use. It was not
just the standard business logic. This was a scientifically curious and empirically-driven way of
building a different kind of system for practice that health professionals could understand and join.
I was very curious about that.
I spent a couple of years thinking about how we would take this forward. Finally, I couldn‟t
stand it anymore. I had to see if I could find somebody who would pay me to do this full time and
see if I could do this work on an ongoing basis.
NEUHAUSER: Before we talk about that, you were telling a wonderful story about you
and Deming, as a reflection on Deming and who he was.
BATALDEN: He was kind to me. He lived 13 years after this workshop. He was born in
1900 and was in his 90‟s when he died.
NEUHAUSER: He outlived
his wife.
BATALDEN: Yes, he did.
Midway in our relationship, he invited
me to participate in a series of video
tapes in the Deming Library. The
taping was going to be in the
afternoon on Sunday. I went to
church with him on Sunday morning.
He attended an Episcopal church in
Washington, D.C. He loved to sing,
and he composed music.
Paul Batalden (left) with W. Edwards Deming
After the service, I followed
as they work on the videotaping series.
him as he pulled himself up the stairs.
We turned the corner into a place where people were standing and having coffee after the service.
Everybody was standing, but there was one chair at the end of the table with a cup that had about
two-thirds full of coffee, with a little dash of cream, and half a doughnut. There was an older
woman who had been attending to Ed Deming‟s coffee needs for quite a few years in this particular
church. It was touching that he was especially cared for as a widower in that community.

Later, when I attended his memorial service in that same church, there were many people
there from Japan, the heads of General Motors, and so on. At that service, sitting by herself in a
pew near the front, was this same woman who had been looking after this man. It was very
touching.
NEUHAUSER: You did find a few people to talk to about these ideas.
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BATALDEN: Yes. I was in a meeting with Don Berwick10 and suggested that he go to
one of these four-day workshops. He did, but had a lot of trouble with the workshop. He signed
up and then cancelled and then finally went. After the first day, he took a plane home rather than
stay through the whole thing and then decided to go back the next morning. He was obviously
wrestling with what Deming was trying to say. Later, Brent James11 and I were working on a
commission, and I suggested to Brent that he also go to attend one of the workshops.
Both of these people found those workshops to be similarly transformative in their own
thinking and understanding. They were such capable leaders that they were able to take these
insights forward. There were others, but those two come to mind because of the subsequent
leadership role that they played.
NEUHAUSER: That‟s what led you into thinking about the Hospital Corporation of
America.
BATALDEN: Right. I got back to Minnesota after that workshop and resolved that if
there was a way for me to find work that would allow me to take these insights forward, I really
wanted to try and do that. Leigh Cluff12 at the Robert Wood Johnson Foundation had been very
encouraging. However, he said that although these ideas were really quite interesting, they seemed
pretty far out. The Robert Wood Johnson Foundation wanted to fund things that were more
proximal—things that were closer to reality and were more likely to find their way into practice.
NEUHAUSER: He probably wasn‟t alone on this.
BATALDEN: Oh, I‟m sure he wasn‟t! Then I went to a large association of not-for-profit
hospitals, and they thought they knew exactly what I wanted to do. They said, “We have this job in
utilization review, and that would be exactly what you want to do.” I said, “No, that‟s not exactly
what I want to do.” I was discouraged about trying to find a spot. One university said they would
help out. They even would offer me a parking place. I thought to myself, “I have two daughters
needing to go to college. A parking place is good, but it‟s really not the same as college tuition.” I
was despondent about finding a place.
Then Paul Ellwood suggested that I go talk to Tommy Frist13 in Nashville at the Hospital
Corporation of America (HCA). I didn‟t know anything about the Hospital Corporation of
America, but Paul facilitated the connection. I went down to visit with Dr. Frist, who was the CEO
10

Donald M. Berwick, M.D., a pediatrician who founded the Institute for Healthcare Improvement, served as head
of the Centers for Medicare and Medicaid Services, and is running for governor of Massachusetts in 2014. [Source:
Don Berwick Democrat for Governor http://www.berwickforgovernor.com/]
11
Brent C. James, M.D., a quality improvement expert, serves as vice president at the Institute for Healthcare
Delivery Research at Intermountain Healthcare in Salt Lake City. [Source: Intermountain Healthcare.
https://intermountainphysician.org/UrologySeminar/Pages/2014James.aspx]
12
Leighton E. Cluff, M.D. (1924-2004), an expert in infectious diseases, was a medical school professor at Johns
Hopkins and later at the University of Florida. He served as president of the Robert Wood Johnson Foundation.
[Source: Obituaries. ACP Internist, Nov. 2004. http://www.acpinternist.org/archives/2004/11/obituaries.htm]
13
Thomas F. Frist, Jr., M.D. one of the founders of the Hospital Corporation of America, also known as HCA. His
oral history: Garber, K.M, editor. Thomas F. Frist, Jr., M.D., in First Person: An Oral History. Chicago: American
Hospital Association and Health Research & Educational Trust, 2013, can be found here:
http://www.aha.org/research/rc/chhah/oral-histories.shtml.
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of HCA. As it happened, two weeks earlier Tommy Frist had been at the Business Roundtable and
had been bicycling with the heads of General Motors and Ford Motor Company. These two CEOs
were kibitzing about what effect Ed Deming was having in their organizations—how he had
revolutionized the idea about quality and about how to go about doing their work differently.
Tommy said to me, “I thought that was interesting, but it probably would never come to health
care.”
Just two weeks later, there I was in his office saying that what I wanted to do was to take
Deming‟s thoughts and create a model that would allow hospitals and health care to take advantage
of these insights. I said that I would need five people for ten years. Tommy looked at me and said,
“Paul, this is a public equity company. I have to report quarterly to the shareholders about how
we‟re doing.” I said, “You know, Tommy, you didn‟t ask me what you had to do. You asked me
what I needed to do what I was going to do.”
He said, “This is the strangest kind of arrangement to be thinking about—a small group of
people for ten years.” I said, “Furthermore, whatever we develop has to be put in the public
domain, because this business about quality and health care quality is not a private, proprietary deal.
It‟s a public deal.” He said, “But Paul, this is a private company!” I said, “You have to meet the
standards of the Joint Commission and the public standards of quality.” He said, “What do we get?”
I said, “You get it first.” He said, “Okay. There‟s logic in that.” He was so generous and willing to
take on this proposition. That led to us being actively involved in adult education, because we
would put on workshops for the top leadership in hospitals and health care systems.
NEUHAUSER: At this time, HCA had a couple hundred hospitals in its system, so you
had quite an audience.
BATALDEN: Yes, they had 460 hospitals, mainly in the United States, but some were
international. They had a number of hospitals that they managed for communities as well, so there
were owned, managed, and international hospitals. We developed a set of courses—a set of ways of
introducing health professionals and health leaders to these ideas in their hospitals—and developed
feedback systems from patients and employees and doctors to complement that.
NEUHAUSER: There were a couple of hospitals that went charging ahead with it, like
Twin Falls, Idaho.
BATALDEN: Yes. Twin Falls, Idaho, is an example of an HCA-managed hospital. John
Bingham was the CEO. Paul Miles was the medical director.14 They took these insights and made a
very different kind of organization out of it. People in Wichita, Kansas, at Wesley Hospital, and
people in Atlanta at West Paces Ferry—these were places where the CEOs clearly got it. Another

14

John Bingham was administrator at the Magic Valley Regional Medical Center (Twin Falls, Idaho) in the „90s.
Pediatrician Paul V. Miles, M.D., served as director of clinical quality improvement and co-director of the Center of
Excellence in Rural Healthcare at the hospital. [Sources: Flower, J. Catalyzing the community: building consensus,
talking with people, solving problems together, forming partnerships. Healthier Communities Action Kit, Module 2,
1993. http://www.well.com/~bbear/catalyze.html; and, Multi-Specialty MOC Portfolio Approval Program.
http://mocportfolioprogram.org/program-staff/]
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was in Braintree, Massachusetts, where there is a small chronic disease hospital.15
NEUHAUSER: I was on the board of another rehabilitation hospital in Braintree and I
had never heard of this HCA hospital.
BATALDEN: The hospital had an enterprising young nurse-turned-administrator by the
name of Maureen Bisognano, who was the CEO.16 She was so clever and was in the first group—
we had a special course in HCA for the CEOs, then we had a course for senior leaders, and then we
had a course for department managers, conducted onsite. The CEOs had to go through the course
first, then the leadership team. They had to work in these new ways themselves first because, as a
practicing physician, I had been a participant in a trail of broken treaties between leaders who sort of
wanted to invite the medical staff to do this or that, but they themselves couldn‟t do it. I wanted to
start with the leaders being able to work in these new ways themselves first.
Maureen was an attentive CEO. One time she was walking out through the laundry past a
man working there, and noticed that he had a little piece of paper on the wall with notations on it.
She asked, “What‟s this?” He said, “It‟s nothing. I‟m just keeping track of stuff.” She said, “What
are you keeping track of?” He replied, “I‟m keeping track of the quality of my work.” She said,
“Where did you get this idea?” He said, “Well, I heard that people were doing it. I decided I could
do it myself.” What Maureen Bisognano had created was an environment for learning inside this
little hospital that encapsulated her sense of what organizations could be capable of.
NEUHAUSER: Her experience captivated the group of hospitals that came together in
Boston to report on the initial pilot.
BATALDEN: Yes, exactly.
NEUHAUSER: At that meeting, she was with many other high-powered hospitals—real
big league players. I remember that the representative of the Brigham and Women‟s Hospital had to
stand up and apologize, saying, “I couldn‟t get any change whatsoever. I was told that we are
perfect. We don‟t need to change. We are just right. I have to apologize to the group.” Yet here
was this CEO from a little hospital in Braintree who said, “We‟ve changed nursing staffing, and it‟s
much better now.”
BATALDEN: Yes. That time at HCA was a wonderful, active time for me to learn about
adult learning. I was also working with CEOs and medical staff leaders and nursing leaders and
division heads in hospitals. I worked to learn how adults learn as we were integrating these
messages about different ways of thinking about a system or an organization.
NEUHAUSER: You also had a good team of people with the five positions for ten years.
BATALDEN: It was a wonderful group of people. Gene Nelson, Dave Buchanan, Tom
15

The hospitals referred to were known at the time being discussed as: HCA Wesley Medical Center (Wichita),
HCA West Paces Ferry Hospital (Atlanta), and Massachusetts Respiratory Hospital. [Source: American Hospital
Association. Guide to the Health Care Field, 1991 ed. Chicago: AHA, 1991.]
16
Maureen A. Bisognano, an authority on health systems improvement, went on to an executive position at the Juran
Institute and then became president and CEO of the Institute for Healthcare Improvement. [Source: Bisognano to
succeed Berwick as IHI CEO. HealthLeaders, July 9, 2010.]
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Gillem, Dave Hardison, and Marge Morris17—those people were wonderful, very capable, very
talented, and each from a different background. Gene, for example, was an accomplished health
services researcher.18 Dave Buchanan had experience with the peer review organizations as the
executive director for peer review organizations.19 Tom Gillem worked as a reporter-editor with the
Associated Press, and Dave Hardison was a Ph.D. statistician.20
NEUHAUSER: I heard that one of the reasons that HCA was interested in doing this was
criticism, particularly by Arnold Relman,21 challenging the for-profit enterprise as a bad thing. HCA
wanted to return to a place where they could demonstrate that they were doing good quality things.
BATALDEN: My sense is that there were a lot of pressures circling HCA that I didn‟t
know very much about. I was not consciously part of a reactive strategy. I was more part of a
proactive strategy. There may well have been other things circling, both in the public domain about
HCA, or even in the investor community, about HCA. The side of HCA that I saw was in
communities that had previously had as hospitals the back rooms of a doctor‟s house, which were
replaced by the 220-bed prototypical HCA hospital. HCA worked extensively with contractors so
that these hospitals could be built well and maintained well. Tom Frist, Sr., was a cardiologist in
Nashville who loved visiting these hospitals.22 Whenever he visited, he would go to the boiler room
of the hospital. The man in charge of the furnace would know that Dr. Frist was coming. You
could eat your lunch on the floor of the boiler rooms.
I saw a place whose stated mission was, “a commitment to the care and improvement of
human life,” and that they wanted to strive to deliver high-quality, cost-effective care. I put the
HCA mission statement on the back of my business card as a reminder, as I tried to take Deming‟s
idea and fold it into the mission and purpose of HCA. The process of incorporating Deming‟s
insight into the identity policy of the organization, whether the organization was for-profit or notfor-profit, was a critical lesson for me because I saw that it enabled me to claim that this new way of
work was perfectly consistent with the overall aim of the enterprise or the company or the hospital.
I used this same logic at the Henry Ford Health System and at Community Hospitals in
Indianapolis and elsewhere, as we worked outside of HCA. People who have done analytic work
comparing the patterns of for-profit hospitals and not-for-profit hospitals have had different
17

Marge Morris, a dietitian, served with the HCA Quality Resource Group from 1986 to 1994. [Source: Linkedin
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Eugene C. Nelson, D.Sc., is currently a professor at the Geisel School of Medicine at Dartmouth. [Source:
Dartmouth College. https://geiselmed.dartmouth.edu/faculty/facultydb/view.php?uid=67]
19
E. David Buchanan was executive director of the Utah Peer Review Organization from 1974 to 1987. [Source:
HealthInsight board names a new president and CEO. Deseret News, July 13, 1999.
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20
C. David Hardison, Ph.D., went on to become a senior executive at Recombinant Data Corporation. [Source:
CDISC announces new board members and chief technology officer. Press Release, Jan. 18, 2012.
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21
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oral history: Weeks, L.E., editor. Thomas F. Frist, Sr., in First Person: An Oral History. Chicago: American
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insights and different agendas that they were working on—perfectly legitimate in many ways. Yet
my window on this was to take Deming‟s work and to figure out a way to make it possible for
people to understand that. I received support and encouragement for what I was doing. I really
appreciated that.
NEUHAUSER: I‟m thinking again of Ernest Amory Codman. Codman had to leave a
well-known hospital and start his own proprietary hospital in order to achieve his quality goals
because he couldn‟t get them done anywhere else.
BATALDEN: Right.
NEUHAUSER: I think you have more skill at surviving in organizations than Codman
did—an important difference.
BATALDEN: Shortly after I got to HCA, Gail Warden, the CEO of the Henry Ford
Health System, approached me to see if I wanted to leave HCA.23 I began to have conversations
with him. We were making good progress at HCA around the hospital as an organization with the
administrators and the staff, but we weren‟t yet ready to take the clinical work into the centerpiece of
what we were doing with the hospitals.
It occurred to me that Henry Ford would be a good place to work on the clinical and
medical staff-related issues. I asked Gail Warden if he would be interested in a shared relationship
with me and the Quality Resource Group at HCA, creating a sister organization at Henry Ford.
Then I asked Tommy if he was up for this possible shared arrangement—an unorthodox
arrangement because Henry Ford was one of the largest not-for-profit health care systems, and
HCA was one of the largest for-profit systems. That they would share a resource group around
quality was unusual, but it seemed to me that both would benefit. They both agreed.
We entered into a multi-year arrangement where I would go to Detroit for about a week
each month, and there was a small staff there. Trish Stoltz led that group.24 She was a wonderful
partner and colleague. Vin Sahney25 was the senior vice-president who was the sponsor for the
activity. It was there that I received my first endowed chair of quality improvement education and
research. Gail Warden offered me the Ernest Breech Chair of Quality Improvement.26 That might
have been the first endowed chair of quality improvement education and research in the world.
NEUHAUSER: When Gail Warden first came from Group Health in Seattle, he said that
there would be a weekend with the senior leadership. Everybody was to read the Mary Walton book
23

Gail L. Warden was president and CEO of the Henry Ford Health System (Detroit) from 1988 to 2003. His oral
history: Garber, K.M., editor. Gail L. Warden in First Person: An Oral History. Chicago: American Hospital
Association, 2010, can be found here: http://www.aha.org/research/rc/chhah/oral-histories.shtml
24
Patricia K. Stoltz served for 15 years as a quality improvement leaders at Henry Ford Health System. [Source:
Goonan Performance Strategies. http://www.goonangps.com/trish-stoltz/]
25
Vinod K. Sahney, Ph.D., was in leadership at Henry Ford Health System for 25 years. He later became a senior
fellow with the Institute for Healthcare Improvement. [Source: Institute for Healthcare Improvement. Profiles in
Improvement.
http://www.ihi.org/resources/Pages/ImprovementStories/ProfilesinImprovementVinodSahneyIHISeniorFellow.aspx]
26
Ernest R. Breech, a renowned problem-solver and member of the Automotive Hall of Fame, was in leadership at
General Motors and, later, Ford Motor Company. The Ernest Breech Chair is at the Henry Ford Health Sciences
Center. [Source: Automotive Hall of Fame. http://www.automotivehalloffame.org/inductee/ernest-breech/11/]
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about Deming. He personally inscribed a book for each of his senior managers, saying, “Joe, I want
you to read this. This is important.” By that weekend, everyone had read it. That was said to be
one of the fastest organizational changes ever.
BATALDEN: Gail worked hard on changes at the Henry Ford Health System. The
system had an interesting relationship to the Ford Motor Company and to Henry Ford himself.
Henry Ford had this relationship with the “Cheaper by the Dozen” individual…
NEUHAUSER: Gilbreth.27
BATALDEN: Yes, Gilbreth, and Frederick Taylor,28 with his ideas about scientific
management. I don‟t know whether Henry Ford was in Boston at the meeting earlier where
Codman was introduced.
NEUHAUSER: He was, yes.
BATALDEN: I think Gilbreth was at that meeting.
NEUHAUSER: He was the speaker, along with James Michael Curley, a great Boston
mayor.
BATALDEN: Yes, the mayor, right. There are interesting connections between Ford
Motor Company, Henry Ford, and the idea of changing the way organizations are set up in order to
produce a better quality product. Ernest Breech was a quality and organizational advisor to Henry
Ford II. That it was named the Breech Chair was significant.
NEUHAUSER: Do you feel you had an impact at Henry Ford?
BATALDEN: Yes, as evidenced by the fact that they eventually became winners of the
Malcolm Baldrige award.29 We set up the early awareness that was necessary to build that capacity
for quality and improvement into the organization over time. It was there that we began to
recognize that at the front lines of care, it wasn‟t just a doctor and a patient, but it was a small group
of people that came together. It was the nurses and physicians and patients and information that
were all part of the same small front-line system.
This big change of social accountability that was being introduced into medicine was being
manifested by the fact that it was now a small microsystem as the basic building block for health
27

Frank Bunker Gilbreth, Sr. (1868-1924), his wife Lillian, and their 12 children were the subject of the memoir and
movie, Cheaper by the Dozen. Gilbreth was a mechanical engineer who has been called the Father of Management
Engineering. [Source: American Society of Mechanical Engineers. Frank Bunker Gilbreth: Biography, May 2012.
https://www.asme.org/engineering-topics/articles/construction-and-building/frank-bunker-gilbreth]
28
Frederick Winslow Taylor (1856-1915) studied ways of improving worker productivity in turn-of-the-century
steel mills and other industries. His influential work, The Principles of Scientific Management was published in
1909. [Source: Public Broadcasting Service. Who Made America?
http://www.pbs.org/wgbh/theymadeamerica/whomade/taylor_hi.html]
29
The Malcolm Baldrige award was established by Congress in 1987 as a way to challenge American companies to
focus on quality improvement. The Baldrige program was later expanded to education and health care organizations
(1999) and to not-for-profit and governmental organizations (2005). [Source: Baldrige Performance Excellence
Program. History. http://www.nist.gov/baldrige/about/history.cfm]
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care instead of the individual health professional. At Henry Ford, we came to that insight about
those front-line systems. At Henry Ford, we began to work more directly on clinical processes and
outcomes. We complemented Gail‟s focus on trying to create a true system rather than just an
assembly of hospitals and clinics.
NEUHAUSER: You and Patricia Stoltz wrote a very well-known article at the time.30
BATALDEN: That article was the first where we talked about a knowledge framework
about all of this. To look back earlier in my life, it was during my freshman year in medical school
that John Kennedy died. The pedagogy in medical school was awful. I had been interested since
college days in intellectual history and the different ways of knowing. I was just a whisker‟s distance
from jumping out of medical school and going to graduate school in history and intellectual history,
because I was so fascinated with the history of ideas and the way the different knowledge systems
work. Eventually, medical school got interesting, so I stayed. I realized recently that I didn‟t ever
leave the history of ideas. I never left my curiosity about epistemology. At any rate, that article with
Trish was an invitation to think about the multiple knowledge systems that went into this work.
NEUHAUSER: These also would be examples of your mid-level theorizing about an
important way to look at the world.
BATALDEN: Yes. Robert Merton31 helped me understand that on one end of the
continuum there is grand theory, like Marx and Weber and others, and on the other end there is
direct observation of experiments. However, there‟s also something in between that Merton called
“mid-range theory.” It‟s an enabling set of ideas, or frames of thinking. It‟s a way of inviting people
into the territory. Those frames of reference, or those ways of putting ideas together, usually have
been my own efforts intended to make sense of things for myself, not intended for others. But,
others have found them helpful as time has gone on.
NEUHAUSER: Using the airplane analogy, I would see at the lower levels the case
examples and the descriptions and the power of those. For me, Deming would be at the higher
level because he is speaking to all organizations everywhere. Deming could be dealing with ball
bearings and it would be appropriate. I think you have been saying, “I really am talking about health
care. If it works elsewhere, that‟s not really exciting me, but I wouldn‟t complain.” I agree, there is
a huge value with that mid-level. That‟s your summary. It‟s not at 40,000 feet and not on the
tarmac.
BATALDEN: Right, not on the tarmac, but it‟s taking off and landing.
NEUHAUSER: In 2010, you won the Deming Medal from the American Society for
Quality.

30

[Source: Batalden, P.B., and Stoltz, P.K. A framework for the continual improvement of health care: building and
applying professional and improvement knowledge to test changes in daily work. Joint Commission Journal on
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BATALDEN: That was a real treat. I‟ve spent quite a bit of time trying to understand
what it was that Deming was following. There is a Chinese proverb that suggests that if you want to
honor someone, you should not follow them, but try to follow what they were following.
In trying to understand the things that formed Deming‟s thinking and ideas, one must come
to grips with Walter Shewhart‟s32 contributions about the democratization of science in daily work.
Walter Shewhart‟s idea of a control chart had to do with allowing people at the front lines of work
to understand when they were dealing with variation that was the result of a chance occurrence, or
variation that was the result of a special cause or an assignable cause.
Shewhart picked up a lot of his insight from the work of Clarence Lewis.33 C.I. Lewis was an
epistemologist who worked both at Stanford and at Harvard, and taught about the importance of
observation and empirical study of daily work. He picked that up from some combination of John
Dewey and James Peirce.34 The intellectual pathway for Deming was an interesting and, in some
ways, uniquely American kind of frame—this Dewey and Peirce pragmatism and learning and
education, and then Shewhart‟s way of understanding how front-line people can be enabled to use
statistical thinking and scientific thinking in their daily work. It was on those shoulders that Deming
stood as he took his message forward.
NEUHAUSER: It was an American story, yet it seemed to work in Japan.
BATALDEN: Yes, it did. What was interesting was when MacArthur35 invited Deming to
come to Japan as part of the post-World War II reconstruction effort, Deming‟s invitation came
from the Japanese Union of Scientists and Engineers (JUSE), which was led by a variety of
academics, including Kaoru Ishikawa.36 Ishikawa‟s connection with Deming over the years was
substantial. It‟s not an accident that Deming moved his honorarium from the JUSE talks into a
fund which became the corpus for the Japanese Deming Prize.
This seemed straightforward to me. When I was in Japan, I asked people about Deming‟s 14
points, and they said, “What?” I said, “Dr. Deming‟s 14 points.” Then I looked it up, and in
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[Source: Walter A. Shewhart, 1891-1967. AMSTAT News:19-21, Sept. 2009.
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Deming‟s book, the 14 points are referred to as “14 Points for Western Management.”37 I realized
that that was not what he went to Japan to talk about. He was talking about the experimental
PDSA38 Cycle of conducting tests of change at work. That was grounded in Shewhart‟s work.
Deming always said that he went there to talk about the Shewhart Cycle, not about the Deming
Cycle. The Japanese called it the Deming Cycle—whatever you call it, that‟s what it is.
NEUHAUSER: There is a story about Deming and a coat hanger.
BATALDEN: Yes, Deming came to understand the hospital as a peculiar challenge for
improvement. During one of his hospital stays, he was in a hospital where they had those coat
hangers that have a T-like metal piece instead of a hook. He was furious about this because he had
enough trouble just standing and getting around and seeing at some distance. He was enraged at
having to fit that little metal piece into the hanger bar. After he got well enough to leave, he sent the
hospital CEO an unsolicited $25,000 check for the purpose of buying coat hangers—the old-school
coat hangers that people could use without having to fuss with this crazy system.
NEUHAUSER: He had a better time with medical stockings.
BATALDEN: Yes, at Henry Ford Health System. Because he spent a lot of time on
airplanes and sitting and standing lecturing, he had a problem with swelling in his legs. One doctor
suggested the benefits of elastic stockings. Deming was so grateful for that that he sent an
unrequested donation of $100,000, or something like that, to this doctor because the elastic
stockings made such a difference in his life.
There‟s one other story about Deming and Henry Ford that comes to mind. Deming was
scheduled to be at Ford Motor Company when a last-minute cancellation occurred. A hurried call
was made to the Henry Ford Health System to let them know that Deming would be available if
there was anything that it would make sense to have him participate in. Vin Sahney got this
message. Vin hurried around and managed to rustle up several members of the board of trustees
and several department chairs. A distinguished group gathered. Deming had lung disease at the end
of his life, so it was easier for him to move around in a wheelchair, and he often needed oxygen. He
was wheeled into this room full of people. It was an awkward moment. Vin Sahney, always the
facilitator, said, “Dr. Deming, we‟re very glad to have you here. We‟ve been wrestling with this
problem of how to take costs out of health care. Do you have any advice for us?”
Deming had just been wheeled in, on oxygen, and he was fiddling with a partial dental plate
that didn‟t fit quite as well as it used to, and he said slowly in his deep voice, “Well…I suppose you
could begin…by stopping care…for people like me!” What in the world do you do with a comment
like that in a setting like that? There was a certain penetrating truth about what he was saying—that
he was benefiting by costly care.
NEUHAUSER: One more Deming-in-the-hospital comment—there was a letter he wrote
37
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saying, “The nurses couldn‟t work any harder.”
BATALDEN: He had a soft spot in his heart for the worker, and he had a special place for
nurses who cared for him. In later years, he had a nurse who was interested in quality accompany
him on his travels to help him. I think his granddaughter became a nurse, and several others—such
as Doris Quinn39—became very special resource people for Deming and also became good
interpreters of what he was reading and saying. I had a close working relationship with Doris
Quinn, who arranged to loan me Deming‟s personal copy of C.I. Lewis‟ book, Mind and the World
Order. I was able to go through and see where Deming had made marginal notes. I took advantage
of reviewing that copy, which he had found particularly helpful in studying this epistemologist
Lewis, in studying the different ways of building knowledge.
NEUHAUSER: Epistemology is the study of meaning.
BATALDEN: Yes.
NEUHAUSER: That‟s a good transition to go on to the next stage in your career. How
did you get to Dartmouth?
BATALDEN: After about a decade at HCA and Henry Ford, it became clear to me that
we could continue to offer learning for health professionals who were themselves already graduates
and in mid-career. We would never really get ahead of the game, though, if we didn‟t begin to work
earlier in the formation and development of health professionals.
In order to do that, we needed to have a way to be involved at the undergraduate and
graduate levels in the education of health professionals. It became clear to me that if there was an
opportunity to work with these ideas in an educational environment, I could work to dig the
intellectual foundations—the epistemologies and ways of knowing that underpin this work—deeper.
At the same time, we could offer models of how academic faculty could begin to work in this world.
I reasoned that if we didn‟t have faculty deeply connected to this work and this body of knowledge,
we wouldn‟t really sustain this effort. It would be a passing fancy that would come and go.
It was to that end that we developed the Summer Camp. It was to that end that I decided to
take Jack Wennberg and Steve Plume‟s offer to come to Dartmouth.40 The efforts at health
professional education at the Institute for Healthcare Improvement (IHI), and then later at the
Association of American Medical Colleges (AAMC) and the Accreditation Council for Graduate
Medical Education (ACGME), all began to fit into this next chapter in my life—which focused on
health professional formation and development.
NEUHAUSER: Tell more about Summer Camp.
39
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professor of surgery at Dartmouth. [Source: Dartmouth College. http://tdi.dartmouth.edu/faculty/stephen-plumemd]
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BATALDEN: Summer Camp started in about 1993. There were a few teachers of
physicians and nurses and health administrators who were getting interested in what this was all
about and wanted to network. New England has a lovely summer, and summer camps in New
England have a special place in the culture of New England. Gene Nelson suggested, “Why don‟t
you create a summer camp for health professional educators?”
We began with the creation of a weeklong experience for teachers of physicians, nurses, and
health administrators. Our hunch was that if they would come and learn together, they could come
to trust and respect one another, and work together to foster this field of the improvement of health
care as a formal discipline. That group has grown. It‟s now under the wonderful leadership of
Linda Headrick,41 a physician/educator from the University of Missouri. This group of people has
gotten to know one another and to enjoy that week enough so that many actually plan their
summers around it.
Out of that informal environment of friendship and respect many things have happened. It
was out of that environment that there was encouragement for the general competencies in graduate
medical education. It was in that environment that the nursing deans came together to focus on the
initiative to build the Quality and Safety Education for Nurses. That informal environment made it
possible for people to discover new ways of teaching and new insights about the relationship of
professional education and development to the ongoing improvement of care.
NEUHAUSER: It was probably the place where educators interested in quality
improvement in health care came together.
BATALDEN: Yes, exactly.
NEUHAUSER: I expect over the years there were several hundred people that passed
through that, many coming back over and over again.
BATALDEN: Yes, but there was the desire every year to have 20 percent of the group be
people who had never been there before. There was a conscious effort to build it as a community of
practice, allowing people to oscillate between central teaching roles in the Summer Camp week and
more peripheral roles as participant.
NEUHAUSER: I expect a large number of people who came to Summer Camp went back
to their institutions and influenced multiples of hundreds of health profession students and became
the catalyst in many health centers.
BATALDEN: Exactly. They started Summer Camp as assistant professors and they
eventually became deans. We had this problem of too many deans! We needed this stratification,
though, ranging all the way from the most junior faculty person to senior faculty people in that
group. It‟s a good group—including some students.
NEUHAUSER: Summer Camp involves about 65 people at a time in a resort on a very
nice lake in Vermont, with a mixture of work and a pleasant environment.

41

Linda Headrick, M.D., is professor of medicine at the University of Missouri School of Medicine. [Source:
University of Missouri. http://medicine.missouri.edu/imed/headrick-l.html]
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BATALDEN: We focused on the cognitive learning that occurred in the long mornings;
the kinesthetic learning that occurred in exercise in the afternoons; and the gustatory learning that
occurred in the evenings as we had dinner together.
One of the keys to keeping the vitality of the week in focus was adding a “wizard” to the
week. We invited someone to think orthogonally to the drift of the meeting. We wanted that
person to work on the theme, but to work at it from a different angle. Maybe Emily Dickinson was
right—that we can tell the whole truth, but tell it slant.42 We wanted a wizard to “tell it slant,” and
we wanted to have a way to provoke good discussion. We‟ve had some wonderful people serve in
that role—Tom Inouye and a man by the name of Duncan Neuhauser! David Leach43 was another.
NEUHAUSER: Did you connect with undergraduate medical students? You certainly
connected with residents and a variety of advanced students in courses there.
BATALDEN: Yes. At Dartmouth, the center of our work was in what Jack Wennberg had
formed originally as the Center for the Evaluative Clinical Sciences (CECS), which is now the
Dartmouth Institute for Health Policy and Clinical Practice. That was a graduate studies program
that was in the medical school and in the college, offering both a master‟s level and Ph.D. education.
We had medical students from Dartmouth in the course, but the centerpiece of our activity was in
the CECS, or today‟s Dartmouth Institute.
We offered a family of courses with about 120 classroom contact hours in a year around this
intellectual field of the improvement of health care. That core of learning and course work
informed the work that we did as part of a study group for the Association of American Medical
Colleges. The AAMC had a program to think about medical student outcomes. Paul Griner44 was
the person who led that program from the AAMC.
The focus on that recommendation for medical student education was around a handful of
priorities. The first priority was that medical students should be able to know what good practice is.
Secondly, that medical students should know the gaps, if any, between the best practices and the
local practices. Thirdly, that medical students should know something about what it takes to close
those gaps. That Medical School Objectives Project—MSOP #5—was the subject of a report that
specifically focused on medical student education.45
A lot of our effort was directed at the post-medical student/post-nursing student level—at
the graduate professional education level. Because we had both resident physicians and graduate
nurses in that master‟s program at Dartmouth, we were able to formalize the academic course work
and that formal study of the improvement in a way that contributed to the building of the field.
42
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NEUHAUSER: Were the advanced nursing students and residents in the same classroom?
BATALDEN: Yes, and that was a joy to see people working together from different
disciplines—in Summer Camp, where we had faculty from different disciplines, and in the classroom
in Dartmouth‟s CECS. We saw the benefit from the different perspectives as we approached the
common themes of the classroom. Our experience over the years—whether it was at HCA,
teaching nurses and doctors together; or in Summer Camp, educating health professional educators
from different disciplines; or in the classroom at CECS—this multi-professional education has
always been key to making progress in the improvement of health care.
NEUHAUSER: Certainly that link to teamwork has been a running theme for your
activities. Could you talk about Julie Mohr‟s career as an example of what you were trying to do?
BATALDEN: Julie Johnson Mohr46 came to my attention as a graduate of the program at
North Carolina. Arnie Kaluzny47 had suggested that she would be the best candidate to be my
research assistant at HCA. I recruited her to join me in Nashville. When we moved to Dartmouth,
I invited her to continue in this role as a research assistant. She became interested in developing her
own portfolio and enrolled in a Ph.D. program, which then allowed her to study what led to good
performance in these small front-line systems of care—the microsystems. That work was taken up
by the Institute of Medicine as part of their quality chasm work, and was attached as an appendix to
their report.48 Julie is a creative researcher and teacher. She was part of the Summer Camp
program, and there demonstrated her pedagogical creativity. She‟s been active in her research
career. David Stevens,49 when he was at the Association of American Medical Colleges, was
particularly interested in medical student and academic medical center uptake of these ways of
working. Julie studied the ways in which those centers did that work. Julie has continued to work at
the interface of qualitative research and safety, and these front-line microsystems. Over maybe 15 or
20 years, I‟ve been able to watch her grow from a student into an active, thoughtful, contributing
faculty member.
NEUHAUSER: How many students pass through the master‟s program at a time?
BATALDEN: There were about 120 a year. I‟ve personally taught 3,000 or 4,000 students
at Dartmouth, at HCA, and elsewhere.
NEUHAUSER: Let‟s talk about the Quality Scholars and the VA. That needs some
stepping back, I think. How did this program come about?
BATALDEN: David Stevens, a very able medical educator, was at Case Western Reserve
University. He worked on the joint Case Western/Henry Ford educational activities. David Leach
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was the Henry Ford side of those conversations. David Stevens was the Case Western side of those
conversations.
David then took a Robert Wood Johnson Foundation fellowship with Congress, and then
moved from that into the Veterans Administration (VA), where he headed the Office of Academic
Affiliation. David was a keen supporter of these ways of trying to understand and work and develop
health professionals. He invited David Leach and me to meet with the Senior Medical Advisory
Group (SMAG) of the VA.
When we had finished our presentation, one of the vice-chancellors raised his hand and said,
“But isn‟t what you guys are saying going to require entirely different students?” I said, “I think the
students are capable. It may require some different faculty.” He said, “That‟s exactly what I didn‟t
want to hear.” David Leach and David Stevens and I went for lunch, and we began to sketch out
on a napkin the possibility of a hub-and-spokes kind of distance learning activity. The VA has had a
history of offering special fellowships around areas that they perceive would be necessary for the
future development of health care, to wit, the field of geriatrics owes much of its origins to the
special fellowship programs of the VA.
David Stevens‟ idea was that we should create Quality Scholars—a special fellowship
program—but that we should do that a little differently than the VA had historically done it. He
suggested that there be a hub site that would manage two-way interactive video instruction, and
satellite centers where there would be a senior VA quality scholar and a small group of fellows at
each satellite.50
We took the core set of curricular courses at Dartmouth—the 120 classroom contact
hours—and turned that into a revolving two-year, two-way interactive video segment. Mark
Splaine51 did a wonderful job in making that transition, with the help of these senior Quality
Scholars who were located at a handful of sites.
NEUHAUSER: One was in San Francisco, one in Iowa, with Gary Rosenthal?52 One was
at Case Western Reserve. Dartmouth was at the center.
BATALDEN: Right, and one was in Nashville, and another was in Birmingham, Alabama.
These places would gather via two-way interactive video—this began 15 years ago or so. They
would meet face-to-face in their own Summer Camp. We had such a good experience with the
faculty Summer Camp that we created a Summer Camp for the VA Quality Scholars. They would
meet as well at the Health Services Research meetings of the VA. That network of Senior Quality
Scholars and Quality Scholar Fellows has been enormously productive, writing an enormous body of
literature about the field of quality improvement. Many of the graduates of that VA Quality
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Scholars program have taken faculty positions in the VA and in academic medical centers
throughout the United States.
NEUHAUSER: Like Greg Ogrinc.53
BATALDEN: Like Greg Ogrinc, who came into the first VA Quality Scholars program
after finishing his internal medicine residency. Greg is now an associate professor and director of
the Office of Research and Innovation in Medical Education at Dartmouth.
NEUHAUSER: This started off as a program just for physicians.
BATALDEN: Yes, and then the experience in Summer Camp led a group of nursing
educators to have a good and productive interaction with a group of medical educators. It seemed
like a natural opportunity, when it became possible, to add some Ph.D.-prepared nurses to the mix
of local fellows. Building on the strength of the relationships that were developed in Summer
Camp, we were able to take the interest of the nursing education community and build in Ph.D.level nurse fellows as part of the local program, with senior nurse scholars as well as senior medical
scholars in each of these places.
NEUHAUSER: They can talk to each other.
care.

BATALDEN: They have been able to have good conversations about the improvement of

NEUHAUSER: Let me pick out another name, because I think there are a few other
names that you connected with at Dartmouth—Margie Godfrey.
BATALDEN: Margie Godfrey54 was a master‟s student in our first class. She was
fascinated by the idea of microsystems. Margie was manager of the post-anesthesia care unit at
Dartmouth while she was taking this master‟s program. Margie saw microsystems as what she was
in close working relationship with in the nursing field. Microsystems made all the sense in the world
to her as the unit of focus. She began to get curious about how one could coach microsystems into
better functional performance. That led her to teaching and consulting and encouragement of the
job of coaching microsystems into better performance. Eventually, she decided to take a doctoral
studies program at Jönköping in Sweden in the field of coaching. She has completed her doctoral
studies on coaching in clinical microsystems and is a faculty member in the Microsystem Academy,
which is part of The Dartmouth Institute.
NEUHAUSER: Did Gene Nelson follow you, too?
BATALDEN: Gene Nelson and I first met when we were both grantees of the Kellogg
Foundation. You recall that the Kellogg Foundation gave us a grant at Park Nicollet to develop an
ambulatory quality program. Gene and I were invited by the Kellogg Foundation to engage in one
53
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of the “investigators share your work with one another” meetings that the Kellogg Foundation put
on. Gene and I continued to have an ongoing interaction for a few years. When it became clear
that I could engage in this work in a full-time way with a dedicated staff of people, Gene was at the
top of my list for potential colleagues to join me at HCA. He did join me at HCA as part of the
Quality Resource Group.
After we‟d worked together for a number of years in Nashville, Gene‟s wife decided to go
for her law degree back in New England. (Gene had been at Dartmouth at the time when I
recruited him to HCA.) They returned to New England for Sandy to get her law degree and for
Gene to resume his work at the Dartmouth-Hitchcock Medical Center. Gene later participated in
my decision to come to Dartmouth. He joined me at Dartmouth as a fellow faculty member in this
core faculty at the CECS.
Gene is a great colleague. He loves to write and loves to apply social science. He has this
gift of thoughtful design and good evaluation. Gene is eager to share that through networking and
formal publication. He has been a perfect match for me. Over the years, Gene and I have coauthored dozens and dozens of publications.
Gene has been active and creative with suggestions about ways to develop this community.
Gene was the one who suggested the idea of Summer Camp. Gene suggested the idea of getting a
group of us together who were beginning to build this knowledge. It was a group of friends—
people we could trust and people we respected. This group included Don Berwick, Jim Roberts,
John Ware, Allyson Davies, Gene Nelson, Jim Schlosser, Dave Gustafson,55 me, and eventually, Vin
Sahney.56 We didn‟t know what to call the group. We met quarterly or three times a year in airports
because we were coming from a variety of different places.
It was somebody‟s birthday. We decided to write the name of this thing in our calendars as
“The Birthday Club,” because we thought that no self-respecting adult would want to join a birthday
club. That Birthday Club eventually became the Board of Trustees of the Institute for Healthcare
Improvement. What started out as a value of The Birthday Club—friends who trusted and
respected each other—became part of the value set of the formation of the Institute for Healthcare
Improvement.
Gene‟s role in all of this has been as a long-term fellow traveler, fellow student, fellow
faculty member, fellow author—a true colleague.
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NEUHAUSER: We should touch on a few other names here. Tina Foster.57
BATALDEN: Tina was another of the VA Quality Scholars. She came to the VA hospital
that is affiliated with Dartmouth in White River Junction, Vermont. When I came to Dartmouth,
Gary De Gasta58 was the CEO of White River Junction. He was particularly interested in
understanding about Deming. We worked on Deming‟s view of organization as a system.
For many years, I had passed over Deming‟s Figure 1, “Production Viewed as a System,” in
his book.59 I thought that it just applied to manufactured goods. One day, it occurred to me that I
could just change a few of the words in Figure 1 and it would be possible to think of health care in
terms of a system. We created an exercise around this. White River Junction became one of the
places where we built out that understanding. With that understanding, that small hospital won
several internal quality awards of the Veterans Administration. It was in that environment that we
had the local VA Quality Scholars program. Greg Ogrinc and Tina Foster were part of that.
Tina came to the VA trained as an obstetrician. She also had finished her master‟s in public
health from the Harvard School of Public Health. She was particularly interested in the focus on
taking action and linking knowledge to action that was a part of the VA Quality Scholars program.
She took that program and excelled at that. Her love of knowledge building and epistemology,
dating back to her undergraduate days at Berkeley, made her a natural in all of this. She‟s a
wonderful teacher and a wonderful academic leader. She is particularly gifted in the field of
residency education. She became a part of the formative group creating the combined residency,
which we called the Leadership Preventive Medicine Residency, at Dartmouth. Tina was also
involved in graduate medical education nationally with the Accreditation Council for Graduate
Medical Education.
NEUHAUSER: Organizations, people, ideas—this theme runs through this. We should
touch on Linda Cronenwett.60
BATALDEN: Linda Cronenwett was a nurse researcher/nurse educator at Dartmouth
when I met first met her. She became curious about the ways in which these ideas about
improvement of health care fit with nursing and nursing research. Linda went from Dartmouth to
take a position as professor at the University of North Carolina, where she became the director of
nursing research in the School of Nursing. She was soon recognized as a person who should
become the next dean of the School of Nursing there at Chapel Hill.
In that role, she actively participated in Summer Camp. She led the nursing deans from
Summer Camp into the creation of the Quality and Safety Education for Nurses (QSEN) program.61
That program was supported initially by the Robert Wood Johnson Foundation, but has been taken
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up now by the National Council of State Boards of Nursing. The requirements for qualified nursing
education now include the content of the QSEN program for nursing education that Linda and her
colleagues developed. This is a perfect example of how the friendship community of Summer Camp
gave rise to a national public policy change that was of great significant to the field of nursing.
NEUHAUSER: Jack Wennberg.
BATALDEN: Jack was the son of a Norwegian immigrant. He went to New England and
began to work on the wide variations that existed in health care practice and outcome in Vermont,
initially, and later worked on Boston and New Haven. Trained as an epidemiologist and a
nephrologist, Jack realized that there were patterns of this variation that existed. He came to believe
that “geography was destiny”—that if the pattern that was prevalent in the community where you
lived was, for example, that people die in a hospital—that would become your destiny for having
chosen to live in that geography.
Jack and I were sitting together on a transcontinental flight to California. We began to
explore the synergy between his thinking about geography as destiny and my thinking of geography
as context. Jack had an elegant way of describing the patterns in the data and the situation in health
care, but he didn‟t have a path for taking action on that. I was interested in linking that knowledge
and other knowledge for the purpose of taking action. There was a natural synergy between his
academic interests and mine. At one time, we occupied the same floor in an old dormitory at
Dartmouth called Strasenburgh Hall. At one end of the hallway was “Geography as Destiny,” and
at the other end was “Geography as Context.”
NEUHAUSER: Did you help him with the atlas?
BATALDEN: Yes. The atlas had been put together, and Jack was wondering where and
how that should be published. I said, “Why don‟t you have the American Hospital Association
publish the atlas?” Jack looked at me and said, “What? This is talking about patterns of hospital
practice that are variable.” I said, “Gail Warden is going to be the chair of the American Hospital
Association. Jack Lord62 is active on the staff of the American Hospital Association. I think those
guys would be quite interested in promoting the publication of the Dartmouth Atlas.”63 It worked.
The American Hospital Association published the first editions of the Dartmouth Atlas. It called
attention to these patterns of variations across states and across the regions that Jack had identified.
NEUHAUSER: It received a huge amount of publicity within and outside the field.
BATALDEN: Yes.
NEUHAUSER: I think it displayed long-term wisdom on their part.
BATALDEN: I think so, too.
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NEUHAUSER: Another name. Gerry O‟Connor.64
BATALDEN: Gerry was the first person in his family to go to college. Gerry then decided
that college was such a good deal that he went on and got a Ph.D., and he thought that was such a
good deal that he got a second doctorate. Gerry is one of the few people in the world with two
doctorates. Gerry became the head of the educational activities in the CECS. Gerry was also the
consulting statistician and epidemiologist for the Northern New England Cardiovascular Study
Group and subsequently for the National Cystic Fibrosis effort.
Gerry believed that these ideas of improvement and of taking action based on knowledge of
the system and the variation that was present could be made real and concrete. In the Northern
New England Cardiovascular Study Group, Gerry would set those meetings up in such a way that
people would travel to each other‟s place of work and observe the patterns of practice for
cardiovascular surgery in northern New England. With that pattern of system exploration and
actions taken to reduce unwanted variation, the Study Group drove the mortality rates in
cardiovascular surgery to the lowest in the country over the years that Gerry facilitated their work.
Subsequently, he managed to convince the leadership of the Cystic Fibrosis Foundation that
as a complement to their drug discovery work—they were screening perhaps 10,000 chemical
compounds a day in their active program of drug discovery—years could be added to the lives of
people with cystic fibrosis right now if the performance of all cystic fibrosis centers could be raised
to the level of the best performing centers.
This was not an easy proposition because the Cystic Fibrosis Foundation leadership thought
that they wanted to preserve the confidentiality of the identity of the particular center as a quid pro
quo in getting the center to continue to submit data. Gerry managed to convince CFF that it would
actually be better if they were to open up the identities and allow people to learn from each other.
There are some interesting stories about this.
Dr. Atul Gawande wrote this marvelous article in The New Yorker called “The Bell Curve.”
In it, he talks about this variation in practice across cystic fibrosis centers. 65 In Cincinnati, Tom
Boat66 was the medical director of the Cincinnati Children‟s Hospital. He was a pulmonologist and
cystic fibrosis specialist. Tom had made it clear to the parents of the children with cystic fibrosis
that the hospital wanted to offer the children the best care that they possibly could and that they had
this data that they were using. This is what Gerry was involved in, sort of organizing for the
National Cystic Fibrosis group.
Tom was showing this data in Cincinnati and commenting about where the Cincinnati
Children‟s Hospital‟s performance ranked among the various national centers. It wasn‟t at the top in
everything. The parents noted that cystic fibrosis care at Cincinnati Children‟s wasn‟t at the top.
They made note of that, and they were having a conversation about that.
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Then the medical director of the Cystic Fibrosis Foundation came for a visit. The subject of
the experience of variation across the centers came up with the parents, with Tom Boat, and the
others who were caring for these children. The medical director said, “Part of why the centers
provide us with their data is that we agree to preserve their confidentiality.”
The mother of one young girl with cystic fibrosis stood up and said to this national medical director,
“What moral right do you think you have to withhold information that could benefit my daughter?”
That was not a comfortable question for that medical director to receive. What happened as a result
was this commitment on the part of the leadership of the Cystic Fibrosis Foundation to work
toward transparency across these centers.
Gerry O‟Connor was masterful at provoking change. At the national meeting of the cystic
fibrosis centers, he said, “We have a proposal to begin to show up together at the nude beach.” He
was offering a light-hearted way of describing what was for many a “nude beach.” It was a challenge
to think about putting your data out in public amongst other cystic fibrosis centers in an identified
way. Gerry helped lead the opening use of information in a very special way for that community,
making enormous changes in the process.
NEUHAUSER: Before we move on to changing graduate medical education, I want you
to touch on Steve Plume.
BATALDEN: Steve Plume67 is a cardiovascular surgeon who was president and CEO of
the Hitchcock Clinic. When I came to Dartmouth, Steve was very interested in working closely with
us and having me involved with Gene Nelson and himself in the workings of the DartmouthHitchcock Clinic. Steve was a leader who was deeply curious. He would marvel at the differences in
primary care settings and surgical settings. We were talking one day about his observation. I said,
“Steve, why don‟t you go watch the way that primary care practice actually goes on?”
He put on a short white coat and went to observe in the primary care practice setting as a
student. He came back and he said, “Paul, those guys work in glue!” I said, “Steve, who owns the
glue?”
He was a deeply curious fellow who, during his time as the CEO, fostered an enormous
interest in getting better. He was an active member, with Gerry O‟Connor, of the Cardiovascular
Study Group, and he was an active promoter of the improvement of the Hitchcock Clinic and the
Hitchcock Medical Center.
In his retirement, Steve decided that he would become Dartmouth‟s oldest teaching
assistant. He joined our classes as a teaching assistant. We would always give Steve the last word in
the class. Steve had a chance to summarize what we had been talking about in the class in a way that
made sense to him. It was such a gift, and the students really appreciated Steve‟s synthesis of what
had gone on during the class. He was a dear friend and close colleague. He‟s an artist as well. He
continues to be very active as a teacher and as an artist in his retirement.
NEUHAUSER: Your work at Dartmouth certainly is a major part of your life and well
worth touching on. But there‟s another part we should move to, and that‟s the transformation of
graduate medical residency training in medicine, and then undergraduate education.
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BATALDEN: At Henry Ford, I had the capacity to offer a class around quality
improvement. The class occurred at night, starting at 4:30 or 5 p.m., and it went until 9. One of the
students in that class was a particularly eager guy named David Leach. David was the director of
graduate medical education at Henry Ford. David said to me, “I came to those classes tired and left
awake! Those were wonderful sessions for me.” David and I got to know each other in those
classes.
One day, David called me into his office and said, “Paul, I need your advice. They want me
to consider becoming the director of the Accreditation Council for Graduate Medical Education
(ACGME) in Chicago. Do you think I ought to take that job?” I said, “I‟ve had several different
jobs. Every time I‟ve re-potted myself, there has been new growth in me, and it might be the same
for you.” He said, “Will you help me?” I said, “I will, if you agree to add a couple of words to the
requirements for graduate medical education—something to the effect of „and to be able to improve
care‟.” He said, “I believe that. That‟s what I want to do.” I said, “Fine. Sign me up.” He said, “I
didn‟t say I was taking the job yet. I just want to know if you‟d be willing.”
He went to Chicago from Detroit and took on this job. He invited me to come and visit
him. We talked about various kinds of roles. I actually said, “I think I prefer to just be your friend.”
I‟d be a “Friend of David‟s,” which is this unorthodox kind of role at the ACGME. I was simply
the Friend of David‟s. I wasn‟t in any named position. I was just a volunteer. David said, “I‟m glad
to have you come, but I have no salary for you.” I said, “That‟s not really important. The issue is to
work on something that‟s worth working on.”
I would come to visit as David‟s friend once a month and did so for ten years. I got to play
a number of different roles. One was as head of the advisory committee on outcomes for graduate
medical education. That was the committee that oversaw the development of the general
competencies. When David was recruited to the ACGME, the board had been particularly
interested in turning the focus of the ACGME from process to outcome. One of David‟s first tasks
was to define what the outcomes should be in graduate medical education. The Robert Wood
Johnson Foundation gave the ACGME a small grant to facilitate this exploration of what the
desirable outcomes might be. The staff undertook an enormous research effort to explore the
literature and interview hundreds of people about this. They came up with more than 100
competencies for graduate medical education. They knew that you couldn‟t have more than 100
competencies. They worked at reducing those to 12 or 13.
At a meeting of our advisory committee, they were listing off what these items might be.
When they got to “continuous quality improvement,” one of the surgeons visibly started to retch,
and I knew we would have to change the title of that particular competency if we were going to have
him with us. I suggested, “Maybe we could call it practice-based learning and improvement.” He
said, “Absolutely! That would be just great!” I said, “Fine, that‟s exactly what that one should be
then.” After working on it, the staff said, “We can‟t get this number of competencies under eleven.”
I said, “Let me try.” I worked at this overnight and got them down to six. Those six, with some
modification, became the general competencies for graduate medical education.68
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David Leach was a resourceful, creative communicator about these competencies that
allowed them to move forward in the educational community. There was enormous skepticism
about the concept of systems-based practice. For example, one pulmonology fellow was particularly
upset about this because she suspected that this was “coded speech” for some kind of administrative
plot.
David said, “Have you ever had a patient in the emergency room having trouble breathing?”
She said, “All the time.” He said, “Did you make a decision to admit the patient then to pulmonary
intensive care?” “Yes.” “Then did you go to the intensive care unit to wait for the patient?” “Yes.”
“Was there ever a delay in the patient coming from the emergency room to the pulmonary intensive
care unit?” She slammed the table and said, “Absolutely! It drives me crazy!” David said, “That‟s
exactly what systems-based practice addresses.” It was such a beautiful example of David‟s skill as a
communicator.
Another time it was a pathologist who suspected that this was a plot of some kind. David
said, “Do you know about anatomy?” The pathologist said, “Of course I do. I‟m a pathologist.”
David said, “Do you know about physiology?” The pathologist said, “Of course I do. I‟m a
pathologist. I understand both anatomy and physiology.” David said, “Systems-based practice is
like the physiology of medicine and health care.” The pathologist got it.
David‟s skill was this ability to help people connect their basic knowledge and values with
these competencies. He had a way of inviting the whole person to the job. David could invite the
head, the hands, and the hearts of the professionals. People from diverse backgrounds would
respond to David‟s invitations in a way that was unusual. It was my privilege during this decade to
be active with David in a variety of different initiatives that had to do with moving these
competencies forward.
NEUHAUSER: This was a new set of competencies that wasn‟t there before.
BATALDEN: The competencies were: patient care, medical knowledge, practice-based
learning and improvement, interpersonal skill and communication, professionalism, and systemsbased practice. These competencies were generally accepted. The ACGME said, “Okay, we agree.
These are basically okay.”
NEUHAUSER: It would be hard to disagree that we like professional people with high
ethical standards who are concerned and thinking about making things better.
BATALDEN: Right. There were two things that are worthy of comment. First of all, with
respect to the progression of these things, it was 18 months from the time the Accreditation Council
for Graduate Medical Education adopted these six competencies until all 24 specialty organizations
embraced them. Never before had this happened.
NEUHAUSER: This was a vote by each of the individual specialties?
BATALDEN: It was a big deal to make this change happen, but also illustrative of how
David managed that change. One of the specialties came to David and said, “What do you think
this means for us?” David‟s response was, “How would I know?” They said, “What do you mean?
You‟re the director of the ACGME, and you‟re just about to push this on us.” David said, “I‟m not
trying to push anything on anybody. You have to tell us what this means for your specialty.” “You
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mean, we can do this?” They went right to work. They developed exactly what those meant for that
particular specialty. That happened over and over and over again, and it led to this rapid uptake of
this work.
At any rate, it was a great privilege to be working with David on this. The recognition that
the educators couldn‟t stand alone on this was very clear because the educational community can
decide what it‟s going to require of its students, but it‟s not going to be real if it‟s not tied to what it
takes to become a certified specialist of this or that.
It was February 9, 1999, when the ACGME passed these six competencies. On February 19,
1999, David set a dinner meeting with David Nahrwold,69 Marvin Dunn,70 and me, at Gordon‟s
Restaurant, which doesn‟t exist anymore. Marvin Dunn was the kind of guy who knew everything
there was to know about making change happen in medical education. He had been dean at several
different schools and had been around the AMA in leadership roles. Marvin said to me, “David
Leach and I are just going to talk so that you, Paul, and David Nahrwold can have the real
conversation.”
Now the “real conversation” was related to this notion of competency because the American
Board of Medical Specialties (ABMS), the certifying bodies, had been ambivalent about whether they
should take up the notion of competency. It was a trial lawyer‟s dream to have competency put on
the table in some professional organization. So, ABMS had been a little nervous about taking it up
officially. Dave Nahrwold was the incoming president of the American Board of Medical Specialties
and was at the same time on the Executive Committee of the ACGME in their strategic planning
activity. He knew about what we had been working on in these six competencies.
Dave Nahrwold and I had conversation over dinner that night about the benefits of ABMS
(the certifying body) and the ACGME (the accrediting body for education) coming to exact
agreement on the same competencies. What was clear was that if these two bodies could agree on
the wording of the competencies and the same number of competencies, there would be a much
greater likelihood that these six competencies would actually see some service in the field of
professional development formation in medicine. Dave Nahrwold agreed with that. He thought
that was a splendid approach, and he was personally committed to leading that change inside the
ABMS. At the conclusion of that dinner on February 19, 1999, there was agreement between the
ACGME and the ABMS to pursue these general competencies. That changed American graduate
medical education.
NEUHAUSER: That dinner—February 19, 1999.
BATALDEN: At least it opened up an agreement that paved the way for major change.
Now the change, of course, didn‟t happen overnight and didn‟t happen without a lot of further
conversation.
NEUHAUSER: I think faculty are still trying to figure out how to do this.
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BATALDEN: Of course that‟s true, but we‟re seeing enormous creativity in the
community of people who are directly related to the development of junior doctors and their initial
certification and now also in the maintenance of certification activity. A couple things are
instructive. When David Leach started at the ACGME, there was a huge turnover among residency
directors because these people were perceived as being in academic “parking lots” waiting for a real
job to show up. They were in many ways thought of as being interim.
David said, “No, no, your job is really important. Your job is valuable. Your job is at the
heart of what‟s needed to make tomorrow‟s doctors real doctors for the future.” During David‟s
time, the turnover decreased amongst residency program directors.
As part of that effort, David focused on the work of Parker Palmer,71 an educator. Parker
focused on inviting the whole person who was the teacher to show up. Out of the blue, David
called Parker one day and said, “We‟d like to start. We‟d like to use your name. We‟d like to create a
Parker J. Palmer Courage to Teach Award of the ACGME and identify outstanding residency
program directors who have led the field by inviting the whole person—head, hands, and heart—to
show up in the education and development of specialist physicians.” Parker was delighted and said,
“Absolutely! My name is yours to use.” Out of that came the award. David and I had the joy of
working with Parker to teach these people and offer a seminar over the years.
NEUHAUSER: While this was going on in graduate training, what was happening in
undergraduate medical education?
BATALDEN: I mentioned earlier the work that Paul Griner had been doing with the
Medical School Objectives Project. Following that, David Stevens took the job as head of the
Liaison Committee on Medical Education (LCME). This is an arrangement between the American
Medical Association and the Association of American Medical Colleges to jointly accredit medical
schools and medical education. David Stevens became the head of the Accreditation Program for
the LCME activity of the AAMC and the AMA. David, of course, was a friend of the improvement
of health care. David Stevens had been active at Case Western, and then he had been active in the
VA starting the VA Quality Scholars program. While at the AAMC, he launched programs of
chronic disease improvement which was unusual work for the AAMC to be undertaking. His
conviction was that we had to create real live examples of this work for medical students to see what
was involved in functioning this way as a doctor.
David Stevens and David Leach were both very active in Summer Camp, so they had been
carrying these informal associations, both with younger physicians and their peer colleagues in this
work. It was a great gift to have David Stevens.
NEUHAUSER: The medical colleges came around to these competencies.
BATALDEN: What these people did was open the legitimacy of the topic. You can‟t
exactly make anybody do anything. These are a bunch of smart people who are involved in teaching
and giving care. What you have to do is attract them, but you can‟t attract faculty to something that
is shaky or illegitimate or in any way unworthy of their attention. What David Leach and David
Stevens were able to do by their work at the graduate and the undergraduate levels of medical
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education was to invite legitimate consideration of these notions and encourage participation in
these programs. They really helped.
NEUHAUSER: It was an extraordinary confluence of ideas. The next stage, then, would
be for practicing physicians to do this in their practice.
BATALDEN: Right. What happened was that at the same time that this change was
happening in the general competencies identification for graduate medical education, there was a
growing recognition that the specialty certification of physicians should not be a lifetime award. It
should be a time-limited certification.
Jim Stockman,72 who was at the American Board of Pediatrics, championed this. Jim
Stockman has told this story—he was giving a talk about time-limited certification. It had been a
particularly contentious meeting. At the end, the A/V operator came to give his slides back and
said, “Doc, I usually don‟t listen to what‟s going on, but were you talking about how you needed to
be reexamined for what you knew as a specialist?” Jim Stockman said, “I was sure trying, but you
saw the way the audience took it. It was not by any means 100 percent agreement.” He said, “Doc,
it‟s none of my business, but every three months I have to be recertified in order to run the A/V
equipment in this room. I can‟t believe that you got the reception you got from those people about
being a doctor.”
Jim Stockman carried the ball on time-based certification of specialty status. He recruited a
pediatrician by the name of Paul Miles to come to the American Board of Pediatrics. Paul Miles had
been the medical director of the HCA-managed hospital in Twin Falls, Idaho. Paul Miles came to
the American Board of Pediatrics in North Carolina and took over the staff leadership of the
maintenance of certification program, which he still does today. This is now a coordinated effort
across all specialties around the maintenance of certification of specialty status, based upon the
competencies that were defined initially by the ACGME and the ABMS.
NEUHAUSER: If one wanted change, then this change counts—change in the medical
school, change in the residency program, and change in recertification and practice. You can‟t
complain, “This change isn‟t big enough!”
BATALDEN: It‟s a huge change. Now the rest of the world is beginning to take note of
this. The same effort is going on in Europe. There is more and more recognition that they need to
understand these activities and integrate them into their formal professional preparations.
NEUHAUSER: Another place that has received your attention is the Joint Commission.
BATALDEN: Back when I was in the Public Health Service and the leader of the Bureau
of Community Health Services, my friend Jim Roberts was working with Paul Sanazaro73 at the
National Center for Health Services Research and Development. They had a program called
Experimental Medical Care Review Organizations (EMCROs), which were the first form of what
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has had a number of transformations since—becoming Professional Standards Review
Organizations (PSROs), then Peer Review Organizations (PROs), and now today, Quality
Improvement Organizations (QIOs). Jim Roberts was the project officer for the Experimental
Medical Care Review Organizations. He left to become John Porterfield‟s assistant when John was
the director of the Joint Commission.74
John Porterfield retired and Dennis O‟Leary75 took over. Jim Roberts functioned as Dennis
O‟Leary‟s chief lieutenant or vice director. Jim and Dennis O‟Leary began to work on the
development of performance measurement systems which could be used by the Joint Commission
to focus not just on process, but on outcome as well. They started with two or three diseases and
spent three years working on developing measures that would work. They decided that they also
needed performance measures for the performance of the whole hospital and convened a group to
advise them. The group consisted of you—Duncan—Arnie Kaluzny from North Carolina, Bill
Dowling, and me, among others. Bill Dowling76 had the dubious honor of leading the group.
At a meeting at the Joint Commission headquarters, Bill Dowling started by saying, “How
would we recognize a good quality hospital?” There was silence around the table. This was
embarrassing. Bill was increasingly uncomfortable with the silence and added, “I suppose we could
say that it was a good quality hospital if they were Joint Commission accredited.” There was
laughter around the table. This was a little more embarrassing. We were sitting at the Joint
Commission‟s headquarters, and there had been laughter around this response to the question about
how would we would recognize a good quality hospital.
That effort by the Joint Commission resulted in incorporation of the idea of quality
improvement into the standards of the Joint Commission. This was an important driver of the
change because, once again, it was more than just a change in language. There was a substance
change that the Joint Commission was signaling about the work of the hospitals. It was a privilege
for me to carry this work forward later when I become a hospital commissioner of the Joint
Commission. This whole hospital performance measurement development became the catalyst in
some ways for the change.
NEUHAUSER: I agree. That was another moment when that change occurred. The Joint
Commission found a lot of value in this kind of thinking. It broke a log jam in their thinking that
they couldn‟t get beyond. Now if they could say, “Show us you‟re getting better”—and invite you to
figure it out—it moves away from specific measures of diabetes, or what have you.
BATALDEN: Yes. It was the leadership of Jim Roberts and Dennis O‟Leary that made
that happen. It was fun to be a part of it and fun to encourage it and fun to help in a variety of
ways, but it was a joy to see them take this work forward.
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NEUHAUSER: I think another part of this was that, eventually, the Joint Commission
and IHI began a running conversation.
BATALDEN: Yes, exactly. The IHI is a whole important chapter that we haven‟t talked
about yet.
NEUHAUSER: Yes, the IHI seems to me a unique organization.
BATALDEN: The Institute for Healthcare Improvement is an organization that grew up
on the basis of its purpose and its values. The IHI began with a group of individuals who came
together to learn from and with each other, and that group of people met for a few years before we
decided as the Birthday Club to form an organization.
There were a number of things that were important in IHI‟s formation. The first was a
circumstance relating to a grant. Dick Sharp77 was the project manager for a Hartford Foundation
grant that Don Berwick had received to make some of this new quality information available in the
form of courses for the general public. Because those courses were run on a fee basis and bringing
in revenue, towards the end of the grant period almost no grant money had been spent.
Foundations are generally not happy to get the news that the funds that they‟ve allocated have not
been spent. They‟re usually not set up to receive them back.
Dick Sharp was cleverer than that. The quality field at that time was dominated by a few
leaders—Ed Deming, Joe Juran,78 Phil Crosby,79 and a few others. Outside of health care, the
quality community had divided itself into camps around these individual leaders. There was the
Deming camp, the Juran camp, and so on.
What Dick Sharp said to Don Berwick was, “Why don‟t you and Paul Batalden agree to
work together instead of forming a Berwick camp and a Batalden camp.” I had come into this from
a Deming perspective and Don had come into it from a Juran perspective. The pathways of getting
to where we were as the Birthday Club were slightly different.
Don and I met in his hotel room in Chicago. We agreed to cooperate. It was very simple.
We just agreed to cooperate instead of parsing out and individuating our respective insights into
some kind of a way of pitching one against another. Don was at a situation in his life where it made
sense for him to leave the organization that he was in.
NEUHAUSER: That would have been the Harvard Community Health Plan?
BATALDEN: Yes, he was in charge of the quality measurement unit at the Harvard
Community Health Plan. There was an expectation on the part of the senior leadership there that
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somehow by Don‟s efforts at good measurement, it would be possible to predict all the potential
harm that might occur to anybody in the Harvard Community Health Plan. That was an
increasingly intolerable situation for Don to find himself in. I think he was ready for a change, a
broader horizon.
I was at HCA and we had just begun an aggressive ramp-up on clinical improvement with
Henry Ford and HCA working together. I was not ready to leave where I was, but I was willing to
devote myself to the formation of a new organization. We agreed that Don would become the CEO
of the new organization, and I would be the chair of the founding board. The Birthday Club would
largely populate the board. We added a few more—Jim Bakken80 from Ford Motor Company, who
had worked with Deming, and a couple others.
Our first meeting was in the board room of the Nashville Airport. We went around the
table to see, “How long should we be thinking about?” The first person said, “We should certainly
plan to stay in existence long enough to spend out the grant.” Another said, “Maybe three full
years—not just spending out the grant.” Another said, “I think maybe five.” It got to be my turn. I
said, “We have to plan on at least 25 years.” People reacted, “What! Twenty-five years?” I said,
“Yes, at a minimum. Actually, I think this job is even bigger than that.”
We began. As a board, we had some experienced, senior people like Jim Bakken, who had
been on the board of Ford Motor Company and was a senior vice-president at Ford. As the chair of
this board, I wanted to get some sense about how the board would work as a board, because some
of the members of the Birthday Club hadn‟t been on boards before. We were dealing with a quite a
range of governance experience. We set aside one hour at each board meeting to read a chapter
from one of John Carver‟s books on governance. For that, I incurred the everlasting enmity of my
colleagues who hated the “book club.” We had good conversations, though, and came to a
common understand about how we would work as a board.
One of the important things that happened in the early days of the IHI was the conversation
we had around the mission of the IHI. Jim Bakken gave the IHI an important gift. He came to a
board meeting and he said, “I‟ve been looking at the words that we talked about last time about our
mission. We said that we would be an integrating force for health care improvement, but I want to
know if we‟re going to be an integrating force or the integrating force.” We then tried to help Jim
come to some understanding of what was there.
After maybe a couple hours of that discussion, we would get on to the business. At the next
meeting, Jim said, “I was looking at our minutes, at this piece in the wording of the mission
statement, and I‟m just not clear about…” He did this to us for three years! We couldn‟t get
beyond the conversation of the mission of this organization for three years. Jim Bakken kept asking
for clarification. It was such a gift, because we did get it clear about what we meant to do—what
our purpose was.
We had a legacy of respect and trust for each other as part of the value set of the
organization. It was an unusual board, though. We had board consultants come in from time to
time, and they told us, “You have to separate out the executive functions from the governing
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functions. It‟s just fundamental to any board.” I said, “We think of ourselves as a learning board.”
The board consultant would say, “No, that doesn‟t compute. You have to be either governance or
management.” I said, “No, we‟re a learning group of people. We come together to learn about the
improvement of health care.”
We would tee up issues and together explore ways in which the IHI might go about its work.
Business people on the board, like Jim Bakken and Heinz Galli, the COO of Swiss Air Hotel would
push us about what they called the USP. None of the rest of us really knew what the USP meant.
We learned that the USP meant the “unique selling proposition,” which referred to a recognizable
something in the market that could be discerned by someone who had the purchasing authority and
could make a decision to buy.
The discipline in the early days of the IHI was to “get your act together.” Don‟t just go
talking about being better by and by. If you want to put this offering in front of someone, then
make it clear and make the offering such that people can take a decision to make an investment. We
grew as a group because of that pushed discipline by these early business partners.
Along the way, Don and I grew much more real about what it meant to cooperate rather
than to compete. There were times, I‟m sure, that I wasn‟t all that he expected, and there were times
when he wasn‟t all that I expected. The reality, though, was that we worked hard to cooperate
because the stakes were so great. We were not on anybody‟s list when we started. We were just a
group of well-meaning and curious people. We were pretty well connected, though. We were about
one or two phone calls away from anyone that we felt we needed. We used those connections, too.
We had a deep desire to learn more about these new ways of measuring, changing, improving, and
leading the improvement of quality and safety and value.
In the early days, when people used the term “improving quality,” they didn‟t differentiate
between improving safety and improving quality, or between improving value and improving quality.
Improving quality meant improving quality, safety, and value. Today, with our desire to speciate
these things, I‟ve found it helpful to revert to the term “improving health care.”
NEUHAUSER: Just as you said, there could have been a Deming faction and a Juran
faction. There could have been a quality faction and a safety faction. It‟s extraordinary that those
divisions did not come about.
BATALDEN: Yes, we‟re facing an interesting challenge today as we think about value.
There are some who believe that you can make changes in the cost of care separate from the design
of the service or the care. That‟s a challenge that the current improvement community must step up
to, because nothing lasting will happen if we separate and parse out cost from quality and safety.
Part of the challenge is to see how these things can be addressed and approached synergistically.
NEUHAUSER: It seems that it would have been an easy transition from the Hartford
grant that brought this group of initial enthusiasts together to the thinking that, “This is so good!
Let‟s have an annual meeting.”
BATALDEN: Our first national meeting was in Boston, which you mentioned earlier,
where we had those hospital CEOs report on their progress. There were perhaps 100 people in the
room. The idea of an annual forum grew. The next meeting was the first annual forum, with
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perhaps 300 people. That was a learning experience for all of us, because there was a lot involved in
putting on a meeting smoothly. Out of that grew this obsession within the IHI for a smoothly
orchestrated meeting that‟s actually fun to attend and with many different possible directions it
could go in. The idea of having classes to learn about various data, tools, and flowcharting—the
things that had worked so well in manufacturing settings—that was another thing that was pretty
automatic. When we started to work on clinical areas, though, we struggled to figure out the right
focus.
One time, we were at Henry Ford at a meeting of the Group Practice Improvement
Network. Don and I were sitting together, listening to a report. What struck me was that we were
struggling with two bodies of knowledge. One body of knowledge we could refer to as the
generalizable science that is available related to this or that clinical problem. The other body of
knowledge has to do with the moxie that comes from making the local adaptation happen so that
the generalizable knowledge becomes a property of the local context.
I remember the first time we put all this together was around pressure ulcers. There was a
body of scientific knowledge, but there was also this nurse at Intermountain who was spectacular in
her ability to apply that knowledge and have a wonderful outcome for patients. On a napkin, I
sketched this idea of a way to couple these two different streams of knowledge with a generator
group of folks. We would invite people who had a shared interest to sign up to learn about this, but
to come only if they had support from their home team about this. The first time they met as a big
group, we would focus on a few of the most frequent and obvious kinds of things. The second
meeting in which the large group came together, there would be a chance for the folks who had
come to the first meeting to show off what they had been able to go back and accomplish. Then,
there would be a third meeting where we would invite, in addition to those who had been to the first
two meetings, outside folks who were just curious. That process was called, “The Breakthrough
Series.” What happened was that the IHI now had a way of enabling action at the local level. For
many years, that accelerated the change process in places that were interested in doing that.81
NEUHAUSER: This engaged a lot more people with interests that were in the IHI
context.
BATALDEN: Yes, exactly. Two of Don‟s sons got very active in political campaigns,
which gave Don the chance to learn about the details of running a political campaign. It dawned on
him that you had to be clear about the aim and the accountability for results, and then the time that
you were going to hold people accountable for if you were going to run a political campaign. It
dawned on him that a similar kind of campaign might be mounted around unnecessary loss of life.
The “100,000 Lives Campaign”82 was hatched on the basis of that insight. The planks for that
platform were developed on the basis of knowledge of the literature and Don‟s grasp of where the
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potential was for making the gains.
That opened up tension because now the IHI was getting much more visible. A lot of the
folks in the established community of interpretation of data were a little nervous about this relatively
rapid or accelerating kind of action-taking. It focused around the particular concern about patients
who were deteriorating in the hospital and who might benefit from a rapid reassessment. There was
interest in Australia, where this anesthesiologist had gone from the UK. Don picked that up, and
that became part of the 100,000 Lives Campaign.
What got launched at that same time was this question about the science of improvement,
and whether action was being invited in advance of the science or in response to the science, and
how much evidence was needed in order to make the response, and so on.
It was against that backdrop that the international meeting was going to occur in Bergen in
2003. I was invited to give the opening remarks because I had been a visiting guest professor at
Bergen for a number of years. I decided to focus on this challenge of whether improvement was
“science-lite.” As I was reflecting on what we actually did to make improvement occur, I realized
that we had to bring together the generalizable science and a knowledge of a particular context. We
did that with an expectation that we could measure performance improvement. It was a logic
formula: generalizable science plus a particular context “arrow” measurable performance
improvement. I realized that I had been using that same logic formula thousands of times before in
the clinical care of a patient. It wasn‟t a particular context, but it was a particular patient.
As I reflected on that simple description of the logic, it was not a matter of “science-lite,”
but more a matter of “knowledge-rich.” What recurred was this theme of the multiple
epistemologies and the history of ideas—because you build knowledge of the generalizable science
by controlling context out as a variable, and you don‟t leave context out when you‟re seeking
knowledge of the particular context—you obsess about the context. You want to understand
everything you can about the context so that you can use those clues in designing a connection
between the generalizable science, and so on.
I began to realize that it was the different ways of building this knowledge in this work of
improvement that was fundamental to my understanding of what we were trying to do. Over time,
the IHI recognized that it needed to broaden its scientific review process and established its Science
Advisory Committee to work with Don and the leaders of the IHI. It was also the case that they
needed to publish their work in peer-reviewed places. They couldn‟t just promote their work in
some glossy flyers. Frank Davidoff83 joined the IHI at that time after his retirement as the editor at
the Annals of Internal Medicine. He had a wonderful effect on the IHI‟s staff and on the disciplines of
the IHI.
One day, he called me and said, “Paul, you aren‟t writing very much. You need to write
more.” I said, “Frank, what‟s your theory of the written record?” He said, “What?” I said, “Just
help me understand how you understand the intention of the written record.” He said, “Nobody
has ever asked me what my theory of the written record is. Let me think a little bit about that.”
He thought about it and we exchanged ideas. I said, “Maybe what we need to do is to take
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these ideas and create guidance for people wanting to write about improving care.” That‟s the birth
of the SQUIRE publication guidelines as they came to be known.84
What also happened as an outgrowth of that knowledge-rich multiple epistemology stuff was
that the following year in Paris, there was the same international meeting. Vin McLoughlin85 of the
Health Foundation was intrigued about this controversy and wanted to have a debate. Don was not
particularly keen about having a debate about this, but wanted to have a panel discussion about it.
Vin McLoughlin invited Paul Bate86 and Don invited me to join this group. We assumed it would
attract 20 or 30 people. There were about 350 that came to the conversation .
Vin McLoughlin realized that this was quite an interesting conversation because there were
multiple ways of knowing that had to come together, and that were being discussed, but not always
with a perspective about, and which respected, each of the knowledge traditions.
After that session, she turned to me and said, “Maybe we should develop this a little
further.” I said, “I‟ll write you a little thing about that.” I wrote her a two-page description of how
we might invite a group of people to come to some further consideration of this “multiple ways of
knowing” topic. She liked that idea and said, “Paul, the way the Health Foundation usually works is
that somebody applies for one of our grants, then we give them the grant, and then they administer
the grant.” I said, “You just pay the grantee‟s overhead in doing that. Why don‟t we save the
Health Foundation some money? You just pay for whatever costs are involved in bringing this
group of people together directly from the Foundation. The Foundation would really run the thing.
You and I can co-lead it.” She said, “That‟s a little unusual, but okay.”
We created an advisory group, a wonderful group of people, to advise us about the people
we wanted to have. We wanted people prepared in different disciplines, but who knew something
about improvement and could engage in a good conversation. The Health Foundation in the UK
agreed to find a venue to do this. I had no idea where we would end up.
NEUHAUSER: Did they pick a venue!
BATALDEN: They picked this venue in an English manor house called Cliveden, which is
on the banks of the Thames and which was the site of the Profumo affair many years ago. At any
rate, it was an elaborate, wonderful place to have a meeting. The people were wonderful. You were
there, Duncan, so you know these people. We had people from foundations, clinical trialists,
statisticians, sociologists, political scientists, and editors. It was a rich exploration of this territory of
these multiple knowledge systems.
The meeting was going smoothly. On Thursday night, people were beginning to
contemplate their return home, but their preparations were interrupted by the eruption of
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Eyjafjallajökull, the Icelandic volcano. The air space over the UK was shut down. Instead of an
early departure, people were going to be stuck there. We had a chance to replay the meeting in
some series of informal interactions, which actually built another community of friends out of that
experience.87
One of the themes that I see here with the Birthday Club, the IHI, the Summer Camp, and
the Cliveden group is this theme of people who respect each other and who make things happen
because they can trust one another. That never seems to be understood in the real world of policy
change. I‟ve come to appreciate that about the IHI and about the work. Underneath this for me
has been this persistent curiosity about the multiple ways of knowing that are really important as we
go forward in the improvement of care.
NEUHAUSER: You‟re hovering on the middle to high level of theory in doing that. It
strikes me as like a good Russian novel. The characters keep coming back in different appearances
and doing different things. Many people reappear in another context.
BATALDEN: Yes.
NEUHAUSER: “Dance to the music of time” is a good description of this—with likeminded people.
BATALDEN: Yes, that‟s really true.
NEUHAUSER: We should talk about one of the things that came out of IHI. It started as
an American enterprise, and then it began to go farther afield as other people picked it up.
BATALDEN: Right. One was done in partnership with the British Medical Journal. The socalled European Forum attracted people from many other countries as well. It lost its identity as the
European Forum and became known as the International Forum, but continues to be done largely
in partnership with the British Medical Journal and the IHI. The Health Foundation has stepped in
and played an active role in sponsoring the science.
The challenge of that meeting has been to continue to reach out to the developing countries
as well as to other more financially well off countries as the work goes on in each country with its
own signature. The work in France is very different from the work in Germany, which is very
different from the work in Norway, which is very different from the work in Sweden, and so on.
We can learn from that set of differences.
NEUHAUSER: Anthony Staines88 found two places in the world that he thought were
extraordinary as measured by their real efforts as systemic improvement—one is in Salt Lake City
and the one is in Jönköping, Sweden.
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BATALDEN: Yes. Brent James has done a wonderful job in energizing and leading the
Intermountain efforts in the Salt Lake City area. It‟s been fun to be connected with that work. I
had the chance to visit with his alumni group recently, and it‟s a wonderful example of how a
creative and curious leader like Brent and a whole team of others from Intermountain have brought
about this system-wide change.
I‟ve been much more closely connected to the Jönköping, Sweden, experience, which began
in 1994. It started in Norway with Egil Haugland from Haukeland University Hospital in Bergen.89
Egil was curious about this work of quality. He had worked in the oil industry in Norway before
becoming the CEO of this hospital and had had some of the training staff from the oil company
come and work with him in the hospital—which was not universally accepted by the medical staff.
He was looking for ways to bring health professional educators into that work and was going to take
an opportunity to visit with the IHI when they held a meeting in California. He had heard about
this fellow named Batalden and knew about a little island called Batalden, located north of Bergen
and outside of Florø, out in the North Sea. He wondered if there was any connection. I explained
that my grandfather had come to Minnesota from that area in Norway.
He took a flyer and said, “Maybe you‟d come and give a series of lectures in Bergen.” That
led to other interactions in Norway. It also connected me to the Norwegian Medical Association
and the work of Hans Asbjørn Holm.90 Margareta Palmberg91 in Sweden was a part of the
Landstingsförbundet, the association of counties of Sweden. She was working on leadership
development in those counties for the improvement of care. When I came to Bergen, she wanted
me to come to Stockholm.
So, I would go to Bergen and then to Stockholm. In those early years, the leadership of
Jönköping County Council emerged. Sven-Olof Karlsson was the CEO, and Göran Hendricks was
the in-service education director in a unit that he called “Qulturum.” Mats Bojestig, an internist
from the Highland Hospital, and Boel Andersson Gäre92 from the pediatrics department and public
health departments came together to invite learning by the members of the county council. They
fostered within the county hospital system a strong culture of improvement through courses and
learning opportunities and meetings.93
In 2005, Göran Hendricks, Peter Wilcox, and some colleagues from the U.K. were making a
presentation at an international meeting. They were talking about how common it is for the first
invitation that people receive to participate in an improvement effort to be accepted eagerly. The
next invitation to get involved in a different improvement effort is met with a little bit of a pause.
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By the third invitation to get involved in improving something, people find they have other things to
do. There is an “improvement exhaustion” going on because it is perceived as inviting people to
add things to their workload. They have their usual jobs, but then this improvement thing comes
along as an add-on.
What dawned on me was that we would never make the improvement of health care part of
the daily work if we kept the professional development and formation of the doctor, or of the nurse,
separate from this work of improvement. Many things were coming together at that time. The
ACGME‟s competencies were coming together, as was the work at Dartmouth around the
education of the young doctors, and the work on and understanding of these multiple
epistemologies. It became clear to me that the thing that would help stabilize a generative, vital kind
of improvement effort would be the creation of a link among the efforts at system improvement and
system performance with our measure and attention on outcomes and better professional
development. That gave rise to this inextricable triangle of better outcomes, better system
performance, and better professional development. We could demonstrate that at Dartmouth, but I
was curious about whether we could do it in Sweden.
We met with Mats Hammar, the dean of the Linköping Medical School, and Sven-Olof, the
CEO of the Jönköping County Council. I was opening this idea about this triangle. I said to Mats
Hammar, “Here is what I think the possibility is here. There aren‟t competing medical schools.
There is only one medical school for this area. With the care system what it is, we don‟t have to
worry about lots of different players. You are the player. It occurs to me that there is a relationship
between the professional development, the system performance, and better outcomes.”
He said, “Yes, but Paul, I‟m the dean. I‟m an educator and I live in the professional
development corner of the triangle.” I said, “That‟s where your feet are, Mats. You stand in that
corner of the triangle. That leaves your eyes, your hands, your head, free to pay attention to the
other two corners of the triangle, which are better outcomes for the individual population and better
system performance.” Sven-Olof, the CEO of the care system, said, “I am like Mats, only I live
down here, Paul, in the better system performance corner.” I said, “The same thing is true for you,
Sven-Olof. You have your feet there, but your eyes and hands and attention can be on the other
parts of the triangle.”
We began to have conversations about the creation of a Jönköping Academy. This would be
a place where the municipality, the county, and the university would come together for the purpose
of making this triangle a reality. The academy will celebrate its fifth year, working on better
outcomes, better system performance in quality and safety and value, and better professional
development.
NEUHAUSER: This is with Johan Thor, isn‟t it?94
BATALDEN: Johan Thor is working together with Boel Andersson-Gare as the leadership
of that activity.
NEUHAUSER: Julie Johnson was there last week.
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BATALDEN: Julie Johnson was there.
NEUHAUSER: Margie Godfrey got her degree there. It sounds like more than just you
building that bridge.
BATALDEN: Absolutely. Tina Foster is involved in the coach education for the
Practicum Project, and the Practicum Project is based on the residency program in the Leadership
Preventive Medicine Residency.
NEUHAUSER: You‟re invited to think about the future. It would be interesting with all
of which you have observed. Give us some thoughts about what you think is going to happen.
BATALDEN: Along the way I had the chance to get to know an Englishman by the name
of Reg Revans. He had written a monograph for the Nuffield Trust called “Standards for Morale.”95
He was talking about the wastage of nurse cadets. He was particularly interested in the creation of a
learning environment for work, and is the father of action learning in the UK. He described to me
what the Cavendish Laboratory was like when he was a young physics student at Cambridge
University.
NEUHAUSER: He was at that famous place!
BATALDEN: Yes, he was there when Rutherford was the leader of the Cavendish
Laboratories at Cambridge.96 He said that Rutherford had a habit of focusing a session on what
people were trying to figure out. He wouldn‟t let people talk about what they thought they already
knew. He wanted people to talk about what they were trying to figure out. Rutherford understood
the importance of questions. It‟s really our current perceived ignorance that drives science. The
important questions for the improvement of health care will drive the improvement of quality.
Getting clear in our mind what the important questions are will be very important.
One of the challenges we face is that we‟ve created work that is perceived itself to generate
burden for the worker—there is workplace-generated worker burden in health care. What will it
take for us to turn that around? There are lots of questions that might come to play there. How
might we think in flexible ways about value creation? I don‟t know what the important questions
are, but I know that us having conversation about what the important questions are will actually
drive the future of the development of quality.
A second driver of the future of quality will be the various ways in which we model the
creation of value. It‟s popular today to talk about a value chain, and value chains work very well in
the manufacturing world, when the product is a good, not a service. The challenge for us is
developing models of value creation which reflect the work itself. There will need to be multiple
models of value creation that will allow us to pursue better value in health care.
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The third driver has to do with the way we use information technology. Currently, we don‟t
use information technology very much to remove work from the work of health care. Other
industries have moved well beyond health care in our ability to use information technology to take
work out of the work. We have yet to do very much of that. We have that ahead of us.
The fourth driver has to do with our recognition of the co-production of health care. This
goes back to my experiences as a beginning doctor, where I learned that I didn‟t really produce
health in another person. I did things that helped that person get better or be in better health. We
are likely to see real benefit from these insights that actually go back to Victor Fuchs 97 and Elinor
Ostrom98 and others, as they explored this idea of the meaningful co-production of services. It‟s not
just a matter of co-production for the sake of co-production, but it‟s co-production of good care
that we have to really work on.
The last point has to do with this perception that somehow improving work is an alien
construct with respect to what it means to be a professional. Fundamentally, being a professional
involves being able to do your work and improve your work. Every professional has two jobs: to do
their job and to improve their job.
NEUHAUSER: That‟s probably a very good place to stop.
BATALDEN: Yes. Thank you very much. I hope that this will be of value to someone
who wants to understand this time that we‟ve had. It‟s been a wonderful time to work and learn.
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