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Competing theories: Bad Apples Theory 
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Model 2:  Continuous Learning & Improvement
“Every Defect is a Treasure”
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Solutions for Patient Safety



“The First Law of Improvement”

Every system is perfectly designed to achieve exactly 

the results it gets.

To get a different result, we must change the system.



Changing Systems…
Step 1 Choose Aims

“Aims create strategy; Strategy creates results” – Dennis Wagner, former CMS official

Aim = Seizure Free Days
To

Aim = Healthy Days without a Seizure



Step 2: 
Identify A Theory of How to Improve a System
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Example: improving restaurant ratings
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Measures:
- Star ranking
- Yelp reviews
- Tips
- Profit (balancing)

Process 
measure: 

Tips

• Screen for service in interview
• “At the elbow” coaching
• Monthly service review 

brainstorming



Drivers & Processes are Linked!
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Step 3: Understanding the system (1)



Understanding the system (2): 
Probability of performing perfectly

No. of  
Steps

Probability of  Success for Each Element

1

25

50

100

0.90  0.95 0.990 0.999

0.90  0.95               0.990              0.999

0.07      0.28               0.78                 0.98

0.005     0.08                0.61                 0.95

0.00026    0.006              0.37                  0.90



Step 4: Improve the System – Simplification
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Step 4 Improve the System – Standardization
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Adapted from Juran J, Godfrey AB, eds. Juran’s Quality Handbook: Fifth Edition. New York: McGraw-Hill, 1999.



Step 4 Improve the System – Standardization



Step 4: Improve the System – Hierarchy of Controls





It’s the system…not the people

Step 1: Choose Aims

Step 2: Identify a theory of change

Step 3: Understand the system as it is

Step 4: Improve the system

 A. Simplification

 B. Standardization

 C. Use Hierarchy of controls

https://hbr.org/2024/07/to-improve-
health-care-focus-on-fixing-systems-not-
people 
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We will not rest until everyone 
has the best care and the best 
health possible.

Thank you
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