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Quality of care has become an important concept in
healthcare, following the Institute of Medicine report “To
Err is Human,” which suggested that there were as many as
98,000 medical errors per year in 1999 [1]. According to the
US Health and Human Services Agency, Quality improve-
ment (QI) “consists of systematic and continuous actions that
lead to measurable improvement in health care services and
the health status of targeted patient groups” [2].

Academic departments have a multifaceted mission to ed-
ucate future healthcare leaders, provide high-quality care and
value for patients, and advance research and scholarship inno-
vation [3]. Many academic medical centers, under which clin-
ical departments function, are tasked with addressing growing
demands of value (quality and safety and experience divided
by cost), as well as with supporting effective QI activities [4].
However, several barriers have been described in
implementing quality programs within academic departments,
including lack of departmental support, limited engagement
by faculty and trainees, and limited expertise in QI [4]. Prior
publications have described faculty development in QI and
patient safety expertise and have documented the successful
development of quality programs in other specialties such as
internal medicine [5, 6].

In psychiatry, QI projects are well described in the litera-
ture, including innovative projects to reduce antipsychotic

polypharmacy, integrate behavioral health and primary care,
implement interdisciplinary care rounding, and structure
handoffs to improve communication [7–9]. The development
of QI programs using a maturity matrix in psychiatry has also
been previously described [10]. Within clinical training, QI
and patient safety are explicitly described in the practice-
based learning and improvement and system-based based
practice core competencies and are now requirements as part
of the Accreditation Council on Graduate Medical Education
Milestone assessments [11]. Despite the need for QI programs
within academic settings, descriptions of psychiatric QI pro-
grams in academic medical centers are not well characterized
in the literature. In this column, the authors aim to describe
four academic psychiatry quality programs; highlight the
roles, responsibilities, and critical skills of QI leaders; and
share project examples.

The Four Programs

The four psychiatric quality programs described in this col-
umn span theWest and Northeast coastal regions and are each
affiliated with Schools of Medicine. The programs include the
Yale, Oregon Health & Science University (OHSU),
University of California San Francisco (UCSF), and
University of California Los Angeles (UCLA). The four cen-
ters feature both public and private universities and health
centers. A variety of psychiatric services are represented, in-
cluding inpatient, outpatient, intensive outpatient, and partial
hospitalization services. With regard to the direct clinical roles
of quality leaders themselves, two work primarily in outpa-
tient clinical roles, one in an inpatient clinical role, and one
works clinically in both inpatient and outpatient consultation
roles. Descriptions of the QI physician leadership roles and
programs are provided in Tables 1 and 2, respectively.

Notably, the four programs were developed or
reformulated recently, with the earliest program starting more
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than 10 years ago, re-started in 2015 with new leadership, and
the most recent program started in 2018. The program prior-
ities aligned on QI efforts related to federal regulatory chang-
es. Over the last year, these efforts included enhanced suicide
risk screening and assessment, as part of the Joint
Commission’s National Patient Safety Goals on suicide pre-
vention in 2019 [12], as well as the Centers for Medicare and
Medicaid Services’ Inpatient Psychiatry Quality Reporting
Program [13]. Although the four programs have worked on
distinct clinical quality projects, all programs incorporated QI
projects that demonstrate improvement of care, such as
measurement-based care in the outpatient setting, length of
stay reductions in the inpatient setting, and metrics of patient
experience. Table 2 provides examples of specific improve-
ment efforts by the four programs.

Descriptions of Psychiatric Quality Leadership
Roles

Each program is led by a psychiatrist, with variable titles in-
cluding “Associate Medical Director,” “Physician Lead,”
“Executive Director”, “Quality Medical Director,” and
“Chief Quality Officer.” The leadership role for each program
is formalized and designated by the Department of Psychiatry
and/or psychiatric hospital with oversight of the scope of qual-
ity work. Examples of each psychiatric quality lead’s scope
and funding are listed in Table 1. Consistent among the core
roles of each QI leader is the responsibility to teach and dis-
seminate QI education throughout the psychiatry department.
Although institutions differed on the specific quality model
and theory (Lean for three institutions and Institute for
Healthcare Improvement for one institution), each program
emphasizes the need for the QI leader to teach residents and
to promote QI-related faculty development, including with
affiliated institutions with psychiatric quality leaders such as
the Veterans Administration). Generally, the QI leader is also
responsible for dissemination of QI efforts through committee
participation and direct reporting relationships to departmen-
tal, hospital, and institutional quality leaders. At one institu-
tion, the QI leader also co-leads quality assurance. While sig-
nificant overlap may exist between QI and quality assurance,
distinguishing features of quality assurance include a specific
focus on regulatory compliance, mandated federal and state
regulations, and oversight of clinician and staff performance.

Five Key Skills for Academic Medical Center
Leaders Developing Specialized Expertise
in Psychiatric Quality

Although developed independently, each program includes
individuals and resources that address five common skills

related to quality expertise. These skills include [1] education
and specialized training in QI, [2] interdisciplinary team col-
laboration, [3] QI project cycles and project management, [4]
metric management, and [5] data acquisition and information
technology (IT) competence. Although these themes are not
exhaustive, they provide a common foundation to help guide
skills development for individuals leading psychiatric quality
programs. Examples of other key activities (which are beyond
the scope of this paper) include collaboration on QI initiatives
in other clinical departments, patient/family stakeholder
groups, and other institutions.

Education

First, the psychiatric quality leaders have benefitted from spe-
cialized training in QI theory and methods, whether internal or
external to their institution. Some institutions have quality
course or fellowship programs through the institution or in
collaboration with the Veterans Administration [14].
External trainings commonly used in healthcare include the
Institute for Health Improvement Open School and Lean train-
ing programs. Intermountain Healthcare Advanced Training
Program and Mini-Advanced Training Program are external
quality training options [15]. Education in and understanding
of quality tools and processes is critical for quality leaders and
teams to communicate using a shared language, focus on
targeted initiatives, identify metrics, and carry projects
through successful cycles. In addition, understanding
tools to graphically display QI efforts, such as run
charts and control charts, is necessary in order to accu-
rately document and track progress.

After learning quality science, QI leaders are expected to
educate other faculty, staff, and trainees, while also dissemi-
nating this knowledge through academic work. Several au-
thors have written about QI and education to date [16, 17].
Through this active engagement, psychiatric QI leaders may
build capacity and collaborate with other leaders and stake-
holders to further the development of future quality infrastruc-
ture and leadership in psychiatry. While formal QI education
for trainees is not necessarily a primary responsibility of the
QI leader, there are a range of roles related to trainees, includ-
ing invitations to participate in QI projects and interfacing
with residency leaders on these activities. For example, at
one institution, the QI lead mentored a chief resident in a
project evaluating factors that contribute to increased efficien-
cy or worsened stress and burnout in a busy emergency psy-
chiatry service [11].

Interdisciplinary Collaboration

Another skill common to the QI leaders of the four institutions
is the ability to facilitate interdisciplinary collaboration. For
example, the psychiatry quality leader from each of the four
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institutions has a cross-cutting role to represent psychiatry in
multispecialty meetings and interface with the quality person-
nel of other departments. Deeper relationships are also
established at two institutions, where a dyadic relationship
between a nursing clinical outcomes leader and the psychiatric
quality leader promotes collaboration with nursing. Similarly,
interdisciplinary team projects are common. This requires the
need to maintain strong relationships among the different dis-
ciplines of psychiatry, nursing, advanced practice profes-
sionals, social workers, occupational therapy, and milieu
counselors, among others. In many circumstances, interdisci-
plinary teams are formed to work on QI efforts and patient
safety. Collaborative relationships across medical and surgical
specialties are also important. At one institution, the quality
leader served on the steering committee of the medical-
surgical hospital committee that developed and implemented
universal screening for suicide risk and developed workflows
for more efficient psychiatric consultation in the emergency
department [18]. Additional functions of the quality leaders
include facilitating morbidity and mortality conferences and
identifying root causes to suboptimal outcomes such as seri-
ous safety events, death by suicide soon after discharge, un-
warranted falls, infection outbreaks, and poor transitions
of care. These efforts have led to multispecialty and
interdisciplinary quality conferences and care reviews
at several institutions.

The QI leader may also help to enhance relationships with
broader system resources, such as with clinical informatics,
data infrastructure, and programming resources that enable
and facilitate QI projects. The success of QI projects often
depends on collaboration with other specialties, departments,
and programs, as well as health services researchers. Skilled
psychiatry quality leaders are able to facilitate these collabo-
rations within institutions and in the larger community health
system. One example of collaboration between academic- and
community-based centers is demonstrated by an effort to ex-
pand education and resources for the management of depres-
sion in community settings [19].

Project Cycles and Project Management

Quality leaders are also typically tasked with managing complex
QI projects. A project management skillset is critical to improve-
ment processes. Therefore, quality leaders should actively learn
specialized management skills that are experiential in nature and
beyond the scope of a traditional QI didactic curriculum. These
skills may be obtained through direct mentorship or through
specific training programs (as previously outlined). Skills neces-
sary to manage complex QI projects include the creation of a
team, identification of leadership, project planning, goal setting,
assessment of current state, knowledge about organizational
structure, and facilitation skills with a focus on learning.
Multiple Plan-Do-Study-Act cycles are often required to sustain

QI efforts andmake improvement work both efficient andmean-
ingful [20]. Ideally, quality work is integrated into the daily tasks
andmodeled by quality leaders. Finally, access to quality experts,
including quality specialists, is essential to assist quality leaders
in navigating the complex factors and variable factors affecting
quality efforts.

Metric Management

With healthcare moving towards value-based care, data have
become another valuable tool to drive change. Harnessing
data to transparently offer information on provider practice
patterns and patient outcomes can be useful in identifying
trends and ultimately changing behavior. Quality leaders are
often asked to identify the metrics needed to support, audit,
and provide feedback on a given QI project. Tracking metrics
over time allows for analysis to determine the impact of QI
efforts on the desired outcome. Identifying goals and key met-
rics can be challenging. A variety of measures are avail-
able including structural, process, balancing, and out-
come metrics, the latter being the most clinically valu-
able, yet the most difficult to obtain.

Once identified, metrics can be managed through tools such
as online dashboards, scorecards, and visualization boards. For
example, one institution uses online dashboards that can trend
measures of patient restraints, oral and IM medications, length
of stay, and patient experience. This same institution uses visual
boards known as “huddle boards” during rounds to discuss
safety events that have occurred and provider-specific metrics.
Another institution uses the “True North Scorecard” as an ad-
ditional management tool. The scorecard is a double-sided doc-
ument containing key quality data highlighting the areas of
patient experience, quality and safety, our people (staff and
faculty experience), strategic growth, and financial strength.
Each sub-item has measurements of baseline, year to date, most
recent value, trend lines, benchmarks (when available), and
goals, as well as a primary owner who is held responsible for
meeting the goal each fiscal year.

Data Acquisition and IT Competence

Beyond education and identifying the appropriate metrics for
a given project, another skill needed for quality leadership is
the ability to acquire the data necessary for projects. This
makes data acquisition and IT competence crucial to a quality
leader’s skill set. Data are typically stored in the electronic
medical record or another repository, such as a clinical dash-
board or as a part of a metric-based report. The institutions
described in this column use the Epic electronic medical re-
cord as a primary data source for data collection and extrac-
tion. Quality leaders must possess the skills necessary to ex-
tract the data in an organized and analyzable manner or have
access to a competent data analyst to assist with these tasks.
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This type of work may require the use of various software
programs to validate data. For example, data may not have
been consistently or accurately collected within the medical
record. The existence of a discrete data field does not guaran-
tee that the data has been accurately entered even if collected.
In these situations, the QI leader can work with other IT team
members to determine the best approach to locating the de-
sired information. This will often result in a project to improve
clinician compliance with data entry and to ensure the consis-
tency of data for future efforts. Another example includes
partnerships with established health services research teams
in psychiatry within an institution to inform modeling and
quality program design.

Challenges and Future Directions

Challenges encountered by QI leaders include workforce
development, academic promotion pathways for quality
leaders in psychiatry, and a need for collaboration and
networking opportunities. In workforce development,
one important challenge is the need for a QI training
pipeline. For example, none of the four academic institutions
currently have a psychiatric fellowship program for specialized
training in quality science, although there are post-residency
programs in health services research that include a focus on
QI methods (e.g., National Clinician Scholars Program).
Within residency training, the ACGME requires QI and patient
safety to be part of system-based practice and practice-based
learning and improvement core competencies. However, only a
few programs have described QI educational curricula [21–23].
The curricula are primarily didactic based, with less emphasis
on project-based experiential learning. The skills needed for QI
leadership require experiential learning and navigation of com-
plex systems and reporting structures. In the future, academic
institutions will need to determine how best to accelerate psy-
chiatric training to produce a robust and capable QI workforce.

Further, quality work and leadership are not readily
calculated into traditional academic promotion criteria,
which commonly emphasize scholarship such as publica-
tions, committee participation, and presentations.
Examples of QI projects and frameworks led by academic
QI leaders that have led to publication include projects to
develop a QI maturity matrix, to improve workflows and
reduce of physician burnout in emergency psychiatry con-
sultation service, to create an academic psychiatry QI cur-
riculum, and to implement measurement-based care in an
academic setting [10, 17, 24, 25]. Although QI can be
meaningfully incorporated into academic work products,
future directions should clarify the standards for QI-
related academic work and the development of mentor-
ship programs with QI-knowledgeable senior faculty, as
well as potential community collaborations for broader

models of care and QI. For this reason, some of the pro-
grams have an ongoing affiliation with a psychiatric
health services research center that helps facilitate publi-
cations and projects such as pilot QI trials or collection of
qualitative data. Until psychiatric quality programs are
more robust within individual institutions, a mechanism
to systematically identify extramural mentors and comple-
mentary methods resources may be useful to assist depart-
ments in the development of psychiatric QI leaders. In
addition, evaluating the effectiveness and cost-benefits
of psychiatry quality programs will be an important area
of future research.

Finally, we advocate for the development of a consortium of
clinical psychiatry QI leaders, who both practice clinically and
work on the frontlines of QI leadership. This type of collabora-
tion would seek to expand beyond the offerings by trade organi-
zations and national regulatory agencies, which function more to
guide quality policy and metric development rather than the
practice of implementation and dissemination of quality work
in psychiatry with knowledge of the clinical issues in the context
of the systems being evaluated. A national effort is needed to
both define and implement QI changes in psychiatric practice as
well as support expansion of the psychiatric QI program infra-
structure that may have a broader impact on health systems and
public health through consistent collaboration.

In conclusion, quality programs within academic psy-
chiatry departments are critical investments in light of reg-
ulatory and healthcare system changes aimed to enhance
patient safety and deliver high-value care to patients (and
even respond to and evaluate system responses to events
such as the COVID-19 pandemic). This column summa-
rizes perspectives from four existing quality programs
within psychiatry departments at academic medical cen-
ters. It identifies the common roles, skills, and specialized
training required for developing psychiatric QI leaders and
quality programs and opportunities and key limitations, for
example, promotion support for QI in our field. Key
changes needed include resources for QI, linkages to
broader data and analysis support infrastructures, broaden-
ing education in and uses of QI findings in care, and col-
laboration and sharing of perspectives across institutions.
The key skills and program information provided in this
column can help inform other academic departments with
interests in developing a QI program and building capacity
to address patient safety and quality in psychiatry.
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