
 
 

GME FACULTY 
DEVELOPMENT 

RETREAT 
September 27, 2016 

Southern Management Corporation Conference 
Center 

620 West Lombard Street 
Ballrooms A and B (2nd Floor) 

 

Agenda 
7:00am Registration and Breakfast 
 
7:30am Introduction  

Michael Jablonover, MD, Chief Medical Officer, UMMC 
 

7.45am          Teaching in a Busy Clinical Setting 
Amal Mattu, MD, Vice Chair, Depart. of Emergency Medicine 
 

8:45am          AGCME Milestones and You  
Laura Edgar, EdD, Executive Director, Milestones Development, 
ACGME   
 

9:45am       Best Practices in Remediation  
                        Cases Presented By:  Mary Njoku, MD, Designated Institution 

Official for UMMC 
Discussants: Caron Hong MD, MSc, Program Director Anesthesiology, 
Michael Naslund MD, Program Director Urology, Carolyn Cronin MD, PhD, 
Program Director Neurology, and Kate Widmayer, JD, Associate Counsel for 
UMMS 



 
10:45am         Two Perspectives for Promotion 

Dean’s Office and Faculty 
                        James Kaper, PhD, Senior Associate Dean for Academic Affairs 

Stephen Kavic, MD, Program Director for General Surgery 
 
11:45am Using QA as a Teaching Tool 

Jason Custer MD, Assistant Program Director Pediatrics 
Mark Kelemen MD, UMMS Senior Vice President and Chief Medical 
Informatics Officer 
Kerri Thom, MD, Assistant Dean for Student Research and Education 
 

12:30pm Lunch, Networking, Adjournment 
 

Accreditation: The University of Maryland School of Medicine is accredited by the 
Accreditation Council for Continuing Medical Education to provide continuing 
medical education for physicians. 

Credit Designation: The University of Maryland School of Medicine 
designates this live activity for a maximum of 5 AMA PRA Category 1 Credits™.  
Physicians should claim only the credit commensurate with the extent of 
their participation in the activity. 

 
 
Please register on-line at:  

http://cmetracker.net/UMD/Login?Formname=RegLoginLIve&EventID=15768 
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Faculty Development 
Retreat 
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Michael Jablonover, MD 
UMMC Chief Medical Officer  

 
 



University of Maryland Medical Center commitment 

 
 Quality 
 Safety 
 Performance Improvement 
 Education 
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The New Numbers… 

 
 
 
 
 
 
2013- A New, Evidence based Estimate of Patient Harms 
Associated with Hospital Care James, John T. PhD 

 

220-444,000 people died 
per year 



What has Changed…? 

• More effective  
• More complex 
• New medicines  
• New Surgeries  
• New Modalities 
• New technologies 
• People living longer 
• Older and sicker patients 
• Significant co-morbidities  
• Requiring more and more difficult decisions  

  
 Increasing economic pressure- value, not volume! 



7 Preventable Harms 

• Healthcare acquired infections (HAI) 
• Medication errors 
• Failure to prevent  
• Failure to rescue 
• Falls with injury 
• Pressure ulcers 
• Procedural errors 



Why Does This Happen? 

  Healthcare Organizations (HCOs) accept  
  failure as inevitable 

  Complacency blunts the alertness of    
 surgical and other teams 

  Distractions during handoffs:  We expect   
 communication errors 

  “Culture of Low Expectations” 
  We see things every day and do nothing 



 
High Reliability Healthcare 

 
A high reliability organization (HRO) is an organization that 
has succeeded in avoiding catastrophes in an environment 
where normal accidents can be expected due to risk factors and 
complexity. 

 
 

1) Leadership committed to goal of zero harm 
 

2) Safety culture embedded throughout the organization 
 

3) Robust performance improvement (lean, six sigma, change management) 
 
 

 
 



• Reactionary 

 
• Anticipatory 
• Proactive 
 

HRO- Preoccupation with 
failure 



Characteristics of HROs 

  Preoccupied with Failure 
  Resist Simplification 
  Sensitivity to Operations 
  Resilience 
  Deference to Expertise 



Quality 

 
• High-quality care is care that maximizes the likelihood of 

achieving outcomes valued by patients, and requires: 
 
• Committed leadership 
• A culture of quality 

o Dissatisfaction with the status quo; pursuit of perfection 
o Placing the patient first 
o Transparency  

• Robust Process Improvement 
o Effective Change Management 
o Lean, defect-free process design and management 

 
 

 
 





Commitment to education 



University of Maryland Medical Center’s 
commitment to education 

Graduate Medical Education 
 



University of Maryland Medical Center: Our Mission 

   University of Maryland Medical Center is the academic 

    flagship of the University of Maryland Medical  

   System.  Its mission is to provide healthcare services on  

   its two campuses for the Baltimore community, the  

   State of Maryland and the nation.  

In partnership with the University of Maryland School of Medicine and the University of  

Maryland health professional schools, we are committed to: 

              Delivering superior healthcare,  

       Training the next generation of health professionals, and 

        Discovering ways to improve health outcomes worldwide. 

 

We heal. We teach. We discover. We Care. 
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UMMC commitment to education 

• $32,000,000 in GME funding in FY 16; almost 80 programs;  900+ residents/fellows 
• Trend:  approximately $1,000,000 increase per year 
• Hosting students from multiple schools 
• External rotators 
• HSL 
• Simulation labs 
• New MD CEO 
• Medical Staff educational meetings open to all 
• Developing administrative grand rounds to focus on operations and systems engineering 
• Engaging residents in more committees focused on quality, safety, PI 
• Engaging residents and fellows specifically in surveys focused on safety and professionalism 
• Meetings with Chairs and Quality champions- explicitly seeking to have resident participation in 

departmental quality and safety efforts 
• QIPS 
• IHI education 
• Telluride program 
• Looking to cultivate resident leaders in quality and safety 
• Working closely with SOM Education leadership to identify and address key educational (and other) 

concerns that we can address as partners 



 
 

Thank you 
 



Teaching on the Run! 

Amal Mattu, MD, FAAEM, FACEP 
Professor, Dept. of Emergency Medicine 
Director, Faculty Development Fellowship 
University of Maryland School of Medicine 

Baltimore, Maryland 



High-Yield Teaching 
in the ED  

(Using Low Tech) 

Amal Mattu, MD, FAAEM, FACEP 
Professor, Dept. of Emergency Medicine 
Director, Faculty Development Fellowship 
University of Maryland School of Medicine 

Baltimore, Maryland 
amalmattu@comcast.net 



The Evidence…? 



The Evidence…? 



The Evidence…? 



Outline 

The relationship 
“What if…” 
Sniper rounds 
3 Pearls 



The Relationship 



The Relationship 
…between teacher and “student” 



Relationship 

How do you measure success in the 
teacher-student relationship? 
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Relationship 

How do you measure success in the 
teacher-student relationship? 

Is it the quantity/quality of teaching?  
Or the quantity/quality of learning? 



Relationship 







Relationship 



Relationship 

No learning =  
failure in teaching! 

(failed relationship) 



Relationship 
If the success of the relationship is based 

on how much is learned… 
 



Relationship 
If the success of the relationship is based 

on how much is learned…the “learnable 
moment” is more important than the 
“teachable moment.” 
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Relationship 
If the success of the relationship is based 

on how much is learned, a successful 
teacher must “diagnose the learner” 

1. Teach when the student is ready. 
2. Teach at the level of the student. 
3. Teach for the student, not the teacher. 

Don’t teach to show off how much you 
know! 

Keep the message brief (shotgun vs. sniper) 
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If the success of the relationship is based 

on how much is learned, the student is 
more important! 
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Relationship 
If the success of the relationship is based 

on how much is learned, the student is 
more important! 

 
Teach faculty how to be better teachers. 
Teach students to be better learners! 
  

 



Relationship 
If the success of the relationship is based 

on how much is learned, the student is 
more important! 

 
Teach faculty how to be better teachers. 
Teach students to be better learners! 
 4. Demand the attention of the students! 
  (make students take responsibility) 

 
 



•  State your expectations for learning at 
the start of the shift/week 
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Relationship 



•  State your expectations for learning at 
the start of the shift/week 

•  Students are much more likely to meet 
your expectations if you discuss up-front 

•  “I’m going to assess what you’ve 
learned at the end of the shift/day.”  

 
 

Relationship 



Specific Techniques 



“What if…?” 



“What if…?” 

Effective for… 
1.  Expanding the range of learning (esp. for 

more advanced students) 
2.  Keeping student “on guard,” avoiding 

tunnel vision 
3.  Learning associations 
4.  Making mundane cases more interesting 
 
 



“What if…?” 

Example:  
30 yo woman presents with back ache. 
VS: afeb, HR 90, RR 20, BP 160/90 
Exam c/w muscular back ache. 
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à Opens discussion of pre-eclampsia 
 



“What if…?” 

Example:  
30 yo woman presents with back ache. 
VS: afeb, HR 90, RR 20, BP 160/90 
Exam c/w muscular back ache. 
 
“What if that patient began to sieze?” 
à Opens discussion of eclampsia mgmt. 
 



“What if…?” 

Example:  
25 yo man presents with asthma. 
VS: afeb, HR 90, RR 20, BP 160/90 
Exam c/w mild asthma. 
 
 



“What if…?” 

Example:  
25 yo man presents with asthma. 
VS: afeb, HR 90, RR 20, BP 160/90 
Exam c/w mild asthma. 
 
“What if he crashes, needs RSI?” 
“What are your concerns? Vent issues?” 
 



“What if…?” 

Example:  
25 yo man presents with asthma. 
VS: afeb, HR 90, RR 20, BP 160/90 
Exam c/w mild asthma. 
 
“What if he crashes immediately after 

RSI…what could be the cause? 



“What if…?” 

Example of associations:  
25 yo man presents with diarrhea. 
Nothing notable to discuss??? 
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“What if this patient with diarrhea…” 
 “…has a pet iguana at home?” 
 “…is 2 yo. and just had a febrile sz?” 
 “…had ground beef and has bloody d.?” 

 
 



“What if…?” 

Example of associations:  
“What if this patient with diarrhea…” 
 “…has a pet iguana at home?” 
 “…is 2 yo. and just had a febrile sz?” 
 “…had ground beef and has bloody d.?” 
 “…has severe RLQ pain (like appe.)?” 
  

 
 



“What if…?” 

Example of associations:  
“What if this patient with diarrhea…” 
 “…has a pet iguana at home?” 
 “…is 2 yo. and just had a febrile sz?” 
 “…had ground beef and has bloody d.?” 
 “…has severe RLQ pain (like appe.)?” 
 “…recently was camping in the mtns.” 
  

 
 





Whiteboard 

People remember… 
 25% of what they hear 
 50% of what they hear + see 
 75% of what they hear, see, and do 



“What if…?” 

Depending on student, can focus on… 
1.  Hx/PE: If patient had pre-eclampsia, 

what other SSx to look for? 
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“What if…?” 

Depending on student, can focus on… 
1.  Hx/PE: If patient had pre-eclampsia, 

what other SSx to look for? 
2.  Medication effects:  

–  Patient on warfarin, ask what ABX to use if 
UTI present. 

–  Patient on prednisone, ask what to consider 
if patient hypoglycemic and hypotensive. 

3.  Complics: If asthmatic on vent crashes… 



“What if…?” 

Teach associations and summarize: 
 “So remember, crashing immediately 
after intubation = misplaced tube, tPTX, 
hypovolemia, tamponade.” 
  
 “Prednisone user with hypoglycemia and/
or hypotension à think adrenal 
insufficiency.” 



Sniper Rounds 



•  1 Pearl for  
   each room 





“3 Pearls” 

•  At the end of every shift, each resident 
and student must write down 3 pearls 
they learned during that shift 

•  Inform at the beginning of the shift 





Summary 



Summary 

Relationship 
 Focus on the student’s needs. 
 Improving learning skills is more 
important than improving teaching skills. 
 Engage the student to take responsibility. 
 Tell student you will be assessing what 
they learned at the end of the shift. 

 
 



Summary 

“What if…?” 
 Provides numerous new teaching 
opportunities with even mundane cases. 
 Be imaginative! Be tangential! 
 Keeps students on their toes! 

 
 



Summary 

Sniper rounds: commit yourself to 
teaching ONE pearl for each patient 

 
 



Summary 

Each learner must write down 3 pearls 
they’ve learned  

 
 



Key Point! 

Focus on the learner, not 
what you know! 



Thanks, and  
good luck teaching! 
 
 



FY14-FY16 APT Analysis 
Total Peer-Reviewed Articles for Successful Full-Time Promotion and/or Tenure Candidates

(does not include new appointments)

50th – 75th Percentile  
25th – 50th Percentile

25th Percentile 75th Percentile

Associate Professor – Non-Tenure Track 65 24 38

Associate Professor – Tenure Track, Tenured 39 34 54

Professor – Non-Tenure Track 20 49 61

Professor – Tenure Track, Tenured 23 61 94

Rank, Tenure Status

Successful 
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FY14-FY16 APT Analysis 
Total Citations for Successful Full-Time Promotion and/or Tenure Candidates

(does not include new appointments)

50th – 75th Percentile  
25th – 50th Percentile

25th Percentile 75th Percentile

Associate Professor – Non-Tenure Track 65 254 1096

Associate Professor – Tenure Track, Tenured 39 607 2409

Professor – Non-Tenure Track 20 628 2994

Professor – Tenure Track, Tenured 23 1179 2938

Successful 
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Promotion: 
Faculty Perspective 

Stephen M. Kavic, MD 
 Department of Surgery 
 University of Maryland  

Baltimore, MD 



The Premise: 
 

Everybody Wants  
to be Promoted 



Why Get Promoted? 
 
 Validation by Department 
 Recognition from School 
 Acknowledgment from fellow faculty 
 ? Permanent 
 ? Increased compensation 

 



Faculty Ideal 



Faculty Fear 



Overview 

Review of promotion process 
Resources 

– Internal and external 
 Tips 



The Basic Hierarchy 
 Instructor 
Assistant Professor 
Associate Professor 
Professor 

 
 Tenure and non-tenure track 



The key principle 
is that you need to 
explain why you 

should be promoted 



What You Need 

 cv 
Reprints 
Educational portfolio 
Clinical portfolio 
Personal statement 
 Letters of recommendation 



The 
CV 



Curriculum vitae 
 UMSOM format 

 
 http://medschool.umaryland.edu/academicadmin/cv_format.asp 

 

 Major sections: 
– Name, Date   Administrative service 
– Education    Teaching 
– Post graduate training  Grant support 
– Employment history   Publications 
– Honors and awards   Major invited speeches 
– Clinical activities   Proffered communications 



Do It Now! 
 There is no good reason that your 

cv is not in UMSOM format 



Service 
Promotion is from the School of 

 Medicine 
 

Service to the school is at a premium 
– Don’t quit hospital committees! 
– Don’t abandon the residents! 
– Do consider your UMSOM efforts 



Reprints 



Reprints 
 The APT committee requests 5 reprints 
 You choose 
 “Publish or perish” 
 “Publish and promote!” 



Let’s Do the Numbers 

Associate Professor 
– 25 Peer-reviewed publications 

Professor 
– 50 Peer-reviewed publications 

 
 Watson and Crick wrote 1 two-page paper! 



The 
Educational 

Portfolio 



The Educational Portfolio 

Summarizes your experience with 
 teaching 

OK, everybody teaches 
How can you describe and quantify 

 what you do? 



Educational Portfolio 
Direct teaching 
Mentoring and advising 
Educational leadership 
Educational scholarship 



Educational Portfolio 
Documentation of teaching 

– Where, when, to whom, etc 
 Educational materials you created 

– Handouts, lecture materials 
 Documentation of effectiveness 

– Student ratings 
 Outcomes 

– Improved performance on shelf exam 
 Honors and awards 



Preparing Your Portfolio 
Begin now! 

– Keep track of your lectures 
– Maintain records of your own evaluations 

 

Visit a website 
– https://cft.vanderbilt.edu/guides-sub-

pages/teaching-portfolios/ 
 



See Nancy Lowitt 
 Associate Dean of Faculty Affairs 

 and Professional Development 
 Nlowitt@som.umaryland.edu 
 



The 
Clinical 
Portfolio 



The Clinical Portfolio 

What do you bring to the table as a 
practitioner? 
 

Patient care 
 Leadership roles 
 



Patient Care 
What are your areas of expertise? 
What is your volume of practice? 

– Compare visits or procedures to average in the 
Division 

What is your quality of care? 
– Performance metrics  

How have you changed practice at 
 Maryland? 



Making The Portfolio 

 Talk to your Division Administrator 
Get control of your own data 
Gather data to reinforce the scope of 

 the problems that you address 
– Just like the introduction in a paper or a grant 

 



The 
Personal  

Statement 



The Personal Statement 

You probably thought you had written 
 your last personal statement! 
 

A summary of your experience and  
 your philosophy 
 



Personal Statement Sections 

 Introduction 
 Teaching and education 
Clinical responsibilities 
Research activities 
Administrative service 



The Personal Statement 
 Allows you to reflect 
 Allows you to place context around data 
 Allows you to describe what roles are 

 most meaningful to you 



Writing the Personal 
Statement 

 Just start! 
 Write each section as if you were 

 describing your roles to a visiting 
 professor who has not reviewed your cv 

 Keep it brief! 
– A few paragraphs per section 
– 4 pages total, maximum! 



Letters 
of 

Recommendation 



Letter from the Chair 

You must have the support of your 
 Department chair! 

Best place to start the process is with 
 a conversation with the Chair 

 The Chair’s office is intimately familiar 
 with the format and the timing 



Internal Letters 
 At least 3, no more than 5 
 Writers have same or higher academic rank 

 as proposed for candidate 
– No bullying residents for kind words! 

 Letters are solicited by Chair or 
 Departmental Committee 
– You provide suggestions 
– Think carefully about who would recommend 

 you 

 



The Letters Themselves 

Have a very specific format 
– Exact name, title, specific rank and tenure status 

Must conform to the format 
 Leave as much time as possible to 

 ensure the letters are completed! 
– Choose reliable writers! 



External Letters 

At least 5, no more than 7 
Writers have same or higher academic 

 rank as proposed for candidate 
Solicited by Chair or Department, at 

 your suggestion 



Independent Letters 
At least 3 have to be “independent” 
 Not a collaborator, colleague, mentor or 

 mentee 
 Concept is person who knows your 

 reputation 
 Perhaps study section member, co-

 moderator on a panel, professional 
 society or committee member 
 



Getting Letters 

Start thinking about your references 
– Assemble a list with contact information 

 

Consider independent writers 
– Make sure that you are active on committees, at 

 conferences, etc. 



Final 
Thoughts 



Timing of Promotion 

Rule of thumb: 
 Typically five years or more at level 
 before promotion 



Timeline 

Decision to promote 
Application    November 
Department committee  December 
APT      Spring 
Effective date    July 1 



And 
Most  

Importantly 



Find Some Friends! 
You will need help and advice 

 throughout this process 
Someone that has gone through 

 this will  provide more insight 
 than any brief talk 



Summary 

Getting promoted is good 
Getting promoted is a bit of work for 

 the faculty member 
Knowing what will be asked helps you 

 meet requirements in advance 



Quality Improvement (and Patient Safety) as a 
Teaching Tool 

Jason W. Custer, MD 
Kerri A. Thom, MD, MS 

 
 



A Case 

• On a busy night in the emergency department of a 
pediatric hospital, an intern orders an insulin dose with an 
extra “0” for a patient with diabetes and hyperglycemia.  
 

• The electronic ordering system does not flag the order, 
and the nurse doesn’t catch it before he administers the 
ten-fold dose.  
 

• As a result, the patient experiences mild hypoglycemia; 
when given orange juice, the patient’s blood sugar levels 
increase.  
 

• After ensuring the patient is OK, both the nurse and the 
intern go back and check the insulin order, discovering 
the dosing error. 
 
 
 
 

From: IHI Open School:  
http://app.ihi.org/lmsspa 



An Opportunity Missed 

• The intern immediately alerts the attending. The 
attending reassures her that “no harm was done,” 
but wonders aloud if they should file a voluntary 
electronic report “just to cover ourselves.”  
 

• No one informs the patient, who has no parents at 
the bedside, of the error. 



Every day opportunities 

• Ordering an unnecessary test 
• Failing to remove an invasive device that was no 
longer needed 
• Neglecting to stop an antibiotic despite negative 
cultures 
• Delays in discharge or in performing a procedure 
• Suboptimal communication 
• Wrong medication dosages, late medications or 
missed doses 
 



From Our Patients 

•https://www.youtube.com/watch?v=3SfrQnwRIj
U  

https://www.youtube.com/watch?v=3SfrQnwRIjU
https://www.youtube.com/watch?v=3SfrQnwRIjU


Carole Hemmelgarn 

 

“Where we are NOW as a 
healthcare system and 

where we are TEN YEARS  
from now is going to look 

vastly different”  



From Our Patients 

•https://www.youtube.com/watch?v=3SfrQnwRIj
U  

https://www.youtube.com/watch?v=3SfrQnwRIjU
https://www.youtube.com/watch?v=3SfrQnwRIjU


Components of QI 

• Ongoing assessment 
• Examines systems/processes 
• Patient and outcome-oriented   
• Seeks improvement 
• Better patient outcomes; better patient care  
• Data driven 

• ‘integrated into the overall process of delivering health 
care rather than a stand-alone activity” 

 
 



Healthcare Quality 
The Current State? 



Building the case for CHANGE 

1999  
98,000 people die each year 
of PREVENTABLE errors  

2001 
Americans NOT receiving 

quality healthcare 



Building the case for CHANGE 



Medical Errors 
are the THIRD 

Leading Cause of 
Death in the US  

Building the case for CHANGE 



Building the case for CHANGE 
Where are we falling short? 
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Building the case for CHANGE 
Where are we falling short? 

• Preventable errors/harm  
• Access to care/healthcare disparities  
• Avoidable utilization of care  
• Over treatment 
• Over diagnosis 
• Unwarranted variation of care  



Where do we want to be? 
The Triple Aim 



The Affordable Care Act 

• Insurance reform  
• Increase access of care  
• Reduce cost of care  

• Healthcare care system reform  
• Increase quality of care  

The Triple Aim 



The Affordable Care Act 
Is it working?  



The Affordable Care Act 
Is it working?  

Blumenthal et al, NEJM, 2015  



How else does change happen? 
Transparency 

 
•Availability/accessibility of health information 
•Sharing of data 
 



How else does change happen?  
Accountability ($) 

• Pay-for-quality, value-based-purchasing 
• CMS, healthcare-associated conditions 
• Certain preventable conditions are not reimbursed 

• Healthcare infections, falls, blood clot 
• CMS, hospital readmissions reduction program 
• Financially incentivizes readmission reduction after high volume, 
high cost diagnoses (e.g. pneumonia, heart attack)  

 

 



Target percentage of Medicare FFS payments linked to 
quality and alternative payment models in 2016 and 2018 

22 

2016 

30% 

85% 

2018 

50% 

90% 

2014 

~20% 

>80% 

2011 

0% 

68% 

Goals Historical Performance 

All Medicare FFS (Categories 1-4) 
FFS linked to quality (Categories 2-4) 
Alternative payment models (Categories 3-4) 



Why Teach PSQI? 

 … it is the right thing to do  
 … it is good for patient care  
…. we are (will be) held accountable 
throughout our careers  



 
 
 
 



Model 1 
Short Term – rapid cycle, team based 

• Engage rapidly changing teams 
• The team identifies a short term project at the beginning of a 
rotation 
 

•Pros 
• Requires intra-professional collaboration 
• “Team need” – team has to identify and own the project 
 

• Cons – 
• Risk of Improvement Fatigue at the unit level 
• Showing improvement may be difficult 



Model 1 - Examples 

• Incident report entry at the end of rounds every 
day 
• Workflow improvements – 

• Residents carrying specific phones in the PICU 
for nursing communication 

• Written sign-out improvements 
• Hand hygiene/device removal champions on 
rounding teams 
• Real time debriefings 
 
 



Medium Term – Unit Based 

• The team is not the focus, rather the unit or service is the focus of the 
improvement 
• Trainees are engaged at the beginning of the rotation to on-going QI 
initiatives 
 

•Pros 
• Engage residents interested in QI with the leadership of the unit 
• Project can be geared towards 2-6 months 
• Enough time to demonstrate sustained improvement 

• Cons 
• Need metrics and sustained data collection 
• Trainees may not be personally invested  

 



Medium Term – Unit/Service Based 
Examples 

• Team moving discharge times earlier in the day 
• Break in rounds to work on discharge 

paperwork 
• Difficult airway identification 
• Improvement in hand-offs 
 
 



Model 3 
Long term – Health System Wide 

• Aligning trainees with institutional goals 
• Present monthly statistics to large audience for buy in 
• Pros 

• Trainees as a workforce to help with institutional goals 
• Utilization of institutional resources 

•Cons 
• Trainees may not have a defined role 

 
 



Long term – Health System Wide 
Examples 

•  Develop groups of trainees or have a project that is based in a 
particular training year 

• A residency class develops a QI project around out-patient asthma 
medication compliance 

  
• Readmission reduction 
• Venous thromboembolism screening and prevention 
• Reduction of CLABSI and CAUTI 
• Improving patient satisfaction 



Dr. Suntha’s 100 day plan 



What can we do as educators?  



What can we do as educators?  

• Culture of Safety  
• Effective Communication 
• Collaborative Care/Teamwork 
• Management of Risks  
• High Quality Care, Process Improvement 
• Professionalism  
• Leadership 
 


	Accreditation: The University of Maryland School of Medicine is accredited by the Accreditation Council for Continuing Medical Education to provide continuing medical education for physicians.
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