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BACKGROUND: Hospitalists are poised to have a
tremendous impact on improving the quality of care for
hospitalized patients. However, many hospitalists are
inadequately prepared to engage in efforts to improve
quality, because medical schools and residency programs
have not traditionally emphasized healthcare quality and
patient safety in their curricula.

METHODS: Through a multistep process, the Society of
Hospital Medicine (SHM) Quality Improvement Education
(QIE) subcommittee developed the Hospital Quality and
Patient Safety (HQPS) Competencies to provide a framework
for developing and assessing curricula and other
professional development experiences. This article
describes the development, provides definitions, and makes
recommendations on the use of the HQPS Competencies.

RESULTS: The 8 areas of competence include: Quality
Measurement and Stakeholder Interests, Data Acquisition

and Interpretation, Organizational Knowledge and
Leadership Skills, Patient Safety Principles, Teamwork and
Communication, Quality and Safety Improvement Methods,
Health Information Systems, and Patient Centeredness.
Reflecting differing levels of hospitalist involvement in
healthcare quality, 3 levels of expertise within each area of
competence have been established: basic, intermediate,
and advanced. Standards for each competency area use
carefully selected action verbs to reflect educational goals
for hospitalists at each level.

CONCLUSIONS: Formal incorporation of the HQPS
Competencies into professional development programs,
and innovative educational initiatives and curricula, will help
provide current hospitalists and the next generations of
hospitalists with the needed skills to be successful. Journal
of Hospital Medicine 2011;6:530–536. VC 2011 Society of
Hospital Medicine

Healthcare quality is defined as the degree to which
health services for individuals and populations
increase the likelihood of desired health outcomes and
are consistent with current professional knowledge.1

Delivering high quality care to patients in the hospital
setting is especially challenging, given the rapid pace
of clinical care, the severity and multitude of patient
conditions, and the interdependence of complex proc-
esses within the hospital system. Research has shown
that hospitalized patients do not consistently receive
recommended care2 and are at risk for experiencing
preventable harm.3 In an effort to stimulate improve-
ment, stakeholders have called for increased account-
ability, including enhanced transparency and differen-
tial payment based on performance. A growing

number of hospital process and outcome measures are
readily available to the public via the Internet.4–6 The
Joint Commission, which accredits US hospitals,
requires the collection of ‘‘core’’ quality measure
data7 and sets the expectation that National Patient
Safety Goals be met to maintain accreditation.8 More-
over, the Center for Medicare and Medicaid Services
(CMS) has developed a Value-Based Purchasing (VBP)
plan intended to adjust hospital payment based on
quality measures and the occurrence of certain hospi-
tal-acquired conditions.9,10

Because of their clinical expertise, understanding of
hospital clinical operations, leadership of multidisci-
plinary inpatient teams, and vested interest to improve
the systems in which they work, hospitalists are per-
fectly positioned to collaborate with their institutions
to improve the quality of care delivered to inpatients.
However, many hospitalists are inadequately prepared
to engage in efforts to improve quality, because medi-
cal schools and residency programs have not tradition-
ally included or emphasized healthcare quality and
patient safety in their curricula.11–13 In a survey of
389 internal medicine-trained hospitalists, significant
educational deficiencies were identified in the area of
systems-based practice.14 Specifically, the topics of
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quality improvement, team management, practice
guideline development, health information systems
management, and coordination of care between
healthcare settings were listed as essential skills for
hospitalist practice but underemphasized in residency
training. Recognizing the gap between the needs of
practicing physicians and current medical education
provided in healthcare quality, professional societies
have recently published position papers calling for
increased training in quality, safety, and systems, both
in medical school11 and residency training.15,16

The Society of Hospital Medicine (SHM) convened
a Quality Summit in December 2008 to develop stra-
tegic plans related to healthcare quality. Summit
attendees felt that most hospitalists lack the formal
training necessary to evaluate, implement, and sustain
system changes within the hospital. In response, the
SHM Hospital Quality and Patient Safety (HQPS)
Committee formed a Quality Improvement Education
(QIE) subcommittee in 2009 to assess the needs of
hospitalists with respect to hospital quality and
patient safety, and to evaluate and expand upon exist-
ing educational programs in this area. Membership of
the QIE subcommittee consisted of hospitalists with
extensive experience in healthcare quality and medical
education. The QIE subcommittee refined and
expanded upon the healthcare quality and patient
safety-related competencies initially described in the
Core Competencies in Hospital Medicine.17 The pur-
pose of this report is to describe the development,
provide definitions, and make recommendations on
the use of the Hospital Quality and Patient Safety
(HQPS) Competencies.

DEVELOPMENT OF THE HOSPITAL QUALITY
AND PATIENT SAFETY COMPETENCIES
The multistep process used by the SHM QIE subcom-
mittee to develop the HQPS Competencies is summar-
ized in Figure 1. We performed an in-depth evaluation
of current educational materials and offerings, includ-
ing a review of the Core Competencies in Hospital
Medicine, past annual SHM Quality Improvement

Pre-Course objectives, and the content of training
courses offered by other organizations.17–22 Through-
out our analysis, we emphasized the identification of
gaps in content relevant to hospitalists. We then used
the Institute of Medicine’s (IOM) 6 aims for health-
care quality as a foundation for developing the HQPS
Competencies.1 Specifically, the IOM states that
healthcare should be safe, effective, patient-centered,
timely, efficient, and equitable. Additionally, we
reviewed and integrated elements of the Practice-Based
Learning and Improvement (PBLI) and Systems-Based
Practice (SBP) competencies as defined by the Accredi-
tation Council for Graduate Medical Education
(ACGME).23 We defined general areas of competence
and specific standards for knowledge, skills, and atti-
tudes within each area. Subcommittee members
reflected on their own experience, as clinicians, educa-
tors, and leaders in healthcare quality and patient
safety, to inform and refine the competency definitions
and standards. Acknowledging that some hospitalists
may serve as collaborators or clinical content experts,
while others may serve as leaders of hospital quality
initiatives, 3 levels of expertise were established: basic,
intermediate, and advanced.
The QIE subcommittee presented a draft version of

the HQPS Competencies to the HQPS Committee in
the fall of 2009 and incorporated suggested revisions.
The revised set of competencies was then reviewed by
members of the Leadership and Education Commit-
tees during the winter of 2009-2010, and additional
recommendations were included in the final version
now described.

DESCRIPTION OF THE COMPETENCIES
The 8 areas of competence include: Quality Measure-
ment and Stakeholder Interests, Data Acquisition and
Interpretation, Organizational Knowledge and Leader-
ship Skills, Patient Safety Principles, Teamwork and
Communication, Quality and Safety Improvement
Methods, Health Information Systems, and Patient
Centeredness. Three levels of competence and stand-
ards within each level and area are defined in Table 1.

FIG. 1. Hospital quality and patient safety competency process and timeline. Abbreviations: HQPS, hospital quality and patient safety; QI, quality improvement;

SHM, Society of Hospital Medicine.
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Standards use carefully selected action verbs to reflect
educational goals for hospitalists at each level.24 The
basic level represents a minimum level of competency
for all practicing hospitalists. The intermediate level
represents a hospitalist who is prepared to meaning-
fully engage and collaborate with his or her institution
in quality improvement efforts. A hospitalist at this
level may also lead uncomplicated improvement proj-
ects for his or her medical center and/or hospital med-
icine group. The advanced level represents a hospital-
ist prepared to lead quality improvement efforts for
his or her institution and/or hospital medicine group.
Many hospitalists at this level will have, or will be
prepared to have, leadership positions in quality and
patient safety at their institutions. Advanced level hos-
pitalists will also have the expertise to teach and men-
tor other individuals in their quality improvement
efforts.

RECOMMENDED USE OF THE
COMPETENCIES
The HQPS Competencies provide a framework for
curricula and other professional development experi-
ences in healthcare quality and patient safety. We rec-
ommend a step-wise approach to curriculum develop-
ment which includes conducting a targeted needs
assessment, defining goals and specific learning objec-
tives, and evaluation of the curriculum.25 The HQPS
Competencies can be used at each step and provide
educational targets for learners across a range of inter-
est and experience.

Professional Development

Since residency programs historically have not trained
their graduates to achieve a basic level of competence,
practicing hospitalists will need to seek out professio-
nal development opportunities. Some educational
opportunities which already exist include the Quality
Track sessions during the SHM Annual Meeting, and
the SHM Quality Improvement Pre-Course. Hospital-
ist leaders are currently using the HQPS Competencies
to review and revise annual meeting and pre-course
objectives and content in an effort to meet the
expected level of competence for SHM members. Sim-
ilarly, local SHM Chapter and regional hospital medi-
cine leaders should look to the competencies to help
select topics and objectives for future presentations.
Additionally, the SHM Web site offers tools to de-
velop skills, including a resource room and quality
improvement primer.26 Mentored-implementation
programs, supported by SHM, can help hospitalists’
acquire more advanced experiential training in quality
improvement.
New educational opportunities are being developed,

including a comprehensive set of Internet-based mod-
ules designed to help practicing hospitalists achieve a
basic level of competence. Hospitalists will be able to
achieve continuing medical education (CME) credit

upon completion of individual modules. Plans are
underway to provide Certification in Hospital Quality
and Patient Safety, reflecting an advanced level of
competence, upon completion of the entire set, and
demonstration of knowledge and skill application
through an approved quality improvement project.
The certification process will leverage the success of
the SHM Leadership Academies and Mentored Imple-
mentation projects to help hospitalists apply their new
skills in a real world setting.

HQPS Competencies and Focused Practice in Hos-
pital Medicine

Recently, the American Board of Internal Medicine
(ABIM) has recognized the field of hospital medicine
by developing a new program that provides hospital-
ists the opportunity to earn Maintenance of Certifica-
tion (MOC) in Internal Medicine with a ‘‘Focused
Practice in Hospital Medicine.’’27 Appropriately, hos-
pital quality and patient safety content is included
among the knowledge questions on the secure exam,
and completion of a practice improvement module
(commonly known as PIM) is required for the certifi-
cation. The SHM Education Committee has devel-
oped a Self-Evaluation of Medical Knowledge module
related to hospital quality and patient safety for use
in the MOC process. ABIM recertification with
Focused Practice in Hospital Medicine is an impor-
tant and visible step for the Hospital Medicine move-
ment; the content of both the secure exam and the
MOC reaffirms the notion that the acquisition of
knowledge, skills, and attitudes in hospital quality
and patient safety is essential to the practice of hospi-
tal medicine.

Medical Education

Because teaching hospitalists frequently serve in im-
portant roles as educators and physician leaders in
quality improvement, they are often responsible for
medical student and resident training in healthcare
quality and patient safety. Medical schools and resi-
dency programs have struggled to integrate healthcare
quality and patient safety into their curricula.11,12,28

Hospitalists can play a major role in academic medi-
cal centers by helping to develop curricular materials
and evaluations related to healthcare quality. Though
intended primarily for future and current hospitalists,
the HQPS Competencies and standards for the basic
level may be adapted to provide educational targets
for many learners in undergraduate and graduate
medical education. Teaching hospitalists may use
these standards to evaluate current educational efforts
and design new curricula in collaboration with their
medical school and residency program leaders.
Beyond the basic level of training in healthcare qual-

ity required for all, many residents will benefit from
more advanced training experiences, including oppor-
tunities to apply knowledge and develop skills related
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to quality improvement. A recent report from the
ACGME concluded that role models and mentors
were essential for engaging residents in quality
improvement efforts.29 Hospitalists are ideally suited
to serve as role models during residents’ experiential
learning opportunities related to hospital quality. Sev-
eral residency programs have begun to implement hos-
pitalist tracks13 and quality improvement rotations.30–
32 Additionally, some academic medical centers have
begun to develop and offer fellowship training in Hos-
pital Medicine.33 These hospitalist-led educational
programs are an ideal opportunity to teach the inter-
mediate and advanced training components, of health-
care quality and patient safety, to residents and fel-
lows that wish to incorporate activity or leadership in
quality improvement and patient safety science into
their generalist or subspecialty careers. Teaching hos-
pitalists should use the HQPS competency standards
to define learning objectives for trainees at this stage
of development.
To address the enormous educational needs in qual-

ity and safety for future physicians, a cadre of expert
teachers in quality and safety will need to be devel-
oped. In collaboration with the Alliance for Academic
Internal Medicine (AAIM), SHM is developing a
Quality and Safety Educators Academy which will tar-
get academic hospitalists and other medical educators
interested in developing advanced skills in quality
improvement and patient safety education.

Assessment of Competence

An essential component of a rigorous faculty develop-
ment program or medical education initiative is the
assessment of whether these endeavors are achieving
their stated aims. Published literature provides exam-
ples of useful assessment methods applicable to the
HQPS Competencies. Knowledge in several areas of
HQPS competence may be assessed with the use of
multiple choice tests.34,35 Knowledge of quality
improvement methods may be assessed using the
Quality Improvement Knowledge Application Tool
(QIKAT), an instrument in which the learner responds
to each of 3 scenarios with an aim, outcome and pro-
cess measures, and ideas for changes which may result
in improved performance.36 Teamwork and communi-
cation skills may be assessed using 360-degree evalua-
tions37–39 and direct observation using behaviorally
anchored rating scales.40–43 Objective structured clini-
cal examinations have been used to assess knowledge
and skills related to patient safety principles.44,45

Notably, few studies have rigorously assessed the va-
lidity and reliability of tools designed to evaluate com-
petence related to healthcare quality.46 Additionally,
to our knowledge, no prior research has evaluated
assessment specifically for hospitalists. Thus, the de-
velopment and validation of new assessment tools
based on the HQPS Competencies for learners at each
level is a crucial next step in the educational process.

Additionally, evaluation of educational initiatives
should include analyses of clinical benefit, as the ulti-
mate goal of these efforts is to improve patient
care.47,48

CONCLUSION
Hospitalists are poised to have a tremendous impact
on improving the quality of care for hospitalized
patients. The lack of training in quality improvement
in traditional medical education programs, in which
most current hospitalists were trained, can be over-
come through appropriate use of the HQPS Compe-
tencies. Formal incorporation of the HQPS Competen-
cies into professional development programs, and
innovative educational initiatives and curricula, will
help provide current hospitalists and the next genera-
tions of hospitalists with the needed skills to be
successful.
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