
Blueprint for a Successful Resident Quality and
Safety Council
Sarah E. Tevis, MD
Shashank Ravi, MD
Linda Buel, RN, MPH, CPHQ, CPPS
Betsy Clough, MPH
Susan Goelzer, MD

I
n response to the Institute of Medicine report

‘‘Resident Duty Hours: Enhancing Sleep, Super-

vision, and Safety,’’1 experts developed recom-

mendations regarding patient safety at teaching

institutions.2 They suggested that resident quality

improvement (QI) work should be included in key

residency competency requirements. In 2014, the

Accreditation Council for Graduate Medical Educa-

tion (ACGME) introduced the Clinical Learning

Environment Review (CLER), which focuses on

improving resident involvement in QI and patient

safety efforts.3 The CLER Program emphasizes the

early involvement in quality work by residents, the

modeling of continuous QI by faculty, and an

interdisciplinary approach to patient safety in an

effort to hasten improvements in the quality and

safety of patient care across clinical settings. There

are challenges to educating and involving residents in

QI and patient safety efforts, including pressures to

balance clinical duties with educational time.4

Graduate medical education programs and hospi-

tals across the country have taken varied approaches

to incorporating quality and safety education. Some

have developed QI curricula, while others have

instituted resident quality committees or QI elective

time.4–6 Residents who completed QI training felt

that it improved their understanding of safety and

quality issues.7,8 Impressively, in services in which

residents completed a quality curriculum, diabetic

patients were more likely to receive recommended

testing, and had improved hemoglobin A1c levels

compared with patients of residents who did not

complete the curriculum.9

However, curricula often have the tendency to

consist of a 1-time module without exposure to

practical ongoing quality and safety projects. Incor-

poration of residents into quality and safety teams

allows residents to learn how to implement QI work

and provides the team with practical frontline

knowledge that residents bring to the table. These

multidisciplinary collaborations, along with prioritiz-

ing QI work in resident schedules, have been shown

to successfully involve residents in QI efforts.10

With increasing pressure on hospitals to involve

residents, Resident Quality and Safety Councils

(RQSCs) are becoming more common. These com-

mittees allow hospitals to meet ACGME require-

ments, improve the quality and safety of care, and

prime engaged residents to become future leaders in

QI.11 Based on our experience implementing a RQSC

at a single academic institution, we have identified the

following important components for a successful

RQSC.

Put the Residents in Charge

While it may seem intuitive for a resident council to

focus on residents, the development of a RQSC is

likely the first opportunity for interested groups to

address an engaged group of residents from various

specialties. If the council is not resident run, there is a

risk of meetings becoming a series of lectures rather

than an interactive approach to quality and safety

work. Resident quality councils at other institutions

have traditionally been resident-led; however, little is

published about the structure of previous councils.12

We organized the RQSC with a resident council

chair and subcommittees focused on various aspects

of QI (FIGURE). The resident chair is responsible for

setting meeting agendas based on input from resi-

dents, administrators, and other hospital groups.

Meeting topics are presented by residents, and when

faculty or staff present material, the discussion is led

by residents. This model ensures that meetings remain

interactive and productive.

At a given time, of the 600 residents at our

institution, around 40 are members of the RQSC.

Resident participation is voluntary, and residents are

not compensated for their involvement. Council

members attend meetings, participate on institutional
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committees, complete QI work on their own time, and

arrange coverage of their clinical duties when needed

to participate. Approximately 16 residents (40%) on

the council are able to attend a given meeting.

Keep Residents Engaged

We have organized our RQSC meetings to accommo-

date the annual flux of residents on the council.

Bimonthly meetings (6 per year) are scheduled at the

beginning of the academic year to accommodate

resident scheduling, which has been found to improve

meeting attendance. The first meeting functions as a

welcome and orientation for new council members.

The remaining 5 meetings are focused on the themes of

the council’s 5 subcommittees: QI, Safety, Research/IT,

Multidisciplinary, and Education. All meeting materi-

als are available electronically for those with schedul-

ing conflicts, and members may also call into meetings.

Each resident is a member of 1 of the 5 subcom-

mittees, which have a clear purpose and scope of

responsibility. Each group is responsible for running 1

of the annual meetings. Involvement in subcommittees

allows residents to get hands-on experience with

institutional quality and safety work within that

specific area (ie, patient safety). This ensures the group

as a whole is represented hospital wide and that the

council has resident experts in each of the 5 areas.

Furthermore, committee members are held account-

able to share their work with the RQSC. This provides

opportunities for council members to learn about

ongoing institutional quality and safety initiatives.

Make it a Multidisciplinary Team

Other resident councils have been described to

include hospital leaders in addition to resident

members.12 Our council not only has resident

representatives from every specialty, but we also have

a true multidisciplinary team participating. The

council consists of resident members, representatives

from the graduate medical education office, hospital

administrators, and representatives from the organi-

zation’s QI and patient safety department. These

individuals have been a great resource for helping

residents identify appropriate QI tools to apply to

actual scenarios during our meetings.

We benefit greatly by having 2 patient and family

representatives on the RQSC. We believe they add an

unique perspective to our discussions and are honored

that they dedicate their time to our council. We also

invite expert guests to attend meetings based on our

meeting agendas. We believe that the multidisciplin-

ary team approach allows for rich discussions and

facilitates the implementation of improvement work;

furthermore, our invited guests are able to share the

great work residents are doing in QI when they go

back to their departments and colleagues.

Resources, Resources, Resources

Residents work up to 80 hours a week, have

unpredictable schedules, and have other priorities such

as research, obtaining second degrees, and family.

Therefore, for a RQSC to be successful, residents need

resources to support them and to help keep council

meetings running smoothly.

Administrative assistance is vital to help residents

stay organized and up to date. In addition, our

institution has generously supported a resident

(typically the council chair) to annually attend a

patient safety conference. Residents return home from

the conference energized, with new ideas to imple-

ment and a new network of residents and quality

experts from around the country.

The estimated annual administrative cost of run-

ning our institution’s RQSC is $9,000. This includes a

budget of $1,500 for catering the bimonthly meetings

and the annual symposium, as well as approximately

$7,500 for administrative support. We are also lucky

to have quality experts at the institution who

volunteer their time for the keynote address at the

annual symposium.

Highlight Resident Work

Shortly after establishing the RQSC at our institution,

residents noted that we lacked a venue to put resident

QI work on display, so we created a QI symposium.

FIGURE

Organization of University of Wisconsin Resident Quality
and Safety Council
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The symposium is trainee and student focused, and

consists of a poster session, a keynote address by a

leader in quality, and a multidisciplinary panel

discussion. Our first year, 27 posters were presented

(23 by residents), and more than 75 participants

attended the symposium. We have since made the

symposium into an annual event. The RQSC also

publishes a quarterly newsletter summarizing quality

and safety issues in our institution and highlighting

resident participation (a sample issue is provided as

online supplemental material). The newsletter is

resident-run, and the majority of articles are written

by residents.

Resident Representation Hospital Wide

Integration of resident representatives on institution-

al QI committees has been described to both mold

future leaders in quality and patient safety and to

obtain resident feedback about quality initiatives.12

At our institution, RQSC members participate in the

Event Evaluation Team, Safety Committee, Quality

Council, Epic Superuser Group, Root Cause Analysis

Committee, and the Interdisciplinary Model of Care

Committee, to name a few. Involved residents get

experience implementing institutional QI work,

learn how leaders in the field approach problems,

and get hands-on experience making change. RQSC

members thereby provide 2-way communication

between the council and the many institutional

quality and safety committees, both providing a

valuable resident perspective and keeping the RQSC

abreast of quality and safety initiatives hospital

wide. Various hospital groups benefit greatly by

having residents provide input and actively partici-

pate as committee members.

Outcomes

When implementing a successful RQSC, prepare

yourself to be impressed. Residents involved in the

RQSC tend to be self-motivated, creative, and

passionate about improving patient care. Through

discussions in our meetings, we have changed how

computed tomography scans are ordered at our

institution to prevent aspiration, and we have

updated event-reporting training for residents hospi-

tal wide. We have also streamlined the emergency

department (ED) consult process by standardizing

how consults are paged, and we continue to work

with our electronic health record to simplify how

consultants see patient data and enter orders in the

ED. Through our annual symposium, newsletters, and

engaged committee members, we have acquired

feasible tools to engage residents in QI work, which

we can continue to expand further.

Conclusions

Implementing a RQSC can engage residents, improve

implementation of quality work, and train future

leaders in QI. The key to success is empowering

residents to organize and run the multidisciplinary

group with the realization that they will need

infrastructure, administrative, and departmental sup-

port to be effective.11 Finally, including residents in

setting institutional goals and implementing large-

scale projects is necessary to ensure residents share

their invaluable experiences from the front lines of

patient care.
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