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How well do we implement 
authentic PDSA cycles?

• Transition of PDSA to healthcare has been oversimplified 
(Reed and Card, The problem with PDSA cycles, 2015)

• PDSA are not frequently applied authentically in published literature. 
(Taylor et al. Systematic Review of application of PDSA, 2014)

• It’s not about holding to a formula.  It’s about saving you time. Making 
improvements that otherwise would have not been realized.

<20 % — iterative cycles
Very few — “small scale change”
Only 15% — rapid, quantitative cycles

PDSA cycles are rarely executed authentically in published 
literature and collaborative quality improvement



O p t i m i z i n g  A n t i b i o t i c  S t e w a rd s h i p  i n  C A  N I C U s OA S C N

Learning Objectives

You should feel confident convincing others that…

1. Prioritizing learning over improvement is beneficial 

2. Rapid tests naturally create high return on failure

3. Iterative small scale changes naturally address resistance 
to change

4. Meticulous documentation of PDSA cycle saves time



O p t i m i z i n g  A n t i b i o t i c  S t e w a rd s h i p  i n  C A  N I C U s OA S C N

Theory and Practice

• Understanding the theory is relatively easy. 

• Understanding the nuances of the theory to optimize efficient cycle execution 
is challenging

• Truly putting the theory into practice is extremely challenging. It’s also not 
intuitive. It feels uncomfortable when implemented authentically.

• We naturally want to focus on improvement because that’s the goal. 

• However, there are other underappreciated aspects of PDSAs.

• Overlooking these aspects will impede your progress

• When everyone understands the nuance in the theory, you save time
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5 parts

I. Learning cycle

II. Failing fast

III. Smaller is better

IV. Tasks vs Tests

V. Documenting cycles

PDSA
Stewardship
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I. The “Learning Cycle”

• Some PDSA cycles should be called “Learning Cycles”

• Usually think of PDSAs as implementing to address the 
problem. Sometimes they are most effectively used for 
observation and understanding.

• Gemba walk of PDSA — about observation, not 
solutions. 

• Early and late in Acknowledge it feels inefficient.

• ex. Cedars-Sinai PDSA #1…Nursing handoff discovery 
(“tested whether he handoff could serve as a time out”)

Prioritizing learning over improvement — when the time is right 
— can save time/effort & uncover prerequisites for improvement
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II. Failing fast 
• Gaining consensus is “the dark side” of QI

• When executed effectively, early cycles can feel like 
you’re sneaking around without buy in. It feels like 
that, because that’s exactly what your are doing.

• Conflict with inclusive nature of QI. 

• The problem is that when implementing rapid cycle 
changes, attempts to include EVERYONE and get buy 
in before “cycling” WILL KILL YOUR PROJECT. Or at 
least slow it down.

• ex. Cedars-Sinai NICU PDSA # 2-3 — Poor 
compliance with sepsis check folder

Knowing when to fail fast, when to conclude a cycle, and how to 
quickly execute a cycle is key.
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III. Smaller is Better

• Ask yourself, “Is there anything I can learn from a single 
patient?”. The critique… “but your N is one” may not be 
relevant for early PDSA cycles.

• There are usually resistors and believers. Save time by 
avoiding “resistor convincing”. Test the early changes with 
the believers. 

• **If you feel like you need to get buy in from everyone for 
your early initial PDSA cycles, you’re “going too big”

• Example:  1. GBG experience … “next 1…” “next 3 patients”

Testing with small numbers of patients goes against our 
drive for statistical significance. Abandoning this focus 

may optimize your improvement. 
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IV. Tasks vs Tests
• Tasks are frequently confused with process changes 

to be tested. 

• To be tested — Process changes (EMR alerts, 
calculator roll out, abx default hard stops)

• Tasks with all QI work —Tasks = education, increased 
awareness

• Confusing tasks with tests dilutes the power of your 
PDSAs by testing things that don’t need to be tested.

• Education and reminders are not process changes. 
They are foundational things that need to be done. 
They are examples of “weak” interventions. 

Distinguish tasks from tests. The tasks should not be tested in 
PDSAs. This is a waste of resources.

Yeh et al. Parachute use to prevent death and major trauma 
when jumping from aircraft: randomized controlled trial BMJ 

2018
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IV. Recording the cycle 

1) Name your cycles 
2) Date your cycles (start and stop) 
3) Summarize your cycles  

Documentation

“scaffolding” 
for discussion
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“Grading” your PDSA

Taylor et al. Systematic Review of application of PDSA. BMJ 2014



O p t i m i z i n g  A n t i b i o t i c  S t e w a rd s h i p  i n  C A  N I C U s OA S C N

Using the 
4 PDSA 
hacks…

Let’s critique these cycles together. What are you thoughts?
1. Learning?
2. Rapid?
3. Small?
4. Tasks or Tests?

Leis et al. A primer on PDSA: executing plan–do–study–act cycles 
in practice, not just in name. BMJ Quality and Safety. 2016
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#1 #2 #3

Handoff  as 
Time Out? Sepsis 

Checklist?

Sepsis 
Checklist 
stapled to 

cover?

#4??
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PDSA Myths

1. All cycles should be expected to result in improvement

2. You must take your time to ensure that everyone is aware of the cycle

3. You must have high numbers of patients to have an adequate sample 
size

4. Education of staff should be tested in PDSA cycles
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PDSA Conclusions:  The 5 truths

1. Intended output of PDSA may be “only learning”…not necessarily 
improvement.

2. RAPID cycles accelerate your improvement.

3. The gradual gaining of momentum of small scale changes uniquely and 
organically addresses resistance to change.

4. Distinguishing tasks from tests can optimize your time and resources.

5. Meticulous documentation of PDSA work leads to improved and more 
efficient collaboration among team members and stakeholders
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Discussion of your PDSA plans…

Handoff  as 
Time Out? Sepsis 

Checklist?

Sepsis 
Checklist 
stapled to 

cover?

#4??


