Quality Improvement:

Concepts, Steps & Tools
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Improvement Science



Summary of what we have covered today

Model for Improvement
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* Analyze data
+ Compare to
predictions
* Summarize
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Quality Improvement Essentials Toolkit
http://www.ihi.org/resources/Pages/Tools/Quality-Improvement-Essentials-Toolkit. aspx
IHI Open School course: Ql 102: How to Improve with the Model for Improvement




Two Types of Knowledge

Subject Matter Knowledge: Knowledge basic to the things we do in life. Professional knowledge.

Subject Matter U dunussamgefingInuszuy
Knowledge

aMnaulsdsin mwi LLAZAMINYN

(XY Py Profound
ﬂ']’l&l?;ﬂ’l%t%ﬁ]‘ﬁ'l Knowledge
YA 1 =
mwgﬂqadan
Langley et al
2009: p76

Profound Knowledge: The interaction of the theories of systems,
variation, knowledge, and psychology.

The Institute for Healthcare Improvement (IHI)



Knowledge for Improvement

Improvement: Learn to
combine subject matter
Subject Matter knowledge and profound

Knowledge

knowledge in creative
ways to develop
effective changes for
Improvement.

Profound
Knowledge

Langley et al
2009: p76

The Institute for Healthcare Improvement (IHI)




Deming's System of
Profound Knowledge

7 romrecimoN

An outside view

Profound - having
intellectual depth and
insight (Webster)
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Deming’s System of Profound Knowledge

¢ ASEBUIAINNOBHuarUsTaUNTAL

o Byrugedgusinig (operational definitions)
¢ msAansaivadidunviey

* PDSA w93n5158us0kaziliel i

Theory of knowledge

Appreciation of a system »  Quality improvement » Understanding variation
o ANSANRIA LA « Variation Dudsimeanials
o AmUunain « Common w59 specilal cause
o Ufdunus . o ANNAAWANRTIN oM ALAR
v oo Human behavior v e :

o sxuusiiidnuNg *  ANNSLAIAY baseline
* viinue (whole) firn e UHdunusszrinaiau
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Deming, W. Edwards, Out of the Crisis, 14 Points, pages 23-24, © 2000 Massachusetts Institute of Technology




L

Core Values & Concepts / Principles / Philosophy

-m MBNQA/TQA 2565 Deming’s 14 Points Philosophy Risk Management Principles

e
Visionary leadership

2. Visionary leadership

7. Implement Leadership

Systems perspective 1. Systems perspective 9. Break Down Barriers Between Departments 1. Integrated, 2. comprehensive
Agility 5. Agility & resilience 5. Dynamic

WSuNa
Patient/customer focus 3. Customer-focused excellence 2. Adopt the New Philosophy (customer, leading, vision) 3. Customized

Focus on health
Community responsibility

9. Societal contribution

AUVINIU
Value on staff

4. Valuing people

6. Use Training on the Job
8. Eliminate Fear

7. Human & cultural factors

Individual commitment 14. Make "Transformation" Everyone's Job 2. Structured
Teamwork 10. Get Rid of Unclear Slogans 4. Inclusive
Ethic & professional standards 10. Ethic & transparency
ATWRIUN
Creativity & innovation 7. Focus on success & innovation
Management by fact 8. Management by fact 6. Best available information

Cont. process improvement

Focus on results
Evidence-based approach

11. Delivering value and results

1. Create a Constant Purpose Toward Improvement
3. Stop Depending on Inspections (build quality into the process)
5. Improve Constantly and Forever

11. Eliminate Management by Objectives

oo

. Continual improvement

0. Value creation & protection

wWn3aug
Learning

Empowerment

6. Organizational learning

13. Implement Education and Self-Improvement
12. Remove Barriers to Pride of Workmanship

4. Use a Single Supplier for Any One Item

WN.AWIWY ANTANA HNTINAIDLUTLTDIABMWIDIUNEILIA (13 NUATWUT 2567)




Deming's 14-Point Philosophy

1. Create a Constant Purpose Toward Improvement
o ManNuAMIUALAINSEuze) (quality in the long term)
. slashumsuAdagvianzntingrovneaniinossus &u (resist reacting with short-term solutions)
. 'LisudvinondaliEdu uivnvevinludsisinin (find better things to do)

. manmsallaneioushdmsuanuvitmnelusunan wasiruathnunsidduatiane
2. Adopt the New Philosophy

i TBUiUﬂm.ﬂ'IWM'JMQENﬂﬂ‘i

. mauauaammmamﬁmaaa‘,ﬂﬁwLﬂuﬁuﬁuu,'iﬂ FRUNNSPDNUUUNARAMYTIIAZUEAS Wufiazdsatfumsnau
THusanasusIuAsuaNTL
o Fpuwsandmsunmsasunlasddnluifnisvinasaa iWwsoswasnnsin dlgnsdans
. ahduviminainnvetasdng uazai lUUAUR
3. Stop Depending on Inspections
o Asemadsufidunuasuandodoldld i ldehslumssnssduasinn uailunsnasnduena
o apauamwith W Tunszununssausisusuandugn
o lldsauddumivineslsie uisudussaauRanaasoduiiaue
o Ta¥ statistical control methods eRaaiinnszuiumstiulgmsls bikssnsamaasuymesunann

Deming, W. Edwards, Out of the Crisis, 14 Points, pages 23-24, © 2000 Massachusetts Institute of Technology




Deming's 14-Point Philosophy

4. Use a Single Supplier for Any One Item
. paumnduduaMuANduAn Bail variation w4 input ou ABd variation wes output ey
o nowAwauTulafiouriusinsnainmn dnasuliyduauldihandunisusuUsnamnoaswInN
liTgudstuvinasAaruimsunasiissestudon
. ’“JLﬂ'swm“ﬁumuﬁmum (total cost) filssasany Vlzﬁ%ﬂﬁmﬁunm%'mﬁﬂ (initial cost) wasHaARnAULG
TFadsiaanwiiovin IkiiulaindawaunouanasnsgIUAMATND DS,
5. Improve Constantly and Forever
o JsuUssuDLazns:uusatinssioflos 1wiu 19 PDCA approach fiunnsimsziiazusuiss
ASLUIUANS
o wlunsdnmeusuislinnauvinnuvesauldFau
1% kaizen Wusuuvuiioanmuagniaiuazunszsiu productivity, effectiveness, & safety.
6. Use Training on the Job
« flnousuliiAn consistency ilahsan variation
. aRugIUwas common knowledge
. W guanuiTomavinenugh Taumumessmdunmlng "big picture”
. nedalfupainsisuusanndulazAu asetausssnnazdunndaniionisvinanuidudind lsdua

Deming, W. Edwards, Out of the Crisis, 14 Points, pages 23-24, © 2000 Massachusetts Institute of Technology




Deming's 14-Point Philosophy

7. Implement Leadership
o AuuaANAIARITIN supervisors uaz managers azth laAuvssUALLATATEUAIUATAN NN [T,
o liwisue supervise — usiTinswennsuaznsativauwionusazauazvinuluduvesnuldsiian Tu
16 13 Teisinaa
.« Aurmusazausiainser lsiwevinuasnulifvian 1wu hardware, software, 1n5osfiodus, uaznns
Wnousu
o WuANNAAYDaINITUIMISHUUAANINLAE transformational leadership.
o wisiazluTwAefull potential itdssusnsvinldmuiihvansuazlaash
8. Eliminate Fear
o Vi wiulaufvanulidesndiazanemnudafiuniodania wWaldiniwvinnuldsnan
o Vi lvmnausushwinefenisvinnuiiaaunwadasms doing more things right — uazvin T¥wan
wuingusmshiauladiazssiunilgauiioifiaanuianaia.
o« Vi WUAURNUSEN N iRea duasulininnueamnisdnsiianinTunnsvinanu.
o vihlkiiulahausadnasiin g wasfiihvinnusiuAuinnienavs: lovilasanvososdns.
o Tgmsdoansitlaniuaznsdlunsauniiondnmnuninanaleoanannasdng

Deming, W. Edwards, Out of the Crisis, 14 Points, pages 23-24, © 2000 Massachusetts Institute of Technology



https://www.mindtools.com/alj9lad/transformational-leadership

Deming's 14-Point Philosophy

9. Break Down Barriers Between Departments
. Tqi’l,tu'aﬁmaﬂﬁ'm'ms[u (internal customer) vinTWaszmiinnusiazuNArEoMUIY THUSANSUEILIN LS W 1D
output wainu
o ANIAUVIFLEING
o Tefinmsonansanuiioasemnudh lauazanmnudnusii st
o wiumnusmouazanuiulendun unuiiazniunis compromise
10. Get Rid of Unclear Slogans
o Vi WRusBaauindingdasnisezls ath lbwanwndasmaian “anuiduidalunsiiusnis” Wuswed
Auuazinand wiiuninoauinesnls azussalsendls dommuiigalauniugu "Always be
striving to be better."
o othilsAenu st XA nsaUszluafiansy snnaunu effective leadership stuAumanididniau uas
Nt osATTAsfUsiont A MSUASYIN Ui
11. Eliminate Management by Objectives
e nasgNfimMsvinnuenunszuunsesndls iissusituunashiae “production targets can
encourage high output but result in low quality”
o Tomswonnsuarmsaduauuiionvisnisnanuazaauniwag Tusssuiiaauazussale
¢ TRNFEUINANG ﬂsmmwuﬂumagmg[mLﬂmﬂsmauﬂﬁ.

Deming, W. Edwards, Out of the Crisis, 14 Points, pages 23-24, © 2000 Massachusetts Institute of Technology




Deming's 14-Point Philosophy

12. Remove Barriers to Pride of Workmanship
«  Walamalvmnauimumenilalunuwvesnu laslidadiazuuuniaissuiisu,
o UfURiseUfuinuainavinisndu TdvinTknnnendesudsdusuiioio Guniosataduy Wonannuly
SrUUAMANADNSER DU nAulias lussduiigavinifiousulassssuond
13. Implement Education and Self-Improvement
o gAFEeULiINYedUUDaIUH TR
o Auaduliaussuinue vy Wumsiesounsondmsunsiwasundasuazanuvihvnslusunas
o aswinw WUfuRuasaUsUsAUMSWANULUAY LATANINSANBIMILAZUSSAN SN
14. Make "Transformation” Everyone's Job
. UsuUssesAnslassin (improve your overall organization) lasmsldusiazaudlughaniihgaaann
e AETiAMIENY usazdM udanuseciniuaanadastumwinajotnals
o o effective change management principles iiavinUsaauazanuAninaig Tu Deming's 14 points
luadnsugus

Deming, W. Edwards, Out of the Crisis, 14 Points, pages 23-24, © 2000 Massachusetts Institute of Technology



https://www.mindtools.com/ahpnreq/the-four-principles-of-change-management

NHS Quality Improvement Building Blocks Framework

Comprehensive Model for Real time
: 'éapture’ : Improvement transparent
LRSI PWS: | | active at the measurement &

st Issues, events frontline understanding of
Essentials e e 0

variability

Valued Leadership ‘Team’ ethos:

Workforce & with relentless Clinical & .

Cultural & Psychological focus who Informatics |

Infrastructure Safety connect with Integration
Essentials the ‘front line’

) What's the

Family
Centered
Care

Familyas a
unit of care

matter?” to
“what matters
to me”

https://www.quest.nhs.uk/what-we-do/quality-improvement-building-blocks-framework/



Model for Improvement/Redesign



Model for Improvement

What are we trying to

. LSIAIRINYTYTNTATz USSR N 18az (S
accomplish? q
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u change is an improvement?

¥
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Change (USu1iasw) What change can we make that 151azasnsUAsRulasa (SN inau
will result in improvement?

Act Plan

Study | Do

The Institute for Healthcare Improvement (IHI) 0
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Shrink the Change
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Typical PDSA Cycle Example

Adapted from IHI

/Al P
PDSA 4: Get ready for

implementation

AnausmiasiUufiRtuaenineg

PDSA 3: Wide-scale test of change

U%Uﬂ‘gﬁtlﬁ?ﬂﬂﬂﬂﬂﬁﬂfﬁﬁﬂ%ﬂﬁi 3 AUITNFIYU

' 21 A
W'Ns'] Llﬂgg‘IJ'Jﬂ NHINEYREUSLAINSURITINNAE

- = - —

PDSA 2: Follow-up Tests

ﬂ%’uﬂyu&'qwﬂmuﬁ’ué’?ﬁu’%ms 2 AK Lmzﬁﬂw 16 A

N
Hunches, Theories, Ideas
Introduce written action plans

PDSA 1: Small Scale Test
wﬂﬂ@uﬁ’uﬁﬁﬁu“}ms 1 A Lmzéﬂw 1 AY

The Institute for Healthcare Improvement (IHI) "




Adobe Kick Box & Design Thinking

@
n ------

Prototype
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Applying Improvement Science:
An 8-Step Improvement Model

e Do we need to adjust o ... Isitan adoption 4 _
,’ - our interventions? problem? . a
v : Is our data valid? N
Do we need to : o \

reevaluate Y
root cause? \

: : : \

v i B |

@ (2 © (2 (2 7 © (2

Guiding question > Guiding question i Guiding question o Guiding question i Guiding question - Guiding question - Guiding question e Guiding question
Do we understand Do we know where Do we know Do we know what Have we applied Did the changes result Are we sustaining Have we

the problem? we want to be? the cause? to change? and measured in improvement? the gains? communicated the
the change? results?
1+ 4 2 N 3 N + N 5 W 6 | N
Analyze the Scope the Explore Root Design Implement Monitor, Adjust, Diffuse and Communicate
Opportunity Opportunity Causes and Interventions Interventions and Continually Sustain Quantitative and
and Define and Set SMART Set SMART and Plan Initial and Measure Learn Qualitative
the Problem Goals Process Aims Implementation Results Results

https://www.healthcatalyst.com/insights/improvement-science-in-healthcare-yields-real-change



TCPI fphases of
0

rmation

trans

SET AIMS

USE DATA TO DRIVE CARE

ACHIEVE PROGRESS
ON AIMS

ACHIEVE BENCHMARK
STATUS

THRIVE AS A BUSINESS
VIA PAY-FOR-VALUE
APPROACHES

https://www.ama-assn.org/system/files/2019-11/tcpi-grant-funding-outcomes.pdf



1HI Model | DesignTh. | _Adobe

Empathize

Changemaker
Inception Dream It Do It
Input Problem Research

Insight

Identify the process
Form team

Aim

Health Catalyst

Analyze opportunity
Define the problem

Scope opportunity

Set SMART goals

Literature review

Current process

Measure

Measure

Problem Situation

Baseline data

Change

Root Cause Analysis

Cause

Explore root causes

Frame the project

Set SMART process aims

Re-word drivers

Ideate

Ideate Brainstorming

Ideate

Design intervention

Prototype

Idea Selection

Priority of change idea

Plan initial implementation

Improve
Investigate

Iterate

Theory of Change & etc.

Test change

Collect data & monitor impact

Implement intervention
Measure results

Monitor, adjust, cont. lean

Infiltrate

uw.agﬁ@uﬁ ANTANA N3

Sustain the gain

Diffuse & sustain




Inspiration & Dream
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Delight and fullness,
but no wealth
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Excitement and complacency,
but sence of uncertainty
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Inception
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Kickbox Foundation www.kickbox.org

https://kickb
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School of Changemakers https://www.schoolofchangemakers.com/



Dream It Do It

SKILLS INTERESTS CONCERNS TARGETS
divinwe/anuaneazlsdng wlauaulaaglsdnge Ussiiuiguniisesnudluvie gt vaneditsesinidily
151viezlslan? isvauinezlsluianing? spndelintuiesls? YU nn?
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IDEAS

lahgayne annnyersaauaulaawitdyminsarinauiunguidinuieiisien (be creative)?
= 1 a &y Yy < a A o VR a a o v [l 1 1 a
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School of Changemakers https://www.schoolofchangemakers.com/



Input
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Ideate: Input

Ideation begins with inputs and insights.
Go to cards and now to learn how to gather input and generate
insights. Return when completed.

Your objective is to generate bad ideas.

A lot of bad ideas. Most great ideas begin life looking like bad ideas.
That’s why the red box contains a notebook for Bad Ideas but none
for Good Ideas. Here on Level 2 they are the same thing. We're less
judgmental if we label our raw ideas “Bad” in advance. Keep that
notebook handy. Once you begin ideation, ideas can land at any time.

BAD IS GOOD

Kick off your process with a formal idea generation session. Block

45 minutes on your calendar at a time you’ll be rested. Find a quiet
place and silence electronic distractions. Place a pen, the Bad Ideas
book and a pad of Post-It notes in front of you. Set the Kickbox timer
for 25 minutes. Do not allow interruptions. Use your observations

and questions from 2b as a jumping off point. Brainstorm. Jot down
interesting thoughts. Jot down crazy thoughts. Some spatial thinkers
place sticky notes in rows, circles or clusters to reflect related concepts.
If any unrelated thoughts encroach, like “Don’t forget to call Bernie”,
queue it on a Post-It off to the side.

After your solo ideation session, be patient. Creativity is a background
process. It may be helpful to have ideation sessions with others

as well. Do what works for you.

Complete actions on 2a and 2b. Go to Level 3.

https://kickbox.org/



ldeate: Input

sulsdoayaluasrns
Ideation AataAgvayaaNuvaIneluasins

LNANMUATNAUTZAIA AIINABINT KaZYRINA

WUSHAVDIIANT
TQUIZAIAIINAYNSUDIBIANT
TQUsraInTzzeILas KPl UaeguInng

N1SNAABAULINBUIINAY LAglanIEaE19B9RNIN1INNFURAZAUTEIUYH

1 o a gd a o o a o & 0o & o v 1
waneinany  detlildudeanudnnsiuseauaduasarnduuszan nnsaunulne
121NN YBII193ENINFUTIANTONUNNNITNUNUANAINNY UIANTL
v v Yy . = s
L%ﬁ1ﬂiU§%ﬂNL%mLLﬂu (reach across boundaries) LBATUDYIIFAULEUD

https://kickbox.org/



ldeate: Input

Q/ VD o’
‘SUWQ‘UBHRHBHBQF\HS
wiastayanneuaniindudnlumegauszniedadanalnae wasaeaiaiulngg

Nenulansauna agrelsaauldiiuanayssunas agrunniuluaunadulalala
(indecision paralysis) #1593 laglddayaanaieluive focus n1sAunulusing

uwiastayalsie sialy
wiastoyalusie Mneadesiuianis
F189UNNTINBUAINALULAE
Websites fazlvidoyauualiiumigy
N1sEUNUINUgNAT LuaUIAA

https://kickbox.org/



ldeate: Input

Inspiration (A711UUAa1)
* agruastruaudAyvaInsidalanadliauasladudaiviinszaualnuduaiala
auns Aads aandaenssy vav

* msAnwiuaNaIkansliiuIduualYIendulRanauinnUANES19ETIA

* WUNINIUNAANUGVIAUANES19ETIARUUEN

o

vindanssuliasu 3 aghenoureslududely

o Aunuiuieuinauiirauladuslidesldiiufduiusioe Tnsawisgiiagainga
MIDA1UHUN
wanauimiwsefuiunssziuganenfuingUssasdssazeniuaengu/aedns

99 web (trend-spotting websites) Lﬁamu,u'ﬂﬁuﬁmauhﬁLs'flajmaifmﬁau
waneiugnAnRafuligmuazaufaan1sveIwaNIY

81U518971UN15298 U aLs1dul

https://kickbox.org/



Problem Research
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Mode Empathize in Design Thinking

Assume a Beginner’s Mindset
User Camera Study

What? How? Why?

Extreme Users

Saturate and Group Prototype

Empathy Map

https://dschool.stanford.edu/resources/design-thinking-bootleg



Mode Empathize in Design Thinking

-

Empathy 1JuiugIuv89 human-centered design
Jgymismenauudludnlailylgymvaast uiluvasglduisau

1'% ) % Y 1 = Y1 a Y
#3719 empathy dmiugldvaasiiiunisieuzAiauvaely
155U suls A UE lUsunTsaang AUHFNRUS wazsiuTuUszaunisal
AU insight LWaYu1g innovative solution
129896194 Aed1aianlnd - empathy & human centered

https://dschool.stanford.edu/resources/design-thinking-bootleg



How to Empathize

Observe dunadngldfiufaunusivaanindauatiels nuAine wainssu waz
v o= A = v ¢ Yo q v Y & v
Guiinaue Nagvauuszaunisalvaswanun nsgellavintviissiluiledngly
Anazls 3Enatnels AudsiluneenIs

Engage HUjjduniuslaensenuglduasduniwainanin virlmsnle insight an

UINVULAYINUANULIBUALANIYNYDININLYN

Immerse A5 lUTwmSUUsEAUNSAIAUR LY Whldagludndauivainla

{LYLUU first hand wWu unndluuauaguu stretcher 7 ER naaniaLls

Best solution #1370 best insights TungAnssuvasuywd TrnergruAunIa1suANdULAADUY
a Yy v v y = & w v ' Y Y, .
WOANTINVRELY AUNIAIUABINTVRIRTY (eunensananldiesanaazlinsevdn Auma right

user NMs1azaanuuuli 14 insight Mts1l@sunnaanuuy innovative solution

https://dschool.stanford.edu/resources/design-thinking-bootleg



EMPATHIZE: Assume a Beginner’s Mindset

WHY: 19 mindset vaaniinauinanRanauufgIuueesn

HOW:
%4 N 1Ay v o 1 v .
*  Funauasdufdunusiagli 1o value judgment
& o L4 a 1 a da 1 74 14 [ o
AeraINAuNNdmnagne (uilludaiandndnlauan) vinla vinly
v < v a ady =
agnnzaeniiulviuin willudeiiauAensa uncomfortable
A AavY o du 14
WA pattern MNMsRURAUNUSAULLY

Weagensla Fududanglone uazdsnisua LidesRndeArnudaluiitsnasay

.\

https://dschool.stanford.edu/resources/design-thinking-bootleg




EMPATHIZE: User Camera Study

WHY: iavinaauinladssaunisalvasgldriuananivasgldias

HOW:

6 0o w A A

valviltinnaasnfalunni areguuszaunsalndlanyrsalinnunungse

v
1

= v Y

v Y v 1 A Al Yy v w o a v v
Jig wenenulindnandnningatesiuaitdyniineanasiuiusuniindaunie
valvildaSuranniianaanudazaindndininudragyaenels

Y Y

Tdwmatian empathetic interview tavina21u w1 laanununenangsvuldan

https://dschool.stanford.edu/resources/design-thinking-bootleg



EMPATHIZE: What? How? Why?

WHY: faglisrdaunalaanau angusssuiidanaiu lugensualuazuseasls Talunsimsei

ATNAYAINNIAFUIY
HOW:
*  Y1MM159 3 189 What? How? Why?
e [WyuRndunniuasludas What?
*  ATUILANWAULAITNIZVNALYITNAIBAIAMANI TUYDY How?
1 1 Y < 1 < a = o (%4 v
AnAdusegslanazansualniuianduegnels Wuauuagiuiisazdilunegaunugly

concrete emotional

WHAT
(what are they doing In the photo?)

https://dschool.stanford.edu/resources/design-thinking-bootleg



EMPATHIZE: Interview Preparation

o

WHY: ivaldiaanduldlinausslevingn wlidrazlagladugd

HOW:

o A < v 1 a o

szananasAnunilulule wenenusasannuAniY
IANGUKALAY theme YaIAIY ResarauAauliaulnalusssuyif
ANAIAIUNFISI00N
Usumau lBdAIaumaIduIn g
* Wil

1 1 =R g 124 dl
*  Pua1DInTEANen...

o = YR
*  A0UDIAINIEN

https://dschool.stanford.edu/resources/design-thinking-bootleg



EMPATHIZE: Interview for Empathy

WHY: tiattlanduda anusan 1s9ela -> Aunaenis vaer Y

Explore
Emotions

Evoke

Stories

Question
Statements

Thank &
Wrap-up
Intro

Intro Project
Yourself
&

https://dschool.stanford.edu/resources/design-thinking-bootleg



EMPATHIZE: Interview for Empathy

Ask WHY a1uvinly LLﬁJL’i'ﬁ]uﬂﬂ?'ll,'i'liﬂ']ﬂ@‘l]’é]‘c’]ua’)

Never say “usually” when asklng a questlon hJa'laJa\‘i‘I/ILnﬂ‘UuIﬂEJ‘VI’ﬂU WL LD
MANITIANIE 1Y “‘U’)EJLa’]L’iE]x‘iﬂiﬂﬁﬂ‘Vl’]EJ‘Vl
Encourage story Lsaaﬁnmm81%1&1’11&1'3'1wﬂaaﬁﬂaeiﬂalstﬁaqﬁ’uiansauﬁq

Look for inconsistencies uaamaam‘luaamam Lsmws’ﬂ%wmmmqmmumnmanu
Tuaalsidonadasilisnazwy insight fivnaula

Pay attention to nonverbal cues ldlafiugedue Falailaryausduaniyuneaeng iy
ANWINTY D150

Don’t be afraid of silence ag1naIANUREY ANUREULIUalamalvildlalasAsey
ANNBUVBINULAY Fea1RaslnTuAInaunanasluan

Ask question neutrally and don’t suggest answer 01UA1AIUNATNE) wazliduatiue
ANNDU

https://dschool.stanford.edu/resources/design-thinking-bootleg



EMPATHIZE: Extreme Users

1 o/ 1 %4 =

WHY: mmé\’mmwmﬁﬁ%’ﬂamﬁ NALAUYALATIANUANY

9q

HOW:
*  fsandndesnisAneluwiyuluuuanisasnku kainguiilu extreme user Tudui

*  dunauazduntual extreme user WWLABINUALDUY wBIMINERNITTUGALATIaUTa AT
wsevumralalunisasnu
o v @ o v v Yy o oA v
ihdayanauninauinlaninunanisvasylduaniiisnazaaniuulv

https://dschool.stanford.edu/resources/design-thinking-bootleg



EMPATHIZE: Analogous Sympathy

WHY: nsldauunvisarSeuiiisuiudeiindnenuy (analogous) Wuiasasliannsanasly

n135352Y insight FslidalauneIaiaselunsaun
HOW:

*  Usnunnulunududyulawas empathy space lafiisnaula
*  STANANBINDNN analogous space (13aztluludufvafiuay) Warsaundnae
funualvsadunnagels

* 113UnmuIEANNARIN analogous space WaNUABULIIUUAalanaL insight

https://dschool.stanford.edu/resources/design-thinking-bootleg



EMPATHIZE: Story Share-and-Capture

Y v

WHY: nustuganusazausus dunadnuuungliandu iunisiSudiu space saturation process

U

HOW:

AuNTNuAazALUaNENS B9 TInuiuKazdBUIN empathy fieldwork waswustiuduiindu
Au1TNAUBUY Weu headline quotes, surprises, wazUseinuiiunauladue nilslseiiuse
post-it 1 WNU

Innguaanilu theme & pattern

o 14 1 =Y g o/ v 1 = v
iinaunladnineslsvuiugldunazau willanuneansesls

9 0
/"\A(

b () =17 S BETTES

Ll e

https://dschool.stanford.edu/resources/design-thinking-bootleg



Empathy Map

Think GHV

Hear __TS‘: See
/ay &\
Pain Gain

AR ;ﬂ%‘l%ﬂsuﬁ%ﬁtﬁaﬂm winaczls lagwazls anazls waiiazls

I3NAWAADY normal users LNNLANA?IEY extreme users




EMPATHIZE: Empathy Map

WHY: 928d9a3129aanilaainnisaanntaznen unexpected insight aanun

HOW:
Unpack 71113198984 iNaussydayanaluil

Say S99 bYW
U U
Do N1SNSENUIANGANTTUNESLNALIAL

Think &eilve193zAn AULTaVRIRLY

Feel @15unlAN3AN VLY

Identify needs lagly verbs (laild noun Faazudu solution)
|dentify insights
®* Contradiction between 2 user attributes

* 974 why WanungAnIsULUane

https://dschool.stanford.edu/resources/design-thinking-bootleg



EMPATHIZE: Saturate and Group

WHY: §1573 theme & pattern [WaHIAIUABINISNAAINNUIY WaE insight N
Yrelunisaaniiuy

HOW:
* Saturate HIWT9AIY post-it WVU headline vasdsmraulald wiaunssy

1 = <
angluinuanannIneEuI
INFUUATAALATN A9PD theme

anusrenulilulnaiiunin theme tiataulaenuaanannin
Create insight @9aziludselemilunisaaniuu

https://dschool.stanford.edu/resources/design-thinking-bootleg






ldeate: Insight

Active Observing

To think differently you must be able to see differently. Observing

is more than just watching, it’s active observing. This means
watching through different eyes. Try imagining how someone else
might see the problem or situation you are observing. For instance, a
child, the oldest person you know, a great innovator or even a time-
traveler from the future. What questions would they ask?

Ask Different

Great answers come from good questions.Innovators are insatiably
curious about the world around them. Interrogate what you observe
by asking deep questions.

Encourage your curiosity beyond products and technologies
to people, problems and businesses. Nurture your passion for
understanding how things work and why they don’t.

Often your colleagues can be good sources of intriguing questions.
Call 2 “Question Storming” meeting. Instead of answers, focus on
generating thought-provoking questions.

d9NAae19LY9TU (Active Observing)

[ ]
AR

hussdgaeafiuandieiy
Juaunsiauduazteslyvnwseanunisalagiels
WU 1N §g9918 wInns dniiumisiiuniaan
WaNIAzaUINazls

1M0UNLANAT9 (Ask Different)
yrluriuuui ldvinanuuunils
Az runna1eaanlulasgnls

1
=\

dl = v 1
8991 perfect Antnagnsls
Aaunldpedilasaruuinoufessls

https://kickbox.org/



Divergent Thinking

The ability to shift perspectives is crucial to insight. Here is a
framewark that can be useful. Experiment with applying different
transforms to what you are cbserving and questioning.

Deconstruct Can you deconstruct itinto component elements?
Cani thoze elements be recombined in different ways?

Scale What happensif it is bigger or smaller, from nano
to macro? What if far things become near and near
things become far?

What changes when here becomes everywhere, when
one thing becomes everything, when that which was
lzcal becomes global and what was global is local?

What occurs when that which was first becomes last,
before happens after and easy becomes complex?

How does it change if right now is forever, if faster is
slower, shorter is longer, the frequent becomes rare or
the mndom becomes regular?

Value What if good iz bad or best is now worst? What if the
perfect becomes average, the free becomes priceless
or the important fades to trivial?

Complete three actions. Return to card 2.

I:' Actively observe in a familiar context. Shift your mental
perspective until an interesting mew question ocours to you.

I:‘ Read news articles to find a problem that exists in the world.
Use the divergent thinking framewark above to generate three
interesting observations or guestions about it.

Using the inputs from 2a, generate 3 insights, observations or
questions related to your innovation interests.

ldeate: Insight

ARG9 (Divergent Thinking)

[~4 [ 1 v v ac 1
LENLEIUUDIAUSLNBUEDLAITINAYIS INU

nsiagusUasdIuun Tugidunssianas Ususzezan

Tnallulng Tndlulna

nMawAsunuasduveuwn anididunnil andwmidady
‘Vgﬂ?ﬁ 270 local 1Ju global 910 local Ju global
nMawdsunuasimuam antagtiudunasnly anisadu
1 annsudiugna anvesdusing mnuug asady
ALEND

nMswdsundasiruguen anaduar nauysaluuudy
\fe Mndrdaidusssum

https://kickbox.org/
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FEELINGS

Blue Hat - Process

Thinking about thinking.
What thinking is needed?
Organizing the thinking.
Planning for action.

Winite et - Facts
Information and data.
Neutral and objective.
What do | know?
What do | need to find out?
How will | get the information | need?

Red Hat - Feelings

Intuition, hunches, gut instinct,
My feelings right now.

Feelings can change.

No reasons are given.

BENEFITS CREATIVITY

CAUTIONS

B

)

Green Hat - Creativity

Ideas, alternatives, possibilities.
Solutions to black hat problems.

Vallow Hat - Benefits
Positives, plus points.

Why an idea is useful.
Logical reasons are given.

Black Hat - Cautions

Difficulties, weaknesses, dangers.
Spotting the risks.
Logical reasons are given.




Improvement Science
Step by Step Guide

Last updated: 14 May 2021
CEC Ref: D21/11427

More information at CEC Website: http://'www.cec health.nsw.gov. au/quality-improvement/improve ment-academy/quality-improvement-tools
Evaluation: Please provide feedback about this document via email to CEC-Academy@health. nsw.gov.au. m
(QIDS NSW Health Staff can log details about their Quality Improvement Project into the CEC QIDS platform. - | | CLINICAL
Nsw ﬂ EXCELLEN
COMMISS

NB: Some steps may need to be revisited as your team progresses through this improvement process. SOVERHHENT

2@
“!!“‘,'; - CLINICAL
NSW | g e

GOVERNMENT




Step 1.
Decide on the process that needs
improving



Step 1
Decide on the process that needs
Improving

i. Does someone else
also think it is a
problem worth solving?

1. Is it & significant
issue for your ward/
unit/department?

2. | it also important
to the organisation
and its consumers?

{qualitative/

&, Is there any evidence
available relating to
best practice?
The right quantitative data)
7. Is there similar work - that indicates there is
already occurring project: a problem? Are there
in your organisation? anecdates, incidents,
If so, what will your complaints, key
project add to this parformance
work? Will it help indicators?
or hinder the other

work?

4. |Is there supporting
evidence

6. Who are the key
stakeholders that you
have discussed your

project idea with?

5. What do you hope to
achieve from undertaking this
project?

Common errors in selecting quality improvement projects

* @ o @ 9 @

No one is interested in the problem.

The problem is not a strategic priority for the organisation.

Selecting a solution to implement rather than a problem to investigate.
Selecting a process in transition — ie manual to electronic process.

Not defining a manageable scope of the project ie too large.

Selecting a problem beyond your authority or outside your area of
influence.

Task
Decide and document the process that needs improving:

]
]
L ]

What is the problem you want to solve?
How do you know it's a problem?
Who else thinks it's a problem?

Do you have support/approval to use this problem for your quality
improvement project?

These can go in the top left corner of your driver diagram.

QIDS: Key information into GENERAL > Title, Standard, Background and
Rationale.

https://www.cec.health.nsw.gov.au/__data/assets/pdf_file/0010/445447/Improvement-Science-Step-by-Step-Guide.pdf
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Better Health Better Care

Technical excellence Service exgellgnce

Clinieatromrestive
Appropriateness
Effectiveness
Safety
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People-centeredness
Patient experience
Equity

Lower Cost

Better Value

Management excellence

ECive




Kwann1sYag Patient-Centered Care

Respect for patients' preferences

Coordination and integration of care

Information and education

Physical comfort

Emotional support

w

Involvement of family and friends

N

Continuity and transition

-

Access to care

Picker’s Eight Principles of Patient Centred Care

6
LANINANNYIe|IA
nsUszanuazyImwInIg
U v U
waﬂauazms‘l%mwg
ANMNFELAINFUNY
n130) LRGN 12
N1SNAINIINYDIATILUAT
ANADLIDI

VY <R

N13L2DI

http://www.oneviewhealthcare.com




Patient-, Person-, People-Centered Care

Patient-Centered Care Person-Centered Care People-Centered Care

Response to patient’s health need Care is personalized
Access to care

Continuity & transition

Coordination & integration Care is coordinated
Physical comfort

Emotional well-being

Information & education Care is enabling
Patient experience What matters to patients Adopts individuals’, carers’, families” and
Patient’s preference, value communities’ perspectives as participants

in, and beneficiaries of, healthcare
systems that respond to their needs and
Patient engagement preferences in humane and holistic ways.

Dignity, compassion, respect




Outcome Measurement

N1550ATIR AMIINNY DRIVTDABIG

Effectiveness o @ & o A
Asnavuttwsa 1Sty N131Lan

NISADUABDINITAAN )
- mmﬂasuuﬂaaamazqwmw
6 o % 1 R 6 -7
Safety WANIIRE1ATY mqm‘stﬂuwaﬂ‘szmﬂ ATUNINTOW
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People-centered ﬂuuadwaaﬂﬂqﬂ/@lﬂ% 1 , TUNCtional outcome, o
93 < . N1SKWaK IN. N1 OPD/ER HAGAN
Efficiency N3 lININEINI/QAN sShERNLEn dnlEene

uw.a‘lglrg”@uﬁ ?qm“gaqa 16 Ju1AN 2566 @ 23" HA National Forum “Synergy for Safety and Well-being” (ﬂ%"umﬂ AHRQ Outcome Measures Framework)
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General Waste (DOWNTIME)
Defects rework (N13¥1191% BN aLN LaTaUNNTDY)

. a a a o &
Overproduction (NMINAG/UINTIININLN WAL 1)

Waiting (n1350A08)
Not using staff talents (lailzndisuasiarmnnn)

Transportation (N13LAKNN)

Inventory (38AAIARY)
Motion (N13LARBKN)

i a o G
Excessive processing (ﬂizn’mmiﬁu’mm%ml,ﬂ%)

Clinical Waste
Unable to access, waiting
Delayed & wrong diagnosis
Delayed & wrong treatment
Over-use/under-use intervention
& technology
Error & adverse event
Communication failure
Co-ordination failure
Inadequate knowledge & skill
Role confusion
Obsolete technique & technology
(& malfunction)




dseandsnin i/ nananans 9

lszansnnaasnslaaaiui: OPD, ER, ward, ICU

I3 ANDAWANMNARNNTEN BIN1THINT? investigation
ANANRARALBINITZE (RDU)

UFLANSNIN/QNHNANIZEN VBINITNIUADNIT/HIAR
Useansn1na1nn1sUsud 39n3zuInn13n8unIAa Lean / J3uil39 patient flow
Uszansnmwzasnisigaisismdlaa: i dszi Insdndd
JILANSANVITEUY IT / UszanSn1narnnisin IT a1 ly
U3EENDAINININNITAALIANITOABYKRIBIITOLLIAN (turn-around-time)
ﬂiza‘n%mwmnm'm%m'imsﬁ’ﬂ%”au,azﬂé’aﬁ'aq

UseaNBA AN FTNEN

Uz ansnmaranisannisly dnauanlss
UseansaImaInnsusmInInIsauacilae

uw.am"’wﬁ ﬂﬂqﬁqa “A-HA Preparation for Senior Leaders” @ TW.JNLADY T FITNTN (14 IUINAN 2564)




Aui 1 sindulatdannszinunisagdsuilsa

WIYINATUN AranuNansgauINdulasInIsnasiins o lu alaenulananaInnuuae

Importance AudAY  -SesililulssifudiAgdniunienuusinumrsall
A dyc.f [ o o Y] 3 VU = 1 dy I 1 . . . 3
L9599 UUTEZAUAN wjamsumﬂﬂmaw‘\ﬁuNamumﬁﬂ,u —‘Uﬁpﬁﬁ’miﬂﬁtj strategic priority U8iaIANT
puauAnestaumsiasunisunlumensely Jaifilasaulaludemil
Evidence -Iviangu WoyalBeuSunay/Teyaienainin) aduayuinges
[ Y & 2 2 1
wangIutoya Hdudgnvsell
Relevance -Auniazlasunasslsannisvilasanisil lanmvuaveuwanianunsadanisia wu
anandtesdunus - lesludiduladudedidginalinanesedasinisidie  Tassnsvualugivly
158N1ATINITNBYAUVBULUNSIUIIVBINUY
Achievable Hnuuneaeaaeiuiavihegivihsnuduluesnsvseld  -lHennsyuiunisiiedseniensiUasuriu
ausailaanse ol uvesauaziueNliiuOuuegls sztenseanly iy 91ndielu electronic
guasIARDIUIY

%
v

-HUayaieniiu best practice lusasivnmiakl

Clinical Excellence Commission, NSW Health. 2021



Step 2.
Form Team



Step 2 Project Sponsors
Form teams: ¢ High level person/s - who do not work directly on the project, but can
i) Project spo.nsor oversee and provide support and guidance.

! ) o Report project progress to project sponsors on a regular basis

Project Team
@

e Gather people with the right expertise:
v People from all areas of the process under review.
v Ensure it's an interdisciplinary team.
v Include a consumer (or interview consumers).
v’ Include a quality advisor.
v' Appoint a team leader.

Task

Document the names/positions of:

i) the people you will have as your project sponsor/s

ii) project team members

These can go in the bottom left corner of your driver diagram.

QIDS: Key information into GENERAL > Team Members.

Clinical Excellence Commission, NSW Health. 2021




Step 3.
Develop an aim statement



Step 3
Develop an aim statement

S M A
® @ (@ &L=

Specific Measurable

Example
By June 20XX, Ward 6 South will reduce patient fall
incidents by 50%.

Remember:
An aim statement should NOT include a ‘solution’.

When the team has agreement about the process that needs improving,
develop an aim statement.

To help shape your aim statement, discuss:

e What are we trying to accomplish?

e What would success look like?

¢ How will we measure success?

An aim statement needs to follow the SMART criteria and:
Specific - clearly state what you are trying to accomplish.
Measurable - focus on a measurable outcome.

Achievable - make sure it ‘can and should be done’.

Result Oriented - set an aspirational, ambitious stretch goal.
Time Scheduled - include a completion date

e @& o @ »

Check that your aim statement specifies a:

Time frame: By June 30 2022.

Measurable stretch goal: 100% of patients will...
Criteria: Will be screened for...

Scope: The target population - hospital X orward Y.

Task
Document your SMART Aim statement.
This can go on the left side of your driver diagram.

QIDS: Key information into GENERAL > Project Aim / Goal, Key words.

[ ]

e @ 9

Clinical Excellence Commission, NSW Health. 2021




AUN 3 ANHUALLNTINE (Develop an Aim Statement)

o o [~4
1. 151fiaenT1svinasls ansa
() = oL 1 3 o %/ 3 L dl
2. MNINFIFBINTTDLINY (DTN INTIRATEE] As99% lanntafinala)
o [~$ QL (~1 1 a dl (~1
3. AAMNANSINRHINLLINad19 (s (ﬂﬁmﬂmwﬂumﬂugﬂﬁssu)
s o < 1
4. 9zinAIMNA5a (had9ls

‘L Make your goal specific and narrow ‘VT
speCIfIC for more effective planning % BT
7A
Make sure your goal and progress d Y
Measu ra ble are measurable /\,\/\/ LI LS
A h - bl Make sure you can reasonably accomplish r u iiﬂ\f&’
c leva e your goal within a certain time frame . Q
Yi I should ali ith | //V-/ ﬁ"]‘y]flﬂ
‘'our goal should align with your values A
Re I eva nt and long-term objectives / 4
listic but amb dd larif =
H Set a realistic but ambitious end date to clarify ?
T TI me = ba SEd task prioritization and increase motivation LN@ ﬂ

‘indeed

v

un.ayial ang@na HNTININARDNUUITLIBINMWEDWMNELIN (13 NUAWUT 2567)




What is the Define Mode

Prototype

Jutusauiiseauasduasizidennuluty empathy 11d needs and insights WaZiNYUAYBULIATDS
AMUTIMETNITLaziaurLng. Wudunauwes “focus” unnin “flaring.” wWindnewas define mode A
ﬂ’]iﬁﬂﬂ”g’mvﬁﬂﬁlgﬂ%ﬁj’]ﬁﬂ%ﬂ ey design space ﬁﬂmfj actionable problem statement %39 your point

of view. aguuawaqmu%ﬁ‘]u guiding statement %ﬂijuﬁulﬂﬁﬁﬂ%mww insights and needs NAUNU.

your point of view filgn1sszyuatleym usilu unique design vision vesvinu. anudlaluaruyiviedn
fAuue way insight Nagldiluaruauinly design work Wuitugnulunisasisameauinuszauaiudiisa,

https://dschool.stanford.edu/resources/design-thinking-bootleg



Why Define

Define L?;Ju%umawuaqmﬁzﬂﬁﬁﬁ’ﬂLaudﬂﬂ@,mﬁ'mwmmumﬁmauﬁaaﬂi 1Aun1g reframe ANNNINY

910 new insights sy Faazlddu solution-generating springboard nolu.
Point of View (POV) i Sanwazdail:

- uansliiiugaiulazsouwnvosdeym

. @59usausIalalviuenu

- 1 JugnansBsdmiuuszidiu idea singq

. La%mwé’qauﬂ%ﬂﬁuaﬁﬂuﬂﬁﬁmﬁﬂ%Lﬁmﬂmmmsﬁquaﬂﬁm

- JudemddmsunisseauauosseUsslon “how might we”

- asUlanaranuddnvesfpuiisnuty

« Saves you from the impossible task of developing solution concepts that are all things to all people

- nduITUMULazUuUsalleldiSeuiannnsasiievh

« Frharuwenealunsadiunngsy

https://dschool.stanford.edu/resources/design-thinking-bootleg



DEFINE: Point-of-View Madlib

Insight

WHY: til%n1332 actionable problem statement

HOW:
o Ifdaanuludnwarzil liear
* [USER] @a9n159iaz [USER’S NEED] itagarn [SURPRISING INSIGHT]

POV: Harried mother of three, rushing through the airport only to wait hours at the gate,
needs to entertain her playful children because “annoying little brats” only irritate already
frustrated fellow passengers.

-Care giver FnasguanUiefnRes ABIN15NALALARMAINTINVBINULBINIY INS1zdanasauarU8Bne1UY
UnAnEwNngUnile fasnissnenasliauuzinlsadngq Wy 1WeeaniduanuaInniwesInsaunsa

-WYIUIABTUN ABINITAANIIANLALSYBLEULE IWSIZN1TANUAAASIELYA Livdawas wagvinliidennene

ALY UUABU FUITN 99ANS

https://dschool.stanford.edu/resources/design-thinking-bootleg



Point of View Template — Example

An adult person who lives
in a city

A ey Beondeagluiiies

To use a car for 10-60
minute trips 1-4 times per
week

AINNSIUTneURFUAYIAE 1-4 A3
AS9aL 10-60 U7

The user would not want
to own his own car as it
would be too expensive
compared to his needs. He
would like to share a car
with others who have
similar needs, however,
there are no easy and
affordable solutions for
him. It's important for the
user to think and live
green and to not own
more than he truly needs.

qlilaisimanmsduidivessaioaunsiziiy
wnauludloweudisuiunnudosnis
a4 WwregInazkustiunislasanuay
SuTadlanudeansadneiu uasiuldde
wazlyifitaeufiwinevzansls Huds
ﬁﬂﬁ@ﬁﬂﬁ%ﬂ;ﬁ%ﬁ% think & live green
Lifudwesluddfiunnninfinuesdenis

INTERACTION DESIGN

FOUNDATION

INTERACTION-DESIGN.ORG




DEFINE: Why-How Ladder (vihnoseianAu Driver Diagram)

1501 “vInlu” il abstract statement n1sa1u “@814ls”
MAlA specific statement

Uaen3ei abstract statement Haunungunndudtnlugnis

UUALNlA Fensetuiu specific statement (33929011 how NaU)
NaNsIu
v v = v ) '
JEYANNABINTVBK INAAIUVINY Weulinsediuanavas
N3$ANY
= & W v & X v o «.o ”
Weutuiulaanaunen1studuluaienisanumaiy “vnlu
a1 “vinlu” GrAuluises e audsgaiilu common & abstract
need wu “Aaen1stiguning” yelazslutulatuuugn
astulanaunlenisany “agnels”agvinlvlanuaRninasseyniny
ABIN15UUBEN4L3

https://dschool.stanford.edu/resources/design-thinking-bootleg



DEFINE: Why-How Ladder

To be healthy
To have confidence
that something will To nUFITe good
not harm health by organisms that help
understanding where keep one healthy
it came from
To see a link between To participate in the E i To eliminate only
the product and the : To avoid
process of creafing o RE harmful
natural process that d contamination .
R product \ organisms
To control the amount
of product used
To see imperfections To physically add o : 7 .
in @ product that tells natural substance Tok:n:::i{c; f:‘)jud Io oﬁacl:‘.s;:cuﬁc
its story to a product 4 ST

https://dschool.stanford.edu/resources/design-thinking-bootleg



Critical Reading Checklist

WHY: 1Jutasa9iladinsunansadnniuungs POV Ndladunuigtasionanuwainsaly

HOW.
®  What is the point? yudasvasnunaasls
*  Framework Tun1513gu POV vasiiufaazls
®* s it user-centered, need-based, & insight driven?
Who say? Valid ualwu?
A A yw Y, v A Yo Y '
* gaguillafumsaduayuaindayanlasuaingliviselu?
< o A ay yo = 1
e WJunsnauunandanlasunssla?

What’s new? dinauanaglsiiu? lvusunvasglavsaly?

Who care? finanudAgyuwalnu? dA1a1swin1sinvsaki?

https://dschool.stanford.edu/resources/design-thinking-bootleg



Step 4.
Literature Review



Step 4

Perform a literature review

I

A literature search is essential to help you:
¢ identify best practices for the problem under review
e prevent reinventing the wheel

¢ gather potential change ideas and ideas for measures.
What key words will you search on?

e Time efficiency - 1 or 2 team members perform this task.

Task
 \What key words will you search on in your literature review?
e How will your literature review be conducted and by whom?

 \What resources are available to you that may help your team complete a
thorough review?

QIDS: Upload information into TEAM DOCUMENTS

= a N 1 b4
N13ANENEI5IYINTT (literature search) azyaeliisn
®  AUNU best practice dusullyymnidamuniu
o = o a o A a v = Y, . .
e JasdunisidoaviludiianuduAnAuaunnnanial (reinventing the wheel)
*  UTIMANUAANEINUTTNUTUUS (potential change) uagAin
LAY

2zl key words aglslun1saum
AVNIsNUMIUeEals Taelas

* insnensezlsnazvigliiaiaunsarumlaegrsasudiuauysel

Clinical Excellence Commission, NSW Health. 2021




Step 5. Current Process & Baseline
5.1 Flowchart the Current Process



Step 5.1 A flowchart (also called a process map) is a diagram showing each step

and decision in a process. When a team charts a patient journey through the
Flowchart the current process process under review it allows for a common understanding of the steps and
decisions made by staff and consumers. A flowchart can also identify gaps,
variations, unreliability, bottlenecks, opportunities for improvement as well as
Bagin or and B highlight the complexity of healthcare systems and processes.

point step TESK
On a new piece of butcher’'s paper, draw a flowchart of the CURRENT process.
e Chart the process from start to finish.

* Include every step and every decision point. Remember to use the
Document appropriate symbols.
e At each step, ask ‘Does this usually happen?”’

QIDS: Draw a flowchart - select OTHER DIAGRAMS > New Diagram.

Decision
point

Remember:

Flowchart the current process - DO NOT chart what
you think ‘should’” happen. You can do that later in the
project when you have finally fully implemented
change.




Step 5.1

Flowchart the current process

Begin or end

point

Decision
point

A flowchart (also called a process map) is a diagram showing each step
and decision in a process. When a team charts a patient journey through the
process under review it allows for a common understanding of the steps and

Flowchart agyaelisnssy

Process
step

*  33YIAUNNTOI (gap), ANLNALEUAII (variation), Auliunaede

(unreliability), Aav3A (bottleneck)

*  szylomaimuInigg

Document

. Lﬁumm%’u%maﬁzwLLazﬂizmumﬂuu%miajﬁumw
UNA5N

12
v U 1

* 3gu flowchart vasuivinlulagdu Aussuauanauge

9

U Aa

* JWeulinsaunauyntunaukaznnyndingula (decision point) 14

Remember: )

Flowchart the current process - DO NOT chart what v v ¢ o

you think ‘should’” happen. You can do that later in the a@aﬂw%mmm”am . 3

project when you have finally fully implemented o Tuusiazdunau Tinnuin “GeiliinTuduunfvseiusely”

change.

Clinical Excellence Commission, NSW Health. 2021




Map Key Patient Care Processes (End-to-End)

Access : Patient & family Education — | Support & Advice Discharge
& Empowerment _
Entry Nursing Care y Follow Up
»| Self Management — Reassess
Diet & Nutrition t Adjust Rx Plan
Assessment Investigation Medication & Med Reconcile
| Preop Anes & | Postop N Discharge with Self
Diagnosis Care | | Procedure Care Management Plan
ﬂk
v Pain Management
Plan of Care & . .| Reassess
Discharge Plan Rehabilitation
Consultati.or.\ for | | | Psychosocial & Spiritual Support
Comorbidity

!

Monitor & Response

AS 03/02/64



Access

\ 4

Key Patient Care Processes with Specific Details

1%'uamqmmwwaaﬁ'%mamha 9 UNBATIHULEBAAIYATINI

1sz1u recent RRD (mac ON)
Usefiumnuaiunsalunisvin

LA/GA, nnsuauainnin
Nursing assessment

Assessment

Entry

Investigation

- Discharge Plan

ATUAUAT
i
VDO iaen
Patient & family

a

Diagnosis

FFA, ICG, OCT
RetCam + FFA
Preop Lab

\ 4

\ 4

preparation

a

| Plan of Care

v

Care Delivery

Nursing care
Nutrition
Medication Surgery: Buckling, PPV
Anes & surgery

Other intervention

Rehabilitation

Palliative care

Pain management

Health education

Etc.

Discharge

\ 4

\ 4

Continuity of Care

Low vision clinic
Official Line




Accuracy of knee
implants sizing
predicted by

l digital images

Orthopaedic
assessment

Planning

Decision for TKA —» ) ]
Prosthesis selection

Mobile device app-based feedback-
controlled active ROM & quadriceps
strengthening train program

v a o o U 4
1°lil,l,ﬁﬂ\‘i ARITWHIVEILLASNTIIN &l'lal"liﬂiztﬂ"li%

Incidence Of
Preoperative Deep Vein
Thrombosis In High
Probability Patients

Preoperative evaluation

MDT self care
Queumg and \ clinic \ Admission
preparing Preop care
for TKA Anes eval & plan
PM &R

low-dose intra-articular
tranexamic acid

TKA
operation

The incidence of deep vein v
thrombosis and pulmonary embolism Post-op care
after total knee arthroplasty l

\ 4

Self
—_—
management

I

Home Health Care

Discharge ——>» FUatOPD



SIG N Quality Improvement

Triple check for appointment card

Orthopaedic Preoperative evaluation

assessment 1
l MDT self care

. Queuing and clinic Admission

Decision for TKA Prost:tleizln;:e‘iction preparing Preop care

for TKA Anes eval & plan
PM &R
Fast OR Queuing l
TKA
operation

\ 4

. Post-op care
A ad A Aad Aa %
§82008UITNNILAUAIY walker

v

Discharge checklist

Discharge —»

Drug & med supply preparation

QR code for patient education

aannanLae

Self ——» FUatOPD
management

I Fall prevention

Home Health Care



NUNIN Process Requirement 1%1{1?1"5!%619%

Process Requirement Process Design Process
Indicator

Reach Cover all at-risk population,
compassion, no stigma

Recruit Sensitive screening

Pretest counseling Complete information,
easy to understand,
confidential

HIV testing Accuracy, timeliness

Posttest counseling Purposive, mental-friendly,
refer-ready

Registration for ARV Digital connected, no
loss/missing,

Full assessment Comprehensive, accuracy

Planning for ARV regimen  Appropriate, safe, timely

uw.agf@uﬁ ANTaAna 16 Ju1aN 2566 @ 23" HA National Forum “Synergy for Safety and Well-being”




Quality Function Deployment (QFD)

(-9 (W 6 1 - . .
ANMNANNWDIZHINY Customer Requirement & Technical Requirement

Customer Requirements

Customer
Priority

jTechnical

Requirements

@\
@/\

\

>

Availability of doctors

Proper registration system

Proper co-ordination system

Experienced staff

Proper allocation of patients

Quick responsiveness of staff

No of trainings per department

Standardized process

Attentiveness of staff

Latest equipment

Registration at all departments
should be avoided

Medical reports should be sent
fast for re-consultation

Focus on VOC

A systematic, iterative process (such as
quality function deployment) is used to
maintain a focus on voice-of-the-customer
information and use customer requirements
to guide design, production, and delivery.

Proper etiquette of staff and
sevadal

Time to generate medical
reports should be low

Pharmacists should be trained
to assist patients

Registration at diagnostic van
should be avoided

O | 0| 0| 0| N |

Doctors of multiple
specializations should be
available

»

Correlations:

® Strong Positive
+ Mild Positive
- Negative

"Re-checkups should be given
according to the place of
movement of MH

Proficiency in knowledge of
staff

Weighted relationship
score

253

122

40

45

85

100

109

70

40

Relationships:

ee Strong positive=9

e Mild positive=5
® Fair=1
O Weak=0




. o Qg 1 ' 1
A Patient Journey Map Lilﬁsl%ﬂ'madgﬂﬂ‘ﬂaﬂ EJJ‘].I') ﬂi%tl@]ag?ﬂ%(ﬂa%

Patient Journey Map lutasaailafitignsunissuiiasdereiaa
fihefinhsnudulge vihesls Anasls §dnasals’

1 S v 1 v L4 & 9/
weinsdumueadgial#lddnyalaasysaiyniunnuennsisin
Q) & QU k4 4
Fumsguatienmssreiugdunuenivasggnduniued

Parking Reception Treatment Check Out
Lot Desk Room Desk

Asthma patient Drive to hospital was hectic

Patient Journey Map A318az1d8ANINNI1 Patient Care Process

Ry Aandv AVIA 18913

AVIR ligzan Uaaasie NUALLTY

liwala &IRamIINY QARYLAL Tulan1ssnen
Tula AVIR

Feeling | Thinking | Doing

Anuwat Supachutikul. Patient Experience and Engagement Summit, SO Sofitel Bangkok Hotel. 13th November 2019



Gl"ff Value Stream

Map Llaaasn1san Waste

Mlakid A

Poed
s o]

TR e

I e

L ] I Pl e

wil Piagttadid

Il

Calles
1t sl
Iy

..\L g i E=..I|I-|__j_|.u- 'l.!.nl i, _'_!-'_I.I—.\,u.ﬁl'l.ﬂu *‘\!‘__ |.;"I:!_ .
r" :i (i -!.“mn [ i} |.:.-'r-'. .:.:..II ::.1'..1 11 'l.l:-:
rTo e s Tl e S Fro ot

LWERET O = § = 33 mine @ = 30 - &3 e
Qutpatient Visit
Total TAT 260 mins
Value added 20 mim
Value to customer % Value added 8.0%

The whole stream




The Care Delivery Value Chain Llﬁﬂﬁﬂ’liﬁﬁuaﬂﬂmd’ltﬂﬂﬁ‘gﬂ

Lrolallde « ANUAALAY ¢ ANUNINEYAY  * ANUAIAKTY s ANUAIANTY « AMNuEAYuaY  *© ANNEANLAY
ENGAGING Asaanilay AIfade1sa * 2I%15 AR + anuddgyay rehab AsaanANAY
o . anuiuiln * wennsallsa iuiln adu AsHuyaaIw adherence N33
g‘ﬂ'mﬂqﬂmsn AR REN s dafdatiauas © ATLEZHUAIN o TRdeRaondy o UNUATQUA inidnlu

5 7 LANNERN NsHIGR 1nu W66 FEHLE LANNERU
anajazlsing?

e mei e T+ Joint-specific + Loss of cartilage « Baseline « Blood loss * Infections « Joint-specific
MEASURING symptoms & + Change in health stauts * Operative : JOInt-SpECIfé{C symptoms &
v @ o o functi subchondral bone | e for time symptoms function
ADILNUAIA unction « Joint-specific o function . Weight gain or

. « Overall health symptoms & surgery (e.g. * Complications - = loss
azlsiing? (e.g. SF-12 function ASA score) « Ability to return :
| « Overall health to normal * Missed work
scale) activities « Overall health
ACCESSING « PCP office = Specialty office = Specialty office = Operating room = Nursing facility = Specialty office
2 20 = Health club . i ili « Pre- i . = Rehab facili « Pri
NINISNALA N]J'JEI ea‘t clu » Imaging facility Pre-op evaluation Recovery room e a. cility Primary care office
. u u = Physical therapy clinic center - Orthopedic floor at « Physical therapy « Health club
T ﬂﬁl‘ﬁ wW? hespital or specialty clinic
surgery center s Home

TYPICAL PATH OF PATIENT CARE

MONITORING/

INTERVENING RECOVERING/

PREPARING

MONITORING/ DIAGNOSING

CARE DELIVERY
finanvsnquassls
Tuuaazawanan?

Severe OA Knee
Require TKA

ORTHOPEDIC
SURGEON

PREVENTING

MONITOR

* PCP exam

 Refer to
specialist

PREVENT

» Prescribe
NSAID

« Recommend
exercise

+ Set weight loss
target

IMAGING

 Perform &
evaluate MRI
& x-ray

CLINICAL

EVALUATION

* Review history
& imaging

- PE

* Recommend
treatment plan
(surgery or
other options)

Overall prep

» Conduct home
assessment

= Monitor weight loss

SURGICAL PREP

= Perform cardiology,
pulmonary
evaluations

= Run blood labs

= Conduct pre-op
physical exam

AMNESTHESIA

« Administer
anesthesia (general,
epidural, or
regional)

SURGICAL
PROCEDURE

= Determine approach
(e.g., minimally
invasive)

« Insert device
« Cement joint

PAIN MANAGEMENT
= Prescribe preemp-

tive multimodal pain

meds

SURGICAL

« Immediate return to
OR for manipulation,
if necessary

MEDICAL
« Monitor coagulation

LIVING

= Provide daily living
support (showering,
dressing)

= Track risk indicators
(fever, swelling,
other)

PHYSICAL THERAPY
« Daily or twice daily
PT sessions

MANAGING

MONITOR

= Consult regularly
with patient

MANAGE

« Prescribe
prophylactic
antl%iotics when
needed

= Set long-term
exercise plan

= Revise joint, if
necessary
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Service Blueprint u,ammwﬁ&ﬁ'ué‘lumsmumaﬁaxL?J'ﬂﬂ‘nqﬂ

Physical
evidences

Customer Actions Sostomet

Front of Stage Froniof shtige
. interactions
Interactions

Back of stage

BaCk Of Stage interactions
Interactions

Support S
Processes

Line of Interactlon

Line of Visibility

:E = E (V%) = =0 HG E

',w“”“' ; Ragisvoson Coebirmenon
n"" & °l¢° 3 corlrmation moll Surpeise oty Websse updotes Accouet datols Coupon Masogo

::?’ il

Gives cospons
for discount

Regulor update 1o the website.

TIME




Step 5. Current Process & Baseline
5.2 Collect baseline & Diagnostic Data



Step 12
Devise measures

Outcome
Measures

Examples:

Outcome measure:

Number of patient falls per month.
How much: Reduce by 50%.

By when: 12 months.

Process measure:

% of patients who have an assessment on admission.
How much: 100%

By when: 5 months.

Balancing measure:
Staff satisfaction levels.

In order to measure the overall progress of your quality improvement project the
following major types of measures need to be considered:

Outcome measures - have a direct impact on the aim.

How much and by when?

Process measures - have an indirect impact on the aim.

How much and by when?

Balancing measures — ‘knock on’ or ‘side effects’ - factors to watch out for
that may be impacting your project or being impacted by your project.

Also consider diagnostic measures that assist you to diagnose the causes
of/reasons for the problem. These can be graphed in a pareto chart or
histogram.

Task
Devise some outcome and process measures for the project and think about
whether there are any balancing measures to consider:

Review your aim statement and devise one or more outcome measures for
your improvement project.

Devise process measures for the change ideas being tested via PDSA
cycles.

Consider any knock-on or side effects of your project and if necessary,
devise balancing measures to measure the impact of these.

Add the measures to your driver diagram.

QIDS: Key information into MEASURES.
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Devise measures

Outcome
Measures

Examples:

Outcome measure:

Number of patient falls per month.
How much: Reduce by 50%.

By when: 12 months.

Process measure:

% of patients who have an assessment on admission.
How much: 100%

By when: 5 months.

Balancing measure:
Staff satisfaction levels.

In order to measure the overall progress of your quality improvement project the
following major types of measures need to be considered:

a v o v Y 0o < 1 cgll
‘W’i]’liiu’lGl’J’mﬂ’)'lﬁJﬂ’l’J‘Viuﬂ/ﬂ’J’mﬁ’lLi‘w’]‘ll'é]\‘liﬂix‘iﬂ'liﬁ'éllﬂu

Fr¥anadns (outcome measures) Yanansynulagnsaiitimang szyin
apan1swinls nnelunanle

ATIANTEUIUNTT (process measures) Asn15innls Aelunanle
frindnega (balancing measures) Jatladeiidoaigmsizenadl
nansenuselasins venatudssldlddvinevedlasenis
friauiioliads (diagnostic measures) tlethelunsiingrianivinves
Uy %ﬂ@ﬂﬁ]ﬁ‘]t,auaiugﬂﬁuaq pareto chart %38 histogram

35013

NUMUUIL ALYl ASINISLAZANNUARIIANASNSDE19UDY 1 Fin
AMUUAFRIIANTEUIUNITES ULLIAANISLIURSULUAIN AL NAFDUNU
PDSA

a v A = o Y, = ° v
NA15UNTNAZUNANTENU MIONATILALIUDILATING LaLAIAUARIIA
0790

T dnnlulu driver diagram
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Step 5.2
Collect baseline and diagnostic data

WHAT

Purpose/
definition

PROBLEM

WHO

Demographics:
gender, age,

diagnosis

WHY

Reason/
root cause

Baseline and diagnostic data: A flowchart can also highlight areas where

baseline or historic data may need to be collected to demonstrate:

a) current reliability of particular steps in the process

b) diagnostic data to confirm where, when, why, who, what and how the
problem occurs.

Quality tools such as run charts, pareto charts and histograms can be used

to plot the baseline and diagnostic data. See the chart section later in this

document.

Task

e Review your flowchart, focussing on the process points.

e For each process point, determine the baseline data you would like to collect
to gain a better understanding of the process and its current reliability.

e Use the 5Ws and 1H to assist.

Note:

You may find you want to change your Aim Statement / problem to work on
after you have completed your flow chart and collected some
baseline/diagnostic data as you may discover that the problem may not exist or
be as serious as you initially thought.

Clinical Excellence Commission, NSW Health. 2021




Step 5.2

Collect baseline and diagnostic data

tAmas1als

WHO
Demographics:

gender, age,
diagnosis

TasiAgiag

feuvinasls

PROBLEM Lﬁ@]‘ﬁl‘ﬁu

ey

tAaLdlals

tAatnszazls

Baseline and diagnostic data: A flowchart can also highlight areas where

baseline or historic data may need to be collected to demonstrate:

a) current reliability of particular steps in the process

b) diagnostic data to confirm where, when, why, who, what and how the
problem occurs.

Quality tools such as run charts, pareto charts and histograms can be used

to plot the baseline and diagnostic data. See the chart section later in this

Adnriimant

foyadugrunazdeyaitansidadetigm

¢ Audeyaiduguvisedeyannednisiagtudeuansiennuidiefold
(reliability) maﬁumuﬁﬁﬁ@umzmuma

¢ AuteyaietusuinAntamozls egrls filvu iols feownla las
Aedaa

° mﬂ%méaﬁﬁalﬂiu run charts, pareto chat, histogram ﬁWLauasﬁ’auﬂa

NUELG)

pdsnifudoyamanini enanuiniaedimadsuasioanudmane

wsatymnle
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Problem Situation

1. Twndaazls (What?) 2. Toywrdnailun (Where?) 3. Tymibianwiwninla (When?)
4. Annvasilamn (Why?) 5. Wan3zNy (Effect?) 6. tlaZuanattaandan 7. Amasun ludgw 8. HawiLNEIUDY
WazIUIW (Targets) wazI5n13 (Players) (Other stakeholders)

School of Changemakers https://www.schoolofchangemakers.com/



Milestones in the Quality Measurement Journey

AIM (How good? By when?)
C Concept
Measure

C Operational Definitions

CC Data Collection Plan

C Data Collection AT
Analysis [IEEE)~ ACTION N

\a

Source: R. Lloyd. Quality Health Care: A Guide to Developing and

Using Indicators. Jones and Bartlett Publishers, 2004.




Milestones in the Quality Measurement Journey

» AIM — reduce patient falls by 37% by the end of the year
g Concept — reduce patient falls

P Measures — Inpatient falls rate (falls per 1000 patient days)
p- Operational Definitions - # falls/inpatient days

p- Data Collection Plan — monthly; no sampling; all IP units

Data Collection — unit submits data to Quality
’ Improvement Dept. for analysis f

Analysis — control chart [|[] :>‘_\ ACTION <
/\/M

i 2015 Institute for Healthcare Improvement/R. Llovd




Every concept can have many measures

Concept
Hand Hygiene

Patient Falls

Employee Evaluations

Potential Measures

Ounces of hand gel used each day

Ounces of gel used per staff

Percent of staff washing their hands
(before & after visiting a patient)

Percent of inpatients with C.Diff

Percent of patients who fell
Fall rate per 1000 patient days
Number of falls

Days between a fall

Percent of evaluations completed on time
Number of evaluations completed
Variance from completion due date

Source: R. Lloyd. Quality Health Care: A Guide to Developing and Using Indicators. Jones and Bartlett, 2004.




Three Types of Measures

» Outcome Measures

= Point to qualities that stakeholders value (voice of the customer)
» |s this system meeting the needs of those who care about its operation?
= |s our improvement work making a meaningful impact?
» Process Measures
= \oice of the process.

= Are the parts/steps in the system performing as planned? Are processes
reliable? Efficient? Patient-Centered?

= Are we on track to influence the Outcome measure(s)?

» Balancing Measures
= Are we producing unintended consequences in our efforts to improve?
» What other factors may be affecting results?

» |ooking at a system from different directions/dimensions.

= What happened to the system as we improved the outcome and process
measures?




Choose measures NHS

Evidence of.. Measure Priority Rationale Issues or limitations
Activity/outcome/goal/ | How will you measure it? Why choose this

assumptions? measure?




Choose measures

Rationale Issues or limitations

Why choose this measure?

Measure
How will you measure it?

Evidence of..
Activity/outcome/goal/

Priority

assumptions?

Outcome - Reduction in
overall cost of care and
support

Outcome - Improved
experience of care and
support

Provision of person centred,
planned and proactive care
and support

Cost / number of admissions or High
attendances, ambulance

transmissions, ongoing social care
packages, practice nurse contracts,

GO contracts, OoH GP contracts,

Age UK and other volunteer

intervention

Adapted Friends and Family test for ~ Medium
patients and staff

GP patient survey

Proportion of cohort with person High

centred care plan in place (social or
health care or both)

Must have - Include all end-to end
costs to understand overall cost.
High priority — key to sustainable
service

Should have — faster and more
appropriate care should have
improved the patient experience.
Well known and understood tool,
easy to roll-out

GP patient survey is already carried
out nationally — no cost to use

Should have — shows evidence of
new activity to support frail elderly.

Cost data from various
sources, varying time-frames.

Test is very simple — some
aspects of care may be good
and others not so good,
difficult for people to score
complex care and services

Good data, but slow in getting
results

Definitions of care plans in
health and social care, data
available. Is there a desired
target value — would we want
100% of cohort to have a
plan?



Common Sense & Control Chart
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Signal that the Process is Unstable

UCL (+30)

3o

20

lo

A

B

C\' J ,1 f’f Mﬁ}W hj\ }'\_ﬁ“/\\ Center
TN I I
B
A

LY A

4 2 3 4 5 6 7 LCL (-30)

. Any point beyond 3s UCL or LCL.

. 2/3 cons. points on same side, in A or beyond

. 4/5 cons. points on same side, in B or beyond.

. 9/9 cons. points on same side of center line.

. 6/6 cons. points increasing or decreasing. ->new mean
14/14 cons. points alternating up and down.

15/15 cons. points on either side in zone C. -> new SD

1

=30 =20 -lo

0.1%
2.2% vs 67%

15.8% vs 80%

NoubwN -

Cr: The Western Electric Rules
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Stratification

Stratification

Aonsanuunnandsznnsoaniunautoas (subgroup) Wis
WNANTO performance MLLmﬂmqnu’[uumavﬂau LU FEUINUAANS
Tniduymannsfifivszaunsal sswinsueansAdunTsingg saning
AT TN BINNE

A5 stratify donaazthaliisssulomanwamundaldaunsain
lssaauannnisuasdoyaluniwsiu

61N98 ASEUIWANS medication reconciliation a1axziiay
BLOAMNALTEHINAANIUAUNANNAYL TUVINASUABAUTUKYR

diovhdoyaveussiasiuluduaviun plot uu run chart fiaswy
anuuansiesalauliiulansoingiludnssuunilsfiunnsineanniu
535 39udeii make sense fiazduundoyagesaiioonanndu

5neetanileAannsashe a small multiples display of
measures 12 ANTANAD 191971AADINAEAANNUAANEIIITENING
i BUsingeY 15AvndayavausiamnnuoanNisuRwRadnEN
AMNUHNBINNENNAT

P

mAWLesoUmiw LSV

David M. Williams, PhD, Institute for Healthcare Improvement (IHI)




Step 6.
Causes of the problems



Step 6.1
Brainstorm the problem causes using
sticky notes

Brainstorming in silence with sticky notes is an effective way of quickly

generating ideas from all team members.

e Have the flowchart and any baseline/diagnostic data and literature available
for the team to refer to.

e Use one sticky note per idea and as many sticky notes as needed.

e Themes to help brainstorming further: Are any of the causes of the problem
to do with: Education, communication, environment, people/staff, materials,
equipment/machines, measures, policies, documentation, supplies etc?
Remind the team to focus on the causes of the problem, not the solution.
Be specific and use complete sentences rather than words. Eg ‘Education
not available to patients’ rather than ‘Education’.

sTANaNaIYIeNUTTUFIAvaIUYM
* 4 flowchart Lag baseline/diagnostic data SIUVUBNETIVINTINA

AuTnlAD1989

* Tgnszamumnudn (post-it) 1 LNUAD 1 AIUAR

*  fMvuaLL (theme) iloerpaANITITANANDS LU NSANYY N5
doans

o Tandngaduiiavinvestigm lildnsiausdney

o lHusluafianysailazianzinnzas (Wu “fuaglildsunnug”) lalld
NEAae (WY “AN3”)
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Step 6.2 Once you have identified some of the causes of your problem, use the Five

. . . Whys technique to find the root cause:
Brainstorm using the Five Whys 1. State the problem.
2. Ask ‘WHY’ does it exist?
BROBLEN 3. Document the answer and again ask ‘WHY” does it exist?

The chairs in the patient | in the Older Parsons’ Unit require cleaning with strong I i !
i T 4. Repeat until you reach the ‘root cause’.

T g e e
urine.

o When attempting to solve a problem, a common error is to stop too soon

when looking for the cause. Be sure to continue asking why until the ‘root

cause’ is identified.

Because patients are wearing inappropriate . . .
e |tis easy to take the first or second simple answer, blinded by the symptoms,

or settle for the first 'apparent’ cause. Keep in mind that the first cause
e e offered is almost never the real ‘root cause’.
S it e It's important to find the real cause or causes of a problem, not just |
SERTTER symptoms. When the root cause is discovered you can take effective action
Older Persons’ Unit staff attend continence management skills training. to remove the cause and prevent the problem occurring.
Task

e As ateam, brainstorm the causes of the problem using sticky notes. Don’t
forget to focus on the ‘causes’ not ‘solutions’. Stick the notes on a flat
surface.

e Use the Five Whys to identify the root cause of the problem or problems?

Clinical Excellence Commission, NSW Health, 2021




Step 6.2
Brainstorm using the Five Whys

PROBLEM
The chairs in the patient lounge in the Older Persons’ Unit require cleaning with strong
disinfectant daily.

Because chairs in the patient lounge are developing a strong smell of stale
urine.
Because of patient incontinence.
Because patients are wearing inappropriate
continence pads.
WHY Because staff are not managing
continence affactively.
WHY Because staff need more training
in continence management.

SOLUTION
Older Persons’ Unit staff attend continence management skills training.

Once you have identified some of the causes of your problem, use the Five
Whys technique to find the root cause:

1. State the problem.

2. Ask ‘WHY’ does it exist?

3. Document the answer and again ask ‘WHY’ does it exist?

4. Repeat until you reach the ‘root cause’.

seaudanaslagly 5 Whys

o syylgm wany “vily” Iafiadgym

* Foudmeuudiniudedn “vily” Faudadeiy

© 0w vl dvane aaauldyamn (oot cause) vasilym

Tips

* agmegany “vilu” FuAuly

o laueirdmeuusninlaildyamniusiaie

. L{‘]u?ﬁ'aﬁﬁ@ﬁ%ﬁwﬂﬁwugaLmﬁuﬁa‘%waq{]'ﬁgm lldfiesenng e
Wugam@LLé”;%mmsaﬁwLﬁWﬁU%’UU@Lﬁaﬂaqﬁ’uhﬂﬁﬁm{]zgm%w

* 91304 5 contributory factors LieedtUlunIsaN “vinlu”

uW.ay i@t qATANA (14 NUANWUS 2567) UTU139370 Clinical Excellence Commission, NSW Health. 2021




Contributory
Factors Tier 5
Ext. Environment

Societal influence
Public awareness

professional org

Policy, rules & regulation Design New
national, payors, finance, IT, Equipment & supplies | | technology

Contributory
Factors Tier 4
Management

Organizational climate
structure, policy, culture, management

Resource
availability, priorities

Organizational process
policies & procedures, decision, staff/workload

Contributory
Factors Tier 3
Environment

Contributory
Factors Tier 2
Work & Team

system, leadership involvement, & management management, support from central functions
Information, Supervision Human-System/technology Interfaces Physical Environment
education, Task design IT, medical device availability, location, lighting, noise, temp. layout,
communication Clinical protocol controls and displays, software, charts distraction, ventilation
Nature of Work Team

work process complexity, workflow, competing tasks,
interruptions, physical/cognitive requirements

role clarity, team briefing, team awareness, team
morale, handover, team communication

Contributory
Factors Tier 1
Individuals

Individual staff factors

knowledge, skills, experience, sensory/physical capabilities,
alertness, fatigue, motivation, attitude, cultural competency

Patient factors
clinical condition, medication, allergy, language,
sociocultural, relationship, informed & literacy

Substandard
Act

Violation

Error
perceptual,
decision, skill-based

Potential Change

Flow of Steps

uw.agri’wﬁ GRVERE

£2€

Vlidﬂi%’g@ﬁﬁﬂ']ﬂﬁ%ﬂi@dﬂﬂ&ﬂ?wﬁﬂ’]%WU’]U’]ﬂ (19 ¥nINAUN 2567)




Root Cause Analysis
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Step 7. PLAN
Frame the project with
affinity & driver diagram




Step 7.1

Create an affinity diagram

PRIMARY DRIVERS '"*I

AARN A D ’ - Deliriuas
SECONDARY DRIVERS vk Tt
Aone

t3sues with
toileting

Slood
peessure wot
dona

Cognitive
sireen test
ot used

No revision of
plan afcer
patient fell

Patiens &
confused
—

Medication
Managemont

-

Patiens

on night

wdazon

Medicazion
recontiliaton
ngtr done

Safe
Mobilisation

-

Patient has
poor
ol lity
Patient wnabie
20 transhtr
Froew bed to
thaiv on own

Too wath
clutrer on
the ward

Fatient has
poor balance

Egapment
not availabie

Staff dom't have
shells ro moblse
patient

|

Team
Mm

Patiens not
No post =
fll hudiatie Spad

care plannng

No safety Lack of
huddie to Commaunication
(dentify with JMOs.

! ‘pf:wk AT NS purses and AN

Np mulei=
disciplinary Snr daceor not
SoawA Care invelved in care

, - I planning

To create an affinity diagram the team needs to sort the sticky notes into

categories.

1. Read all the sticky notes and sort them into logical categories
(themes/groups). You will generally have between two and eight categories.

2. Re-read all the sticky notes and remove any absolute double-ups and
collapse similar ideas together. Make sure team members agree on the
double-ups before removing.

3. Assign category headings.

The category headings become primary drivers.
The sticky notes under each heading are your secondary drivers.

Task

e Read the sticky notes and sort them into logical categories. Remember to
remove double-ups and collapse similar ideas.

e Assign a category heading to each group.
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Step 7.1
Create an affinity diagram

done

T ‘md,h” T
. 6319 affinity diagram mﬂummmﬂﬂmmmaqﬂzymmzﬂuauaamlﬂ
®  JUADULTN é’]’mﬂﬁjmﬁmmmﬁdmaiaiéfam%"ﬂwmﬁaﬁ’u laun@nynau

1159UNAINTUIURTANUAR LAE18URIANUARNIANUTNALAEIUNS AR
1 I~4 = (-] 1Y [-y)
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lasasigyiniounedingensagnls 9199 T8udRsINALININAITDY
luvaaaanguaude

v aQ

o MdpsanuAnNgInusanly

b2
U

*  AsRNguYeIlRIANINAR Yonaullaznanewu primary driver lu driver
diagram wazUnsauAntunguaznaneilu secondary driver
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Step 7.2 Turn your affinity diagram into a driver diagram:
. o . 1. Spin the affinity diagram 90 degrees.
SFZ'" the_ affm'ty dlagram to create a 2. Re-sort the stitzky n%tes to the gorrect orientation. The PRIMARY DRIVERS
driver diagram are in column 1 and the SECONDARY DRIVERS are in column 2.
3. To the left of the sticky notes, add the problem, the aim, and team details
including project sponsors and team members.
4. Working from left to right, draw relationship arrows:
« from secondary drivers to relevant primary driver(s)
o from primary drivers to the aim statement.

Task
« Spin the affinity diagram to create a driver diagram following the steps
above.

QIDS: Key information into DRIVER DAIGRAM




Wasu affinity diagram \Uu driver diagram
* vy affinity diagram MWINWIANT 90 BIAT
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Step 8. Re-word Driver

From Problem/Cause to Intended Outcome



Step 8 (OPTIONAL)

Re-word each primary and secondary
driver

A formal driver diagram has primary and secondary drivers reflecting the action
that needs to be taken to affect the aim statement. To achieve this, drivers can
be re-worded using words such as improve, increase, decrease, commence

and cease.

PRIMARY

DRIVERS

SECONDARY

DRIVERS

RISK INCRR'SQ SE Cognitive screen 22;:::322:?:;’:
IDENTIFICATION IDENTIFICATION test not used test
IMPROVE : : Reduce
M"LF;\‘DAEQESST MEDICATION pat'f:; a"t?o’:\'ght unnecessary night
MANAGEMENT sedation
SAFE 'N(;T\EQSE Too much clutter Decrease clutter
MOBILISATION MOBILISATION on the ward on ward




Step 9. PLAN
Ideate




Step 0 For each secondary driver, the team brainstorms, or researches from literature,
. . specific change ideas (interventions to test via PDSA) to address the driver.
Brainstorm Change Ideas o For each change idea decide exactly:
— « What is going to be trialled?
o= » How it is going to be trialled?
= :T:: b e The ideas are documented on the driver diagram, in a new column, to the
. ;'_ right of the secondary drivers.
i ¢ Relationship arrows connect the change ideas to the relevant secondary
driver. Some change ideas will address more than one driver.
Task
oA B Cum e T T e For each secondary driver on the driver diagram, brainstorm, or research
from literature, specific change ideas to address the driver.
Comprehensive care iyt b i * Add a new column, to the right of the secondary drivers titled ‘Change
assessmznthnot completed | men:g;?j:;:gﬂfg:tdu“ |deas’. : 9 Y d
T — e Add the change ideas in the new column drawing relationship arrows from
Risks :-u;g;;?‘ll:?;:jﬁg not carers in Dagent's care each change idea to the relevant secondary driver{s).
neads
Patient is confused \ Intentional rounding
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Step 9

Brainstorm change ideas

SECONDARY DRIVERS

Comprehensive care
assessment not completed

For each secondary driver, the team brainstorms, or researches from literature,
specific change ideas (interventions to test via PDSA) to address the driver.
e For each change idea decide exactly:

+ What is going to be trialled?

== B= e The ideas are documented on the driver diagram, in a new column, to the

« How it is going to be trialled?

right of the secondary drivers.

Driver diagram

CHANGE IDEAS

Risks with toileting not
recognised

Appoint a champion to
maentor staff to conduct
risk assessment

Patient is confused

Involve patient/family/
carers in patient's care
neads

AN

Intentional rounding

e Relationship arrows connect the change ideas to the relevant secondary
driver. Some change ideas will address more than one driver.

Task

e For each secondary driver on the driver diagram, brainstorm, or research
from literature, specific change ideas to address the driver.

e Add a new column, to the right of the secondary drivers titled ‘Change
|ldeas’.

e Add the change ideas in the new column drawing relationship arrows from
each change idea to the relevant secondary driver(s).

seANaNaILUIAANTISIURBULUAY (change idea)

¢ szyLnAnNsiasuLUasdmiuusay secondary driver :INNNTTzALANRIVEE
MSAUMILENENTIVINTHTE best practice 9n#iANe9 LiletilUnagausiu PDSA

¢ dwiuudazuuAnnisivdsunlas seylidauin avnadeuerls nnasuetisls

o FuiinunAnnaiudsuutamisiiueues secondary driver a1ngnes
AUEURUSIUN secondary driver TitAeades
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Start

The red box contains six levels, each with objectives called actions.
Complete these actions to advance to the next level. Once you begin,
the red box can only be exited by succeeding or by giving up. Here is
the secret to beating the red box: don’t give up.

If you conquer the red box, you earn an exceptional prize: a blue box.
What awaits you in the blue box? There is only one way to find out.

[Begin]

To start any journey without understanding your
Inception. true purpose is to fail before you begin. Your own
motivations illuminate the path to success.

Great ideas emerge from great insight. Learn to
spark your imagination by observing the world
not as it is - but as it should be.

All ideas begin life as bad ideas. Learn to grow bad Prototype
Improve. ideas into good ideas and the secret of knowing
which is which.

Is an idea valuable? It’s a question only customers
Investigate. can answer. Find out quickly by validating your
ideas with real-world experiments.

Assess the data from your experiments to evolve
Iterate. your hypotheses. Devise clever experiments to
reveal the true nature of your idea.

1 =
sraNaNaIag19N L1

Even great ideas must prove their worth in
Infiltrate. corporate combat. To conquer the red box, use
data to sell an idea to your organization.




What is the Ideate Mode

L“f]u%gumamaqmﬁa%ﬁq radical design alternatives.

JUnTEUINNISURY “going wide” Tl auuIAnLASNAaNS
ApYlALAn “flaring” 11nn31 “focus.”

WU1Hn8ADN1581999 a wide solution space - RIIER
USUNUANUAAKAZ AIUVAINVAIEVDIAILAN. TIRINASS

mmﬁﬂ‘ﬁ‘wmmﬁmaﬁ%L“f]ugmé”m%%mﬁa%ﬂ\‘i prototypes

LaNAARUNUE Y.

https://dschool.stanford.edu/resources/design-thinking-bootleg



Why Ideate

Hunsiwdsuannsseydymangnsdinadney,
fsUuuuiivannuaneiiefiglAndestelud:

- flulilnanirdaeuiidiudaiau il innovation potential v83yAfABY

« AULAY DI ILLAY AL TR ety

« Funuiiufivesnisdrsraiilininiy

- @519 fluency (volume) wag flexibility (variety) T innovation options

+ 980 obvious solutions aanluanvass wasedoudiililulnandidy
laiiaeld38nnsln wdnnsfiugiures ideation fosnsmiindinidseglutisonis

generating ideas 139 evaluating ideas WegUIREDINUINTLENAINAY LAYILTINAUADILD

A9l

https://dschool.stanford.edu/resources/design-thinking-bootleg



IDEATE “How Might We” Questions (Drivers in Driver Diagram)

WHY: HMW lumianudue ivatsuduseauguas Wu format walii guidelines

for solution 17i abstract w6 actionable
HOW:

* 13u31n POV, insight, %50 problem statement d514 small actionable
questions N84AILIFS unique & specific perspective laasuuselaane
HMW “is1azinazlsladnaneinay

Amp up the good: HMW use the kids’ energy to entertain fellow passenger?

Remove the bad: HMW separate the kids from fellow passengers?

Explore the opposite: HMW make the wait the most exciting part of the trip?

Question an assumption: HMW entirely remove the wait time at the airport?

Go after adjectives: HMW we make the rush refreshing instead of harrying?

ID unexpected resources: HMW leverage free time of fellow passengers to share the load?

Create an analogy from need or context: HMW make the airport like a spa? Like a playground?

Play against the challenge: HMW make the airport a place that kids want to go?

Change a status quo: HMW make playful, loud kids less annoying?

Break POV into pieces: HMW entertain kids? HMW slow a mom down? HMW mollify delayed passengers?

https://dschool.stanford.edu/resources/design-thinking-bootleg



IDEATE “How Might We” Questions

COVID-19 msv‘hﬁmmsﬁéﬂwfﬁnﬁq
vinazlsliiting Widiaguanindaiesiinizdes *  yirazlsliting Wikivau
N (3 LALINg Tﬁéﬁﬁmmsﬁmsﬁmﬁ’uﬁﬁ o yiaelslEting Wimusulnnna
Minaz (slhiting Winsauasafidaudanlunisiiasiunisuns *  yiazlsliting Wikinaaay
vinazlsthting Biasaunsalaanss *  siazlsliiing Twaue udalsiiau
vinaglslading Winnaufiaaugasyndns self quarantine o shalslidne Wawinfiawiuynas

4:‘ 2 d' 1 1
'NGLL’J@T@@NVI%’I@%

S e o JiarlslEting WideuanSanaasaniswnuen
ANAT (U RVaRAasle

vz laliting Wikitaedintaamunuasisn *  vinazlsifitng ?ﬁﬁ@ﬂssmmwmmﬁahumuéﬂw

K A CE DR X S *  viaxlslitng WigdasfidaumiuanRuanian
vinaz (s l5iting Wivsnl#inundsnidiniae fitlaelainnifies

vineelsliting Mianfinmuiniedeuan * yheelsliting ilellastiunisanifasiifianuanannnans (s
vinazlsliitine Wisrfanansziula yinazlslhiting fiaz sz lumiannaaasiiffn

vinaglslading Wiflawdaaiaianlsag] Nz lsiHting ﬁ%@ﬂmwms\acfwméﬂqmmzsyﬁﬁfﬁ

AT TR ?ﬁﬁﬂ'zﬂﬂﬂquumﬁﬂﬁﬁmmﬂ

uw.agn”@uﬁ GRVEIE



IDEATE “is1azvinos Islathaine....”

Amp up the good: HMW o9t manain laauindnsnnie?
Remove the bad: HMW LUag mindset Ba9n13awlaudisasiazaan?
Explore the opposite: HMW L%‘Elujﬂ’lzlem’]ﬂiﬂﬂ‘l&iﬁm dissect?
Question an assumption: HMW 881 las la@adil s uawn1saan?

Go after adjectives: HMW ﬁﬂﬁ’miﬁmujﬁaaﬁwﬁamﬂuﬁaoﬂwmql,ﬂ?

ID unexpected resources: HMW l#a3581Ua37 u,azLﬁauﬂwmﬂuﬂgaauﬁfﬂﬁﬂm?

Create an analogy from need or context: HMW %zﬁﬂﬁ’ﬁ’amﬁ‘ﬂwﬂu café Vl,oﬁ’a Ei’mv[ﬁ?

Play against the challenge: HMW 3:¥inliun&ansnanlann lauuuasdsivlaadngls? az
A ) & v & :

1WA mindset VI8N T UAZBNANHID I 1?2

Change a status quo: HMW 2zl# reward dafnuwenenuuaznaseus?

Break POV into pieces: HMW?

uw.agn”@uﬁ GRVEIE



IDEATE: Brainstorming

Assumption reversal @UNAFIUNLIITANDD19ILLAUABNAULIT DY

v v v ~ 2 a v v
NIN8MIUNITUTUURY U UUEIR TIUIUA U

Slice & dice waaauvnmMedudsgony Woan load widues
Cherry split Tdndnindamevegludym wualyniduaes TR
Aanulngsjanadnsfidosnns (wiloufu how might we....?)

Think bubbles (11148auN15%1 Mind Mmap)

SCAMPER

® Substitute, Combine, Adapt, Modify or Magnify, Put to

some other use, Eliminate, Reverse or rearrange

https://dschool.stanford.edu/resources/design-thinking-bootleg



IDEATE: Brainstorming

a 6 < I oY -4 < 1
*  Tug of war 31A5181YAKTIgnaaulusies 19aLle angnoay

Tug of War!

Challenge:

Get a job | love that
pays great!

+

Stay unemployed
and run out of
money

Many years of
experience

Experience

No experience

Highly educated

Master's degree

No education

Great mix of skills

Skills

Mo skills

Wide network

Idea box @519 combination Tvl¢

Do not know the right
people in the right
nlaras

Network- Not
Knowing the right
nennle

Customer
Characteristic

Fitness Options

Food

Products

Centre

Male

Kettlebell

Salads

Supplements

Large studio

Female

Aerobics

Vitamins

Towels

Gym area

Old

Dance

Mutritionist

Worlkout
gloves

swimming
pool

Youth

Weight lifting

Juices

App

Café

Disabled

Ballet

Water bottles

Grocery shopping

Day care

Mothers

Fast workouts

Calorie counting

Workout gear

Showers

Working people

Body weight

Energy bars

Machines

Sauna

https://dschool.stanford.edu/resources/design-thinking-bootleg




IDEATE: Brainstorming

¢® Lotus Blossom

Under New
fEducatedi Things

1 2 3 1

Clearing

Teaching Learning Reading e Confusion

8 Your " — Interest & )
Passions Mntwatlnné Attention | Innovation
(and how to : ;

live them)

Creativity Exploring

Discovering
Self Growing Helping

7 6 5

https://dschool.stanford.edu/resources/design-thinking-bootleg



IDEATE: Facilitate a Brainstorm

WHY: set a stage i@ lviiuuszauaudsa

HOW:

Energy: seed question (HMW), keep a pulse (create a variation of HMW)
Constraint: HUY2INNA I9UIUN/AUADINTT (SAUDINNUALIALS 50 AUARTUE 20 W)

Space: vertical writing area 11¥nNNANAINITAIINIUDIALALY 2 117

https://dschool.stanford.edu/resources/design-thinking-bootleg



Improve: Business Model Canvas

Problem Solution

&
Top 3 problems Top 3 features

Unique Value
Proposition
Single, clear, compelling message

stating why you are different and
worth paying attention to

Unfair Advantage Q

Can't be easily copied or bought

Key Metrics

The “Wow!”

The one insanely cool, feature that
every review will rave about

Channels

Path to customers

Customer
Segments

Target customers

b

Cost Structure

Examples: Customer acquisition costs, Distribution costs, Web hosting, Employees,
Manufacturing, Support

Revenue Streams

Examples: Direct sales, Subscriptions, Training, Support contracts, Upgrades

Jased o the Lean Carwas by Ash Maurya and the Bu

https://kickbox.org/




ldea Enhancement

Shaping.
Tailoring.
Strengthening.

Reinforcing.
Looking towards implementation.

Comparison to current.

Potential faults or defects.
Conseqguences.

Testability and prototyping.
Pre-evaluation.




Improve: Capture

UduanluAnaanu iy product statement G?Nizq

*  ANPIUNBVBINANNMII/UINNT
naulmaneiazdugly
| A vy A v o
AMANTNE LEdDIN13 aylanaaaluga
UszlgvudrAgnazlagy
WSBUNYUNUNI9LEDNDUS

“A <product/service description> for <target customer> that <key value>
enabling <primary benefits> unlike <existing alternatives>.”

An example would be:
“A portable music player for audiophile music lovers that plays music files
from lossless formats enabling improved quality unlike iPods and othel

.
T [ 1 PR —
L.;,‘-H.Il.f.}.' :‘-.‘em.{’.i" m'lt. I.'..-}l'.'-.]",,-'t.n' 5.

https://kickbox.org/



Step 10. PLAN
Priority of Change ldeas



| Step 10
Assess priority of change ideas

Ease of Implementation

Will the change be easy or hard to test/
implement?

* Will it cost a lot?

« Can it be tested relatively soon?

= Will it take: hours, weeks or months to test/
implement?

* Will many people have to be re-trained/
educated?

Rank implementation: EASY or HARD

Will the change have a high or low impact on
the aim of the project?

How much will the implementation of the change
idea affect the:

+ problem
+ aim statement
+ gutcome measures.

Rank impact: HIGH or LOW

After brainstorming, you have many change ideas (possible solutions). The next
step is to decide which ideas should be tested via the PDSA cycle as a priority.
Assess each change idea to determine ease of testing/implementation and
impact:
 Ease of implementation - will it be EASY or HARD to implement?

* Willit cost a lot?

« Can it be tested relatively soon?

«  Will it take: hours, weeks or months to test/implement?

«  Will many people have to be re-trained/educated?
* Impact on the aim - will it have HIGH or LOW impact on the Aim

Statement?

» How much will the change idea effect the problem, aim statement and

outcome measures?

Note: Just because a change idea may be considered hard to implement does
not mean it should be a low priority PDSA. Some of the hard interventions
maybe the most important ones to test.

Task

e Add a new column PDSA PRIORITY to the right of the change ideas on your
driver diagram.

 For each change idea, ask:
e Will the impact on the project aim be HIGH or LOW?
e Will the ease of implementation or testing be EASY or HARD?
Record the impact and ease of implementation on the driver diagram.
Prioritise which change ideas to test via the PDSA cycle, listing the top five.

Clinical Excellence Commission, NSW Health. 2021




_Step 10
Assess priority of change ideas

Ease of Implementation

Will the change be easy or hard to test/
implement?

* Will it cost a lot?

+ Can it be tested relatively soon?

« Will it take: hours, weeks or months to test/
implement?

« Will many people have to be re-trained/
educated?

Rank implementation: EASY or HARD

Will the change have a high or low impact on
the aim of the project?

How much will the implementation of the change
idea affect the:

» problem

» aim statement

« putcome measures.

Rank impact: HIGH or LOW

After brainstorming, you have many change ideas (possible solutions). The next
step is to decide which ideas should be tested via the PDSA cycle as a priority.
Assess each change idea to determine ease of testing/implementation and
impact:
e Ease of implementation - will it be EASY or HARD to implement?

« Will it cost a lot?

» Can it be tested relatively soon?

SaansunuafnnisiUasunlasiiazinlunagau (assess priority of change ideas)
* Uszdiuanuendglunisurluu]da (ease of implementation) EASY or HARD
* zilmlaIneunusel
* zausanaaeulaluiaisulnansely
o Fadldalunisneaeuunuiiadda (@lue §Uanit iew)
* ayspmnausu/anusiaudiuiuinls
*  Uszlunansenu (impact) HIGH or LOW
* matgu (problem)
* aolnuneve9lATINg (@im statement)
*  ARAIIANAANS (outcome measures)
* fiuAeauil PDSA Priority Uigurnvesnfaniswasuwlasiy driver diagram

U U

*  dpasiuANUdAToIAAMSAsLLUAS T8y 5 dudugegall

Clinical Excellence Commission, NSW Health. 2021




IDEATE: Selection

WHY: LAULAgIAINAANAIANUREINAAY

HOW:
® Post-it voting THLAaZAULAINUIEINANUAR
®  Four Categories ilaanu1UssnNas 1-2 A1UAA
® The rationale choice
® The most likely to delight
®* The darling Fuduiisn)
* The long shot (n15895282lna)

Bingo @anfiazas1sarnuunnasaintadesaludl

®* A physical prototype
A digital prototype

® An experience prototype

https://dschool.stanford.edu/resources/design-thinking-bootleg



Improve: Find the “Wow”

o/ = v 1 1 = o/ w Y 99 « 9
wInnssunnszauaNauladiulvgasiidaniz “3131” (“Wow!” moment)
Judenzludssaunisvasdldnazios “317” anvazluanududuinlininily
AYNNIND LA wTaAUYsENAIATa
Y o 1Y a 1 Y a o « Y 99 N 1 R6) Y o
andelaisinanufnvausnaznaliminndmae “9317” wsald Alvivinnssuiunis

lugiialuisesq aunditazwy “417”

Y 9

anuAanazdilulynisleaznasiingrelaanilsasnusenauiinldnassas “917

https://kickbox.org/



Improve: Kickbox Scorecard

KickBox Customer

Scorecard Value Company Value Company Fit Risk

1=high risk, 5=low risk

Customer Need
Compelling
Sustainable
Advantage
Addressable
Market Size
Future Market
Path to Future
Opportunities
"Wow" Value

Fit With Go

To Market
Technologies

Fit With Brand
Fit With Strategy
Market Certainty
Technical
Certainty
Incrementally

Compelling
Solution

Concept

Scale is 1-5 with 5 being best Copyright Adcbe 2014. This work is licensed under a Creative Commons Attribution License.

Wvsnevesnsld Scorecard feitefuauiuiifinamainiiousinem e Wezuuudesisionds oueaduandiioud
ndlalddnedretiosaunu Tuszrienslirzuuuminianasdiniunnue unaumuniasduusloniogemn Weviiaiudliuisuie
AzuuLveIItUTefiousiey AT Elulsnfuiinsuuusisiuiou 2 Jul Fanuiifiouvensweafiuaiudn anA1 wazlaniangieain
131 BeudidumszmglatasazUsulnmaaufnvsensesuienuAnue1ogels

scorecard Hgneanuuuliliiinnudsladiagldrzuuuadunnds azuuugduiunisagluldazuuuiludndunils sg1adedsfuaziuuinn

Auly Aznuudusesduimdiazsiduava@ineussunad TuRI T ANNLANAIS I LALLITY

https://kickbox.org/



Improve: Refine & Select

Refine

anileuiilfazuuuisaduesladuanudsshdyiigaisatuaudatiy sifudevdels aetudi
zvdmiSeanAEfana 208l

Select

iazdldegnslyinasaziiuniiuaudale ndndrdnydunilsAagananumuduvesitauis sgrils
Wil positive feedback MMsTLYBUTIATIEARBNNTIUIIAUTBUAMUANTBITININTURBINTLHIMN
8151 ndeniialdufulssanuaallauieanisifiauatandaundie duludygaiiulald

volunteering their time or resources to help. That’s a sure sign you may be onto something!

Tufigaudn auidnvaasnnediu idea uududiusdndAgiign Wuisasweasanuidn indulun

Level 1 card MUnIUKsIelavans 61 idea Msimdsiarsanuuluaiuasaunn duaslinnunaneiu
wusaki 41k idea uuhdalaildsuily idea Nlvazdosgaussnianadinludaig

v, ) 10 v A v Y &1 1 Y v I a A v ' a ., Y 1 _ o a
01 idea Wuldvinliisauiu gnAnfdaulinuiuaie agiaaunnaundnasil idea NAuAdmIuaie
LIANYIADI LTUINTILH S

https://kickbox.org/



Idea Selection

Al = o ® = A 'y e o A A
L&JalﬁvﬂaLﬂElﬁ)'mﬂ’ﬁizﬂadﬁ&laﬂﬁ)']%'auaﬂﬂ ﬂﬂﬂl’)ﬂ’]ﬂli'\%gmaﬁﬂﬂlaaﬂlaLﬂﬂﬂ

o 3 ~ ~
LRNTIENNULIN Llaz(ﬂaﬂtﬁl‘i’lElﬂtg%']ﬂti’]ﬁ%iﬁ)&'mﬂq{ﬂ

https://www.schoolofchangemakers.com/



ldea Selection

. LANA TxGunas flamaaula
151287017

udanluna Sarlenud Tuszazaa

A A A =
Torafmaon fo...

https://www.schoolofchangemakers.com/



Mode Prototype

“Fe,

ihauAneananiaunglanaieuen azlshldneglusuuuuntanm
WU NITAANTEANY post-it TS, AINTTUUNUIMEULE, ﬁuﬁ,
?iwm, interface, storyboard
fiavinfuRunmitazsinTiiieanudila drgedannulidaau Ju
nEuvRsN U URY geelymiidosaudaiumaseu




What is the Prototype Mode

[ o a ) LY I 3 &V va

Junisiianuanlazn1sd1s19eananmvadsanglanneuen. asluelsnlan
28 lusULUUNIEAIN YU N1SAANTEANY post-it MWL, AINTTUUNUINANLRA, WU,
a8y, interface, ®IaLilws storyboard.

anuwaugued prototype Astlulumuauinvedlasinig. Tun1sansiasiasne

AL prototypes MULAZES WBILI 11058 U3lABE1939AET LasAUIAIY

Hululdaue Trunndnls.

v

Prototypes azUszaunnudisaiiogau (Mneaniuu glY wazdus) awsodl

U
Uszaunisalnsuwasiiufdunusiuiiu. aeiseusanujduiusainanasdielmsiin

deeper empathy e shape successful solutions.




Why Prototype

38519 prototype fnaggnuesindunismagounisidaru (to test functionality) LLG]I‘ﬁIf\]%QLLéj’Jﬁﬂ’mmJ;\‘imJ’lﬁJll’lﬂﬂ’j’lﬁ?u:
« Empathy gaining: Prototyping Lﬁum%:}ﬁmﬁaﬁwmmL%ﬂiaiﬁzjmﬁﬂéﬂﬁﬁmﬁ'mﬁumﬁaaﬂLLUULLawﬁ%’ wailuaiag pre-
solution V94LATINTT
- Exploration: @1519AuARTIaInYiaty a5evnadanves solution wianes yng
 Testing: #%14 prototypes (Affuu3um) LilenaaauuazUSuss solutions AUFLY
« Inspiration: as1eussdumalafuauBniiu gnen dasu senmiludie prototype.
1578519 prototype Lﬁa:
* Learn. s ndandunuan prototype AfiAnduiunw
* Solve disagreements. LfJuLﬂ%mﬁa‘ﬁm3<1Wé’<ﬂuﬂ'ﬁsu€]’mmwmqum%a Huheszning ideation annnsdeansi
HANAIA
Start a conversation. uisnsfiriiieiudunagelusuuuusiieg fugld
Fail quickly and cheaply. N15&3519 quick & dirty prototypes yinlils1@1unsanageuANAnIILILINA L lagll
AdlduLIatazRuNNtn U ITn
Manage the solution-building process. N35¢Y FuUsiiiedise Paglmsudsamings aam’ﬂu%mﬁm il

anusanaaaule




Prototype for Empathy

(% 6

lunaueNasy prototype Iitindaaunasiufjduiusiu object 1139 experience i Prototype
Y

U

for empathy QQLﬁuﬁﬂmﬁﬁﬂmﬁ% o199gldaefidlifl solution wSeldsudu prototype 7if
solution waAle
-solution-driven prototype fivilslavayaluie AefumuAnisIAdmaaey
-empathy seeking prototype “U"JEJI‘%L?’]LsﬁﬂiﬁlﬁgﬂuuaﬁﬁuﬁﬁLﬁﬂﬁ’]ﬁx‘i@@ﬂLLUUiﬁﬁjmgﬂ%u
Sketch
velgldafndnmuneensuazedursnimiiu “Draw how you get to work.”
Play
Tl Weveliflifnaulaidenlussiiuiensuanuimeluniseenuuuvess,
Simulate
Srassanumsailsraunsaivesidiiievianudilatudaes wu dlidesiamuluvuyi
wungnludae Alitaesesimiinduloudlfeumsyhany

https://dschool.stanford.edu/resources/design-thinking-bootleg



Prototype for Empathy

(% 6

lunaueNasy prototype Iitindaaunasiufjduiusiu object 1139 experience i Prototype
Y

U

for empathy QQLﬁuﬁﬂmﬁﬁﬂmﬁ% o199gldaefidlifl solution wSeldsudu prototype 7if

solution wa3nla

-solution-driven prototype fivilslavayaluie AefumuAnisIAdmaaey

-empathy seeking prototype “U"JEJI‘%L?’]LsﬁﬂiﬁlﬁgﬂuuaﬁﬁuﬁﬁLﬁﬂﬁ’]ﬁx‘i@@ﬂLLUUiﬁﬁjmgﬂ%u
Sketch

YolviE [aingnImuIte1awaza5utenIniy “Draw how you get to work.”

Play

Tanuln wevelvilddnduladenlulssiiuneriuauimeluniseaniuuuads,

Simulate
avsEnuNsalUsEauNsalveswlivevianulatuiies wu arlinesihauluvmey

wunanlume Aliassiestninduleudlumevagyinaiu

https://dschool.stanford.edu/resources/design-thinking-bootleg



Prototype to Test

WHY: Lﬁ@lﬁﬁﬁ%’ﬁﬂizaumiaﬁu solution LLa¥ react
HOW:

® Create low-resolution objects & scenario to probe question

. ﬁ’lﬂ’)'mﬁﬂaaﬂﬁ]’mﬁ?m'l%ﬁaﬂﬂ’lEl‘L!'é]ﬂ az‘lsﬁ‘lé’ﬁagﬂu'gmwunwmw YU NISAR

4 ]
a\ =] =

N32AY post-it NHINTY, AAINTIUUNUINEUNNR, WUN, §9va9, interface, storyboard

Start building. Even if you aren’t sure what you’re doing, the act of picking up some materials (paper, tape,
and found objects are a good way to start!) will be enough to get you going.

Don’t spend too long on one prototype. Move on before you find yourself getting too emotionally attached
to any one prototype.

Build with the user in mind. What do you hope to test with the user? What sorts of behavior do you expect?
Answering these questions will help focus your prototyping and help you receive meaningful feedback in the

testing phase.
Identify a variable. Identify what’s being tested with each prototype. A prototype should answer a particular

guestion when tested.




Theory of Change

https://www.schoolofchangemakers.com/



Theory of Change

Target Problem Situation Goallvision

1 4 o ® A (3
ﬂ'ﬂq&ll‘ﬁ']ﬂ&l']ﬂ ﬁﬂ'\%ﬂ']ii%ﬂiy‘ﬁ'] AMNNANNAILIINELINDYTINLHW

Activities

a Ci L [}
NINIFINNNLINADINN

https://www.schoolofchangemakers.com/
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Impact Value Chain Worksheet

IMPACT VALUE CHAIN
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thdoyanmsiin VALUE PROPOSITION infaosaus:noumsdwiuerssdnsonsadafents lovdusonsuuainds 19

@ BUSINESS MODEL CANVAS

-
7. KEY PARTNERS

6. KEY ACTIVITIES 1. VALUE PROPOSITIONS 4. CUSTOMER RELATIONSHIPS 2. CUSTOMER SEGMENTS
Rudxurdin viundnidy A haue Anwiuiusngudnnaue nduslmnuntogndy

S. KEY RESOURCES 3. CHANNELS

ndwennsadin goomedhfongueluny
8. COST STRUCTURE 9. REVENUE STREAMS
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Gantt Chart Worksheet

&)

GANTT CHART

https://www.schoolofchangemakers.com/




*‘ AFTER ACTION REVIEW
T AUNURFONSHITe U
-
WHAT HAPPENED? WHAT WENT RIGHT? WHAT WENT WRONG? WHAT IS THE MEXT STEP?
Monssufida arwavEafinadulunisifonssud JryrmSoguassafiNabulumsrifonssud rasxradwlsdiuls

https://www.schoolofchangemakers.com/



Step 11. DO
Test Change



Step 11

Test change ideas via PDSA cycles

Plan

+ Dbjective

« Predictions

* Plan to carry out the
cycle (who, what,
where and when)

+ Plan for data collection

Clinical Excell

Conduct small tests of change using the PDSA concept on relevant (high
priority) change ideas. Start on a very small scale, for example one patient or
one staff member then progress to 3 patients, 5 patients etc. Implementation
of the new process cannot occur until the new process is highly reliable.

Four stages of a PDSA:
1.

Plan your change:

» What you are going to change?

What do you predict will happen?

* Who is going to do it?

* When and where will it be done?

- Data: How will you measure it?

Carry out the plan and observe, measure and record the data.

Study the data and anecdotes and summarise what was learned.

Act on the data: What changes will you make in the next PDSA cycle?

Task
Plan change idea tests including:

Change idea being tested:

Cyclef/test number:

Objective of the test:

What is being tested?

Prediction of the test (what is predicted to happen when the test is carried
out?)

Who will be involved in the test, including who will coordinate it:

Where will the test be performed?

When will the test be performed?

Tasks to be completed before the test can commence.

0. Measures/data (How will you know if the test is a success? How will you

measure it? What data, feedback will be collected)?

QIDS: Key information into PDSA CYCLES

ence Commission, NSW Health. 2021
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Shrink the Change
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Typical PDSA Cycle Example

Adapted from IHI

/Al P
PDSA 4: Get ready for

implementation

AnausmiasiUufiRtuaenineg

PDSA 3: Wide-scale test of change

U%Uﬂ‘gdtlﬁ?ﬂﬂﬂﬂﬂﬁﬂfﬁﬁﬂ%ﬂﬁi 3 AUITNFIYU

' 21 A
W'Ns'] Llﬂgg‘IJ'Jﬂ NHINEYREUSLAINSURITINNAE

- = - —

PDSA 2: Follow-up Tests

ﬂ%’uﬂ§attﬁqwﬂa@3uﬁ’ué’?ﬁu’%ﬂﬁi 2 AK Lmzﬁﬂw 16 A

N
Hunches, Theories, Ideas
Introduce written action plans

PDSA 1: Small Scale Test
wﬂﬂ@uﬁuﬁﬁﬁu“}ms 1 A Lmzéﬂw 1 AY
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Step 11
Test change ideas via PDSA cycles

Plan

* Objective

* Predictions

« Plan to carry out the
cycie (who, what,
where and when)

« Plan for data collection

Conduct small tests of change using the PDSA concept on relevant (high
priority) change ideas. Start on a very small scale, for example one patient or
one staff member then progress to 3 patients, 5 patients etc. Implementation
of the new process cannot occur until the new process is highly reliable.

Four stages of a PDSA:
1. Plan your change:

. _V_V_hatAdo you predi(_:t_will happen?

What you are going to change?

MR UNAgaULUIAANISIUABULUAY (plan change idea tests)

L
. 2.

o o N o B W

10630/ Toyanagusuanaaudiaveinismaaau 9¢inegnls aznudeyaniaides

LRaNTUAs LA (change idea) flaznagay
UIUTDUVDINITNAADY

W UsEaeAUINITnGaaY

%qﬁ%gﬂmaau

AsAIAMIsaINaNIIAdeY (axiineylstu)
Q’Lﬁ'wﬁaaﬁumimaauLLazr;jU'ﬁzmumimaaU
Ao TN snEey

naivinsvagey
nuitdosiladadurounsagou

dxvaunauazlsung

Clinical Excellence Commission, NSW Health. 2021




Articulate your change: Logic Model NHS

SITUATION:;
Text here

ACTIVITIES: OUTCOMES: GOAL:
Text here Text here Text here

ASSUMPTIONS:
Text here




Articulate your change: Maximise health & well-being for frail elderly (logic model) m

SITUATION:

* Inequality in provision of care and wide variation in quality of care

* Fragmented health and care system and inefficiencies

» Health organisations and local Authorities are under financial pressures

« Over dependence on in-patient care - high number of avoidable admissions

ACTIVITIES: OUTCOMES: GOAL:

Early intervention & proactive support Faster, more consistent care across : .
Person centred & planned care delivery the local system All the frail elderly living
Coordinated care across health, social Increased choice and control over own in the area receive the
care & mental health health & care needs most appropriate care

Joint approaches to budgets & contracts Improved collaboration & and support they need

Ready access to community-based care coordination of care : :
Improved experience of care in the right place and at

Reduced avoidable admissions, the right time
A&E visits etc.
Reduced overall cost of care & support

ASSUMPTIONS:

There will be a realignment of resources as stakeholders work together; Cultural change takes place; There are national levers to support
the programme; Partners will have freedom to implement changes to work differently.




Articulate your change: Narrative NHS

Once upon atime

Every day

One day

Because of that...

Because of that...

Until finally




Articulate your change: Narrative NHS

Once upon atime There was inequality in provision of care and wide variation in quality of care. A fragmented health and
care system and inefficiencies led to duplication; inadequate collaboration and coordination of care.

Every day Health organisations and local authorities struggle with financial pressures and there is an over
dependence on in-patient care with high numbers of avoidable admissions.

One day A group decides to work together to apply the principles of large scale change to tackle the problems.

Because of that... We achieve improved collaboration and greater coordination of care needs, which leads to faster, more
consistent care across the local system. Service users experience increased choice and control over own
health and care needs.

Because of that... We see improved experience of care and support. There is a reduction in voidable admissions, A&E visits
etc. This leads to a reduction in overall cost of care and support and a more productive health economy.

Until finally People with or at risk of developing complex care needs receive the most appropriate care and support
they need in the right place and at the right time.




Articulate your change: Driver diagram

Secondary driver

Secondary driver

Kev aim or Secondary driver

Secondary driver

Secondary driver

Secondary driver

Activities or interventions
Activities or interventions
Activities or interventions
Activities or interventions
Activities or interventions

Activities or interventions

il

Activities or interventions



Articulate your change: Maximise health & well-being for frail elderly (driver diagram) m

Person centred & Personalised care plans
Increased choice planned care delivery available for all
and control over

own health & care

needs Coordinated care

across health, social
care & mental health

All the frall
elderly living in
the area receive

the most Improved experience Ready access to
appropriate of care community-based care

care and Faster, more
support they consistent care

r!e(had :n the ; across the local Early intervention & Improved signposting to
right place an system proactive support community-based services
at the right time

Reduced overall Reduced avoidable

Joint approaches to
budgets & contracts

cost of care & admissions, A&E
support visits etc.




Articulate your change: 30, 60, 90 day plan

30 Days

* Activity & outcome
* Activity & outcome
* Activity & outcome
* Activity & outcome
* Activity & outcome

60 Days

* Activity & outcome
* Activity & outcome
* Activity & outcome
* Activity & outcome
* Activity & outcome

90 Days

* Activity & outcome
* Activity & outcome
* Activity & outcome
* Activity & outcome
* Activity & outcome



Articulate your change: 30, 60, 90 day plan

30 Days

* Improve signposting to
community based
services — reduced A&E
admissions

* Early intervention &
proactive support —
reduced A&E admissions

60 Days

* Person centred &
planned care delivery —
Improved experience of
care

90 Days

* Joint approaches to
budgets — improved
collaboration and co-
ordination of care



Agile: Scrum Framework

The Agile: Scrum Framework at a glance
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2. Sprint backlog ﬂﬁﬂ'li‘l/l'm@iﬂws'm‘mu task 2894 iteration uw] 'J'Im@\‘mq@ufiu"l\‘i?u Sprint emm task uw] H1911 Product backlog
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Mode Test

Ideate

Prototype

\Julan1asu feed back 3ngld

lasudayatiianluese prototype lusausaly

Vi lviseuzneanuelvuaziin unexpected insight
Wunisnagaunas refine Point of View (POV)

https://dschool.stanford.edu/resources/design-thinking-bootleg



What is the Test Mode

nsnagauldulanianazlasu feedback LA solutions UBLS

iehuUSulTsindu wagseusiieInugliveasiagmeiie.

JuNBUNTNAFDULIY iterative mode @445111 low-resolution
artifacts TUldluusunnduasevestingly.
Prototype as if you know you’re right, but test as if you know

you’re wrong.

https://dschool.stanford.edu/resources/design-thinking-bootleg



Why Test

®* To refine your prototypes and solutions. mﬁmmamﬂﬁ%}aaﬂa
d1mIun1sasng prototypes lusausald 813aznaulig drawing
board.
& =~ a
® To learn more about your user. n1snadaulludnlonianiianay
8519 empathy W14 observation and engagement—iinagyiliiin
unexpected insights.

* To test and refine your POV. v19Asan1snaaauluiiis syl

71 solution vau31kignABs wasAuwaIRasNIsAUadaym.

https://dschool.stanford.edu/resources/design-thinking-bootleg



Testing with Users

WHY: iasu feedback §19%15UUN refine solution 1&g gain more empathy

Procedure

Use a deliberate procedure when you test.

1. Let your user experience the prototype. Show don'’t tell. Put your prototype in
the user’s hands (or your user in the prototype) and give just the minimum context
so they understand what to do. Don’t explain your thinking or reasoning for your
prototype.

2. Have them talk through their experience. For example, when appropriate, as
the host, ask “Tell me what you are thinking as you are doing this.”

3. Actively observe. Watch how they use (and misuse!) what you have given them.
Don’t immediately “correct” what your user tester is doing.

4. Follow up with questions. This is important; often this is the most valuable part
of testing. “Show me why this would [not] work for you.” “Can you tell me more
about how this made you feel?” “Why?” Answer questions with questions (i.e “well,
what do you think that button does”).

https://dschool.stanford.edu/resources/design-thinking-bootleg



Investigate: Discovery

Discovery
s ldlanunsanianaunfonisiaanluasans Trauniwal potential customers el 24

Fqlaamasaniaen idea laa TunisaunuinugnAAuIng s1aznuIBsiuin s asuaufe
AafugnAtvsAeLaTul a3edeus. sinneiliay
1571810150 1INSANA webcam %39 screen sharing interviews %38 customer surveys L
981711 automated surveys 3und1azlaAEAUANAITIUIUNTILGD N1TEUNEAIREIN LI
29NLUUAININEALARTY
Y o w & . = o v A o . Y,
yadudAgyludunau Discovery Aanisvinanadlanastududaymiuas mindset vagna

Tdmanuuanaa Suilsanngnanldasutedaynn aginiudn “vaunuiRnvas vy’
ognAtudulauviuasliaueinu solution Misaua TvRedadwasdundienlvazls

138U3IMINUIAUMT solutions NAdeUedls uazanduladaadisls

https://kickbox.org/



Investigate: Validation

Validation

Y 1 v 19) v . 1 1 v o 1 <
n1sdun1uaianA1azlilv accurate behavioral data ufin1sanxdngnatasinegnslslusuian

geandnlifiveyaaclsiay 1599098519N15NARR LN FUNANTSHUNFUNUSVRIGNANTUTBLEUDVDS
snadiounitieindaiulainayuuas

Tulan online @133glUn"58319 external website wazldmdnirlvgnadnde dnduau click

fa value propositions UUlWIUY

https://kickbox.org/



Step 13. CHECK
Collect Data &
Measure Impact




Collect data and measure impact

Types of Medication Errors

Pareto Chart

17 masnkhs of refrospective data (n=430])

Do you already have some data or do you need to collect it?
How, who, when and where will you collect your data?
Will you use quantitative or qualitative data?

Consider the tools you will use to collect and plot data and help you better
understand the process ie:

Tally sheets - to collect data.

Run charts or statistical process control charts.

Pareto charts (for diagnostic stage).

Histograms (for diagnostic stage).

Scatter plots (for diagnostic stage).

QIDS: Key information into CHARTS.

[ ]

e @ o °

Clinical Excellence Commission, NSW Health. 2021




Collect data and measure impact

VAP/1,000 Vent Day

Do you already have some data or do you need to collect it?
How, who, when and where will you collect your data?
Will you use quantitative or qualitative data?

Consider the tools you will use to collect and plot data and help you better
understand the process ie:

Tally sheets - to collect data.

Run charts or statistical process control charts.

Pareto charts (for diagnostic stage).

Histograms (for diagnostic stage).

Scatter plots (for diagnostic stage).

QIDS: Key information into CHARTS.

L

* ® @

NudayauaziaITUINANTENUYBINITNAGDY

*  Amuninzliveyalelsunamviseveyaidenmnw

* Naunwigfudeyasdisls Tas lels filwu snnwitls feisnnsla
*  fansaaedlofiaylitiausdoya

® Run chart %58 control chart

wn.awIad qATANa (14 NUATWUT 2567) 13U1/39397n Clinical Excellence Commission, NSW Health. 2021




m‘.i‘lf Control Chart
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Coyncgpts Action

Inan ‘ Ugue ~
Conte)gt Purpose Design Learning
gland muwaL 2anuLuL AR
griteriag Improve
EHK%M P
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Spread
YLNUHA

Step 14.
Sustain & Spread



Step 14
Sustain the gains and spread the
Improvement

Standardisation Documentation

Sustain the gains:
Do you have a plan to ensure the improvement is not lost? Do you have a plan
to continue with measurement?

Scale up:
Have you tested the new process during the evening and night shift?

Active spread:
¢ Do you have a plan to roll out your project in other areas?

Passive spread:

ACI Innovation Exchange hitp://www.aci.health.nsw.gov.au/ie
Quality awards

Present at conference

Poster

Journal article

s @ & o 9

Complete the British NHS Sustainability Survey and score your project? The
closer the score to 100, the better chance of successful sustainability.

Review the IHI Seven Spreadly Sins to ensure you have the correct approach
via http://www .ihi.org/resources/Pages/Tools/IHISevenSpreadlySins.aspx

References:
1) NSW Health GEM Workstar — CPI module.

2) www.ihi.org

3) The Improvement Guide (2" Edition) by G. Langley, R. Moen, K. Nolan, T. Nolan, C. Norman & L. Provost




Step 14
Sustain the gains and spread the
Improvement

Standardisation Documentation

S159UALVINANITWAIUN
*  Sustain Myl ReENEART UL gy
*  ANUANINTFIUNITUHUANY
* dmviuenansalonisuuiRau
¢ dansineusuazizoulfiieades
o Imsianauaznumuegisaiiaue
® Scale up
*  ypaounszuuNsimluuTundiuaniaeenly 1wy Fasan mie
U3N13 ngugUae
® Spread
* LAURABHUITNTLAZNTUTEYNIVINTANE
o fuimsdndenuacuiimsvgenalulihviesdng uarldiinsd

winzaulun1siuLAaeu

References:
1) NSW Health GEM Workstar — CPI module.

2) www.ihi.org

3) The Improvement Guide (2" Edition) by G. Langley, R. Moen, K. Nolan, T. Nolan, C. Norman & L. Provost

uW.ay i@t qATANA (14 NUANWUS 2567) UTU139370 Clinical Excellence Commission, NSW Health. 2021




IHI Framework for Spread

A

o idaitudsaiunagnsiddsy
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Measurement and Feedback
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Source: Institute for Healthcare Improvement
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Criteria
(-7 6
gunum

Core Values
U (V)
gﬁan

Business Model Canvas
NaYNSINAAINNEIEY

Purpose [mm Design

Driver Diagram

(Action-Effect Diagram)
NIBUAINUAA

Process ! Action

Flowchart
Tunaun1sUHUR

& Improve




Organization Context

a A o ~ ¢ G a
UIUN (context) ADANHZNIRNIZLIINZIIVDIDIANT LI WA

o Q

CRIERNT

]
=

What guides you?

Mission, vision, values, organizational structure

A

AINITA LBNITAIRBAID NITA NI

Who will

help you?
Key partners
& suppliers

How do you do it?
Key work systems
Key work processes
Activities

Purpose
Value propositions

What do you need?
Core competencies

Workforce, Assets
Critical knowledge

Other resources

What do you do?
Product/Service offerings

y

How do you

interact?
Customer
relationship

\

A 4

Strategic context
Challenges
Advantages

Opportunities

How do you reach

them?
Delivery channels

Who do you serve?
Customer segment
Customer requirement
& expectation

A 4

Competitive environment (competitive position, competitive changes)

External factors : political, economic, social, technological, environmental, legal (PESTEL, STEEP)

Source: Business Model Canvas, Organization Profile (TQA/MBNQA), Hospital Profile (HA)




Problem @ Solution ﬁ(

Top 3 problems Top 3 features

Business Model Canvas

Unique Value Unfair Advantage Q Customer
Proposition - Segments

Can't be easily copied or bought
Single, clear, compelling message Target customers

stating why you are different and
worth paying attention to

Key Metrics /

Key activities you measure ‘*:f

% A A ! I’
Examples: Monthly active users,

The “Wow!" Channels 7
%

The one insanely cool, feature that Path to customers

every review will rave about Examples: Website, Sales force

Cost Structure

Examples: Customer acquisition costs, Distribution costs, Web hosting, Employees,
Manufacturing, Support

Revenue Streams -
Examples: Direct sales, Subscriptions, Training, Support contracts, Upgrades &




Missing Middle

Activities or ?
intervention in 3 =—» Theory of Change
project (Assumption)

Desired
long-term goals




Theory of Change : A Framework

Long Term Outcome

Strategy

Indicators

Interventions

Assumptions

Theory of Change (ilunns
afuufivIfNITURLIUGNAUAINTT
lasunlasnsasnslvAatiulu
VIUNLAWIL. FALUUDLTNNTTLAN
LN Tusrunav A anell
(missing middle) 3¢11319NANTIU
WIa1ATINIT AU MTuTIaLihvane
Asia9ns. L’a'ﬁJﬁl‘Llﬂ'JElﬂ']’a"a‘”‘]J
ihdseaedszageanisiasnis way
ARnanNUINGaliaA1ITUIA
WRANEaL19AaUNATUIIR
iihiseaad. vnuaduanalusi
Outcomes Framework.

https://www.theoryofchange.org/



Tof Driver Diagram Aa5usqnan

2. 103 missing link
SLRINNNINTSULLAL
1 <
Wrnune agrudy
<
WiRtJuNe

1. YrnstuLdInune

Conceptual view of a driver
diagram , ricure2

Outcome Primary Secondary Specific change ideas Change
drivers drivers concepts
A & Ideas:
AALLIDIAK secondary 1 e
: driver 1 2 F
Primary 3
drivert SEHDEY 4 Concept 2
. anunn € : : ,-:-"
NAIAH ILANTNDY

Aim or Primary Secondary

'8 7 Concept 3
9

outcome driver 2 driver 3
7 Concept 4
MABAAIIA .
weoondary o i
: driver 4 . > Concept 5
Primary )

driver 3

[ What

Secondary —
(precondition) v 1

Key leverage points
in the system

Specific ideas, concepts
and bundles that could
generate the desired state

3. NAUARIAN
A0AAADINUNADA

value chain

4. 1% change concept
unszaulvfann
wuIN9 v g

un.ayiail gTdina 13 nINgnaw 2562 “NMINMWIAMNTNUKI NG & 28 WOATN1UY 2562 “Precision Medicine & HA”




wauatihnangwaz Blueprint for Change luansaws Driver Diagram

Cconceptual view of a driver
diagram ; ricure2

Qutcome Primary Secondary Specific change ideas Change
drivers drivers concepts
: Ideas:
Secondary «—— 1 7 Concept 1
: driver 1 9 Pt
Primary 3
driver 1 1 r—
nce
Secondary & 5
driver 2 &
; Concept 3
Aim or Pr!mary Sec-_:mdary 9
outcome driver 2 driver 3 :

7” Concept 4

_ driver 4 > Concept 5
Primary .

driver 3

Y
Specific ideas, concepts
and bundles that could

generate the desired state

Key leverage points
in the system

NANNETWNITNDIANNYVI9EDINU

anihuanelua ($reldvan) ann

T W o 4 o A
NGv9rIenanalINeusIa
vhuane

arnlanmawew (vnkdsrg) arun
Jsurldgundrazussananyls aza
X o W v
andrusviigadials

uw.awiad anTdna (21 wosnnaAy 2563) “Disease Specific Certification” @ anzunnueans N Ineasidodlna




Change Concepts LUULIELSN

Cconceptual view of a driver
diagram / ricure2

change ideas Change

concepts

Ideas:

7 Concept 1

7 Concept 2
7 Concept 3

7 Concept 4

LI = = = O L Y 1 Y L

N

Outcome Primary Secondary Specific
drivers drivers
Secondary ———
. driver 1
Primary
driver 1
Secondary o
driver 2
Aim or Primary Secondary
outcome driver 2 driver 3
Secondary &
driver 4
Primary
driver 3
Secondary
driver 5
L ]
Y l
Key leverage points
in the system

Specific ideas, concepts
and bundles that could
generate the desired state

Need of users:
Simplification
Human Factors Engineering
Design Thinking
Humanized healthcare

Lean:
Waste -> value

Evidence &
technology

Safety: Risk-
based thinking

akl,’m‘ﬁ: qnﬂgaqa (22 yn31AN 2563) “From Incident to Smart Design”




Qutcome Framework & Action Effect Diagram

Ask How

Precondition 1:

Precondition 2:

Action 3.1.1:
Precondition 3.1:
Goals:
Precondition 3: Action 3.1.2:
Precondition 3,2:
Precondition 4:
Precondition 5: ASk Why

AS 29/01/64



IwoxnalavaduLAda% (Driver) nuIAan13tlaaniilas (Change Concept)

Conceptual view of a driver

diagram / ricure2

Outcome Primary Secondary Specific change ideas Change
drivers drivers concepts
p Ideas:
secondary «—— 1 7 Concept 1
. driver 1 2 i
Primary 3
driver 1 1
Secondary o 5 Concept 2
driver 2 6
; Concept 3
Aim or Primary i Secondary
outcome driver 2 driver 3 q
7 Concept 4
Secondary o
. driver 4 > Concept 5
Primary
driver 3
Secondary o . ‘;,. Concept 6
driver 5 N
\ |
¥ ] Y
Key leverage points Specific ideas, concepts
in the system and bundles that could
generate the desired state
[ Why ] [ What ] [ How

uwrAansaanuuumMslasnulas
¢ Evidence-based/CPG

® Technology

® Organizational knowledge
¢ Value to patient/customer
® Agility/flexibility

¢ Safety/Risk-based thinking
® Quality dimension

® Consistency

¢ Simplicity

® Visual management

® Human factor engineering
® Human-centered design

® Humanized healthcare

® Lean thinking

® Manage variation

Work environment




Change Concepts



Change Concept : Knowledge-based, Evidence-based

J Knowledge-based
o fiilenengydasifluasdnsuaasndalay Sanudilednagls
o fiilenengydasifluasdnsiiudiales agdaudanianldasinals
o Fufiupudenudl.... wnagviadals
[ Evidence-based
* Evidence %38 guideline ¥%¥a recommendation $g31aeinals
¢ FasufiiBldAnasls
e qzsLTINKANLIAA gap HWIRAINAULANGNEaNaIaeiNals
* agihasalsiiaussguiinvanadiazan gap




Change Concept : Risk-based Thinking

L Risk Analysis
* Fasifllanafannadeensls aseiusaulng anangazls 4
NaNsEVULReate
] Risk Prevention
o agnAnLAeariatlinaiuranuLdeasinals
 Risk Monitoring
o agifigriedndlaiiadudsssumanutdeeiiufaundadli wia
Tanmeafeanudeagnanefiugiifinised
] Risk Mitigation
*  agBaunianuwazannsiiavintugnisedlafelssaerasinals




Change Concept : Quality Dimension

2

d Ransandinlugdnanwsialidd wsniflannavinasl=laEe
®* Access & continuity
®* Appropriateness (CPG compliance)
* Effectiveness (outcome)
* Safety
* Efficiency (outcome vs resources used)

* People-centered




Visual Management 15N WL ND B8 31% 101511197

PPL
e-boos

» Work in
' Process
Waiting
info or

decision

a2l



Change Concept : Improving Efficiency of Care

TunwsinasypainsBandinldinaudindnanmnenatuaygelsenaiRendw

a6 process variation Avisieanuudinukazdiei) (12l reconcile WAD & WAI)
AdeMslHusNMananisuasaauilaliiisnnen wiasdnaetias

&/ cycle time ﬂqﬂﬁumaumaa@ care cycle Lfiaenel capacity wmqﬂmnﬁuagamuﬁ
a\muﬁ’umfﬁLﬁam%’wenﬂfi%%au%mfiﬁfasmﬂamﬁuuu‘lmﬂﬁwmaa@ care cycle (b2
nNganeIaLiial Nsle telemedicine)
Wdesnstdusnisilaldusimuluvinlusanuudnisfildndwennstinendn
aeaNT1slALBNT57i2ngau (service duplication) SERINEANNUNWENLNE
ammfiﬁ/‘l’ﬁmuaﬁuauuﬁiajﬁﬁﬁsﬁw’ﬁﬂqw (L2118 NNFUAKNIE NIFUFTHIFAONT)
tiAaTEHIInLEaaduludisenis (i duyuaaensldndnenns 58w suture &
staple)

\RnUsRVBAWWaE automation TunstSeantAuLdu

Source: Michael E. Porter

uw.akﬁmﬁ ANTANA 19 WiATnNew 2562 “Unlocking the Opportunities for Healthcare Transformation” 1/3egaWeN1NaL#Im@AIIN 16



Integrated Transformation Approach (n15tUagnulasuuuysainis)

What? How?

Top-down Core process
e Major sustained directional redesign

performance improvement setting
e | asting cultural/
behavioral change

e Multiple functions
with varying
performance objectives
Vision
Bottom-up performance-
improvement problem solving

Source: McKinsey&Company



Change Concept: Lean Thinking (Lﬂﬁﬁm waste 13% value)

1 P | (Y
d Rangare3ngd waste azlafiausaanaald

Defects rework (ﬂ’ﬁ‘v‘l"m’méé’] Wiile Ltfﬂﬂﬁa‘i_lﬂwﬁa\a)

Overproduction (NMSNAB/UTNIFNNLARINETTW)

Waiting (hNss5amael)

Not using staff talents (LafleinRgeaardmeing)

Transportation (N156B4NN)

Inventory (J&ifAaman)

Motion (NT5LA&Rw)

Excessive processing (Nsguun1sfisnntiudniiiu nszuunisdilal

nal¥iamae)

WHO & IHI Open School




Change Concept: Lean Thinking (Lﬂﬁﬂ% waste 11l value)

J fanseun clinical waste
®* Unable to access, waiting
* Delayed/wrong diagnosis & treatment
®* Over-use/under-use intervention & technology
®* Error & adverse event
®* Communication & co-ordination failure
®* |nadequate knowledge & skKill
®* Role confusion
®* Obsolete technique & technology (& malfunction)




Change Concept: ﬂszqnmﬂ%’uwsﬁm Lean Lﬁﬂﬂ%‘ﬂﬂgammﬁ"]ﬁd

SHAPE DEMAND

1.

Work down with backlog (an1591u71A3EN4)

Gain immediate capacity ({inTnanuausalaesiui)
Temporarily add appointment slots (Lﬁﬂ@ﬂiﬁﬁmi
Famsm)

. Reduce demand (specialty care) (aﬂqﬂmﬂ‘)

Build service agreement between primary care and
specialty care (vh¥annassenIneusnsuguginuusnig
LWIEN)

Extend interval for return appointment (V&18%3347a7
NIUARARNIL)

Reduce demand for physician visits by optimizing team
roles (anpusnduiiadosmuunne)

Discharge patients to primary care from specialty care
(A mihewazdwiagUisanuinsianienisliuinisugugd)
Create alternatives to traditional face-to-face
interactions (@3719Y1N9LEDNLNUAITABININULNNIAIY
PN

MATCH SUPPLY AND DEMAND

3

iy

5

. Understand supply and demand (U%’Uqﬂmulﬁaaﬂﬂé’mﬁ’uqﬂaqﬁ)
Know your demand (iqﬂaﬂﬁ)
Know your supply (8Un11)
Consider doing today’s work today (Ra1sannsveuwesiuiliesals
Suil)
Establish input equity for specialty clinics (fiumsnennsundndmsunadn
LANIENN)

. Reduce appointment types (anUszANYBINITUANUY)
Use a small number of appointment types (aA31UUUTELANUDINITUA
wunelinaetiogas)
Standardize appointment lengths (Vinl#szazrainisinmneduuinigiv)

. Plan for contingencies (219KNU&1394)
Manage demand variation proactively (¥an1sfiumnulinuusuvesguasaly
\Ba3n)
Develop flexible, multi-skilled staff (Farndadmindiavinldnanesinue
UfuRnulataneu)
Anticipate unusual but expect events (ﬂﬂﬂﬂﬂiﬂjLMQﬂﬁiﬂjﬁiﬁﬂﬂa uAAALA)



Change Concept: ﬂszqnmﬂgttuaaﬂ Lean Lﬁﬁﬂ%‘ﬂﬂﬁqﬂﬂ'ﬁtﬁ'\ﬁﬂ

REDESIGN THE SYSTEM TO INCREASE SUPPLY (sanuuussuutivatitugunu)

6. Manage the constraint (3AN13NUYRINNA)

dentify the constraint (5¥y constraint-1a311in)

® Drive unnecessary work away from the constraint (?Jﬁmmmaiﬁﬁ)%ﬁuaaﬂ%m constraint)

7. Optimize the care team (USufiugualvitnunsay)

® Ensure all roles in practice are maximized to meet patient needs (1J%Juummwuaqﬁﬂﬁﬁmﬁﬂﬁlﬁqqajﬂ)

Use standardize protocols to optimize use of other providers (14 protocol mmgmﬁai%pﬂﬁu‘%mﬁﬁuasmmmzam)

(0] )
wn
D
O
Q
-
Q
=
(D
-
D
(Vp]
O
O
5
v,
O.
=
(D
(Vp]
o
-
O
>
O
i}
(D
—
=.
Q
va
o
O
Q
[
D
5
=
pa]
O
=
Q
)
(O
O
Q
O
(D
-
ppa ]
O
=
e
)
~
e
5
=b.
oNe
c
>)
>~
(=3
®
c
No
-
=

e
c

. Synchronize patient, provider, and information

* Start the first AM and PM appointment on time (Gufuasianuiinneuduazuielinsaian)

* Do patient registration by phone when confirming the patient appointment (asgilgugUrenalnsdng dlodusunsnmung)

® Check the chart to make sure it is complete, accurate, and present at appointment (L"?JﬂmﬁzLﬂ*&JﬂﬁﬁﬂJUﬂiﬂiLLazﬁW%@mLﬁaﬁﬂL’Jmﬁm)
® Use health prompts to anticipate full potential of today’s need

® Make sure that rooming criteria include having the patient ready

9. Predict and anticipate patient need at time of appointment

Use regular ‘huddles’ to anticipate and plan for contingencies

® Communicate among care delivery team throughout the day

10. Optimize rooms and equipment

® Use open rooming to maximize flexibility (las open rooming Lﬁ@iﬁlﬁﬂmm%%ﬂu)

® Standardize supplies in exam rooms and keep stocked at all times (ﬁﬂiﬁﬁqﬂﬂiaﬂuﬁmm%ﬁ]ﬁLﬁuu’]migmuazﬁw%@maaﬂLﬁm)



Change Concepts: SCAMPER

S.CAMPE.R.

SCAMPER is a useful list of words to help us think differently about a problem, idea, concept or issue.

S ubstitute
C onbine

A iy

WM ity

P ut to other uses
E liminate

R e

What can you substitute? What or who could you use instead?
What can you combine or bring together?

What can you adapt for use as a solution?

Canyou modify or change the item in some way?

What other or new ways could this be used?

What can you get rid of?

What could you rearrange or change around?




IHI Improvement Guide (Change Concepts)

. Eliminate Waste

. Improve Work Flow

. Optimize Inventory

. Change the Work Environment
. Producer/Customer Interface

. Manage Time

. Focus on Variation

. Error Proofing

© 00 N OO OO A~ WO DN -

. Focus on the Product or Service




IHI Improvement Guide (Change Concepts)

1. Eliminate Waste (2aa1m3134gsys1l&n)

X aanIaAIA:

dadiballer, AedisiunneAulal, nsifudinengaw, NNSAIUANTSUL,
NgdeLLUNUSELNY (classification), N1FlsdaAuNana (intermediaries),
brand Firsanranelusienisaedni, nasdaneag feature B9

X ANFHIULILU/NEALNU:

Aeunduanleilug (recycle), Wnanlsiein (reuse), TsiAamaLmw(substitution)
X US158HAl:

U Ul R aaamdaaiumINUEaanI, Gtéii"m'ﬁgjm'f’aaﬂ'ﬂ\a,

UFULNRUNYRNFE set points, AaUFN19A1 peak of demand,
UFUFLAUAIASILHE 2N estimated demand




IHI Improvement Guide (Change Concepts)

2. Improve Work Flow

Furwazadamneln, vineugunuiu, asiusiuaaulidinantngiu,

LAsEN SRR, aanTsaasa/ A uANSURaaL.

Tefgguuamludd (automation), Yint¥iaaamaaatiiuaaragiéierdriu (synchronize),
Yl workflow F1U8we, Toiszuus (pull systems).
AuvitauLadinuaglussuuLEieraniy, Tendenlszadanarnaneisdael,
Teinnamssasaulussauiivanya, Toidussanisany,
VingdimanaatEnaaaNAIew e, iausaniug e

3. Optimize Inventory (USUSZAUANAEN)
vinaaaeinladngl inventory aigffibmuluszun,
TfazuUNF96N b2l just-in-time




IHI Improvement Guide (Change Concepts)

4. Change the Work Environment

1 N15TaNaINUTA LTS E, 34\3Lﬁuﬁ'ﬂ%gugum%wé’ﬂLgam‘ﬂf}mﬂ«a,
dlalanal¥gmueingiading aeinvansledne.
ﬁ\‘ﬁ/c!%ﬂ/l‘%}ﬁ/\l“al’]ﬂ%Lﬁ@ﬂﬂ%ﬂ%ﬂﬂ?\ﬂﬁ&l’]ﬂﬁ%, AONIFTRNNRAUSF,
12iNN5RNAUTNATANEAILNNU, FS1LUIFTINLLALAINNTNWUE LA 19E55R,
wiladluaanaLdens, guannuinaniFiugIu,
sjaviunaiaginduanuagssenawaziiiumeiues,
anNIFTMaUIISalalUTEUUSNSIAN AR LN

S. Producer/Customer Interface
AF1 L UIFINLAZAINNANNULG RN aT1aT9R, SUNENEa/gNAN,
TaeignantunsldnandnaBnig, sjasiunaandiignaile




IHI Improvement Guide (Change Concepts)

6. Manage Time
ABLIANLUNTRAWNARS T/ UZN1F I,

SO LIANFAMALINIFLINFTUUTNIFTHRIONIFAIAAIRAUAN,
a@%@uL,faméa@mqm%"@\ﬂumﬁﬂ%,

8/ setup & startup time, éemﬂgwaama\m:@immmw

7. Focus on Variation

AS19NAFF1UIRNTEUIUNNS, BN wasae variation,

4miN operational definition, UsUUgaN15AIANIFEM,

ARV LNUEITRNRNLEY (contingency plan), AaN&gNEaRSTiaNaNGe,
desensitize, leiRinmandsBiai (reminder), 19 differentiation,

Teieiaandie (constraint), 197 affordance, dangriumanalaiwiivais




IHI Improvement Guide (Change Concepts)

8. Error Proofing
AOSIUIUUABUTIUNTZUIUN,
Timaluladviiaad1asyus e LR d1maaanieine,
1838 N197in5lemEfRanaeazvinlafvineuennaiy

9. Focus on the Product or Service
nAe/A¥UFNI9aNAINNERINITARNE bEN1IUIN (Mass customization),
LEuaNandarinsausnislaglildanaauiindatian,

304 Wilugafidudaldenn (intangibles), 18lsgleniann fashion trends,
anaIRENALSENaU, AuNEieRiaunngaasailaymiludiauan,
Funuaasauritaeleisidnanin




Changing the Business System

How you develop distinguishing features and functionality

Products
(WHAT) Platforms: e.g.Dysney animated movies,
RED | 7 health teletext system

Networking: How you X( o e 7\

connect with others to Networking L
create value i
,'\ » w>’-

. Solutions: to solve end-to-end customer problems

|
How you deliver  'channels |f / erementa \Substantial | Radical| | Customers  Unmet customer needs
your offeringsto | (WHERE) | \ (WHO) Underserved customer segment
customers and users \\ o .
Logistics/ - :
Supply Chain a. | Customer Experience: all touch points &
< x// all moment of contact
Value Chain® — 1 —

Processes Revenue Model: how org. get paid, new revenue stream

Improve efficiency
& effectiveness

Source: Mohan Sawhney, ©2002




Appropriateness
Effectiveness
Efficiency, Saving
Safety

TCPi Change Package

TCPI AlMs/Goals

(1) Support more than 140,000
clinicians in their practice
transformation work.

(2) Build the evidence based on
practice transformation so that
effective solutions can be scaled.

(3) Improve health outcomes for
millions of Medicare, Medicaid and
CHIP beneficiaries and other
patients.

(4) Reduce unnecessary
hospitalizations for 5 million
patients.

(5) Sustain efficient care delivery by
reducing unnecessary testing and
procedures.

(6) Generate $1 to $4 billion in
savings to the federal government
and commercial payers.

(7) Transition 75% of practices
completing the program to
participate in Alternative Payment
Models

Primary Drivers

Patient and
Family-Centered
Care Design

Continuous,
Data-Driven
Quality
Improvement

Sustainable
Business
Operations

Secondary Drivers

1.1 Patient & family engagement <:
1.2 Team-based relationships

1.3 Population management

1.4 Practice as a community partner
1.5 Coordinated care delivery <j

1.6 Organized, evidence based care

1.7 Enhanced Access

2.1 Engaged and committed leadership

2.2 Quality improvement strategy supporting a
culture of quality and safety

2.3 Transparent measurement and monitoring

2.4 Optimal use of HIT

3.1 Strategic use of practice revenue
3.2 Staff vitality and joy in work
3.3 Capability to analyze and document value

3.4 Efficiency of operation

Transforming Clinical Practice Initiative, CMS (Centers for Medicare and Medicaid Services) Innovation Center




10 Healthcare Quality Improvement Trends

=

8.

9.

Augmented Reality training: nsflnausuildinatulafdnnarutanuanuiiduaziasanuiaianasy
Leverage data for healthcare: 12fisz1aianntayalunisIausn1sguaIn

. Patient-customer experience personallzatlon N’SWO]J’S”BI]JH'I’SNLQW'I‘”GYJN'IM’S‘]JN']J'JEI G]'JEIﬂ']’a"a"]J’a'LLE\]”

mauauay patient preference finnsdaansiitlanine
Using wearable devices in healthcare: 12f wearable device TunsiAuraya AaauWaAAITUFUAN

fodeyanafiau aaauannszaslna (remote tracking)

. Hospitals using smart technology: 12 connectivity & automation -> comfort, efficiency, safety
. Artificial Intelligence and Internet of Things: Trilleygnisedirguas IoT tRalvfiaugnsiasusiuen

AU aaAudaurasuivinsaiia antafanwais

. Big data and analytics transforming data into health outcome: 14 big data & analytics \Wail&eau

dayautidunadnsguain naransallagaauzisutivautfnAunadans ansunsndauntiullls
Interest in population health management: n1s3ansgun1niszanns Meseaulseannsnnlld ngu

)ihe 3a cohort of individuals
Technology will drive efficiency: Tatnatluladuiduindaulszs&naninaran1sissuuNYTUINITARAA

care continuum wag automation

10.Personalized medicine: uniqgue need, genetic makeup, lifestyle -> pharmacogenomics -> access?

https://www.prometheusresearch.com/10-healthcare-quality-improvement-trends/




Integrated Care : Intervention on All Levels

ulgung N15UTEEY N13AUAN NI5IRY NaIAY

5 %4 L4 ngQJ
nalninfiuguasiy NaENssad AYddn usegdla
4
Professionallintegration
2 1 I % 1
S 2\ | nM3auangelisessie

, ClinicallIntegratio v

=1 14
N138E13VaYA _ . S

Integration Normative 7 Ad8NALSIU
LAZEITEULNA
Population based care Person-focused care Population based care

@l NSLEASUNAY

Valentijn P et al (2015) Towards an international taxonomy of integrated primary care: a Delphi
@ A movement for change consensus approach. BMC Fam Pract, 16(1):64-015-0278-x




Simplicity



Change Concept : Simplicity (A27013811918))

Wag6Wn intermediate outcome ¥i5a precondition 9 vEI\‘]‘LI%%éj‘ﬂ'ﬂ‘u ultimate
outcome e IFBANSNDIIN

* dagldifldunauiaadign Asaanwiuasals

¢ dragldfalnivinléigndine msvihaeinals

* dmudiAeailgaunvi wnagvinasials

* ffnsnennswazinadanuain agvinaeals
 duansdlanciudilafistiulanaantil azmBasnasgrunsvianuagls




RANAIINLIBUGY (Simplicity)

Fnfudawindsiinse lu tdinvih lanso lu

=1 o LT = i = ﬂl B -] or & ﬁ a=d I
NUNIUIAG / 616 Ja6 ﬁﬂ‘g'l.l LR / /\]/Elﬁ\l'éﬂ'ﬂlﬁ@l‘“ﬂﬂfﬂﬂﬂﬂ’l ﬂﬂﬂﬂ-ﬂLﬂ1‘iWLﬂﬂNﬂHHH'§ﬂ1N

\( fAnmadandunio lu
Wari U6
Na35virnuvasaudifion
N9 » A4 .~ A . i
wmaiie Tdgnuvasaudu LU IMUNRUNIINLIYUIYNILEUD
. Fally ot 1t ar (Y 1
N R e ek 1 dauinfeenisozls
L 119U - ”6[, N b 2
| maazfiauunda #4968 -> LU LILLUIAANANYS
W al o w w2 v < v
manszauihudmpdotans lidan NINE mﬂfnmﬂu‘lﬂ‘lﬂauq
Faaaduilsr9nun
I5Tuiiula

228

3"d HA National Forum “Simplicity in a Complex System”



Designing for Simplicity

. Historical Review
vmewmsrarudluluedin fsren1saindn “@diddnluegrsely”
. Shedding, Trimming, Cutting, Slimming, etc.
YIavnanlianunsaesuiemudnluniseiiay ‘zero-base' approach
. Listening
Y] o = ; ¢ ] = 1o & ad v o
SUMIAUYINGIUT 'sharp end’ Meglsdnlunialudndu 9n1aaznuisdalunisvinau
. Combining
UuegRenAuil 1vinseuiy “Belutlaneilaunaesdi”
. Extracting Concepts
axnALuUIANNagUoanaIN1INTEVISoNTEUIUNITUNBEN WA ldlWIANTuMITaUNNIEN I
. Bulk and Exceptions
Qddl a 1 o (Y] (Y] (Y] 1 1 ' | . . o [ 1 . 1
nnsnRsugdmsuIan1snuudIulng (bulk' activity) LazoonkuUNIZEINTU 'exceptions

. Restructuring

UFutUagulaseasatuiugu 1 re-engineering

Edward de Bono




Designing for Simplicity

8. Start Afresh
SuAuenkuUIINAUSingyLtunue lifesfnddmilad
9. Modules and Smaller Units
wusan UM saiandaluniiggaelans LA llAasiulIgeenNLUUMEALLEY
10. Provocative Amputation
apsdnUNEINRBNUAInISTUVITTIUsalU v Ly
11. Wishful Thinking
9ONLLUU ideal 'simple’ process 31NANMNAAKNUUITITAUN
12. Shift Energies
di Y = Y | = U a1 = I Y =
RousUMsoNaIAnaunt B ndunilsvessyuy 1w Tdwalulad
13. The Ladder Approach
a 1 dl o Y a dg’l 5 1 Qdd' [} Y a 1 gj
finsanAuAmIzyinfstulutunsunaly wagisnasyilvingaeniu
14. The Flavour Approach
HIN T LA wazoenwuugUsssunlululalunisufus

Edward de Bono



YNl “i3au918” (Simplify) WA 12 “La197181271737” (Simplistic)

N luaassaudng o _ .t v
o819 15 RS audng
Simple is better W9
a o v Y a
N BUTDWNIN WIAURBIW AR N
YHADWNIN WIAUULN D AU s ndunIala?
v t=i ¥ q o 'V a g Q
HINEIVBININ ANUVBIAKD L GECGELLY LIAALDBINRI?
a A U1 'y Q' 5y , A
ﬂﬂwﬂwaﬂﬂ1ﬂﬂﬂﬂ UUUDLRWD LSS SUGBINLNTaZLT | AAAMURAIINRANY?
o - . a I
WANVBIAMNLILUINY INARALNBEN

W0 IMUNRUNIINESIUIIININEUD
W1 dataudndaenisazls

v v a dc< X
dade > W lauuIAANANDY
e manuduldlaaus

Bulk & exception #3375y uimnsUuswlng
Module & smaller units LUIFDIWNIDRLD WA e BE
Provocative amputation 884aaUEIUQIYIIKIaNnTe L
Ladder approach Wmﬁm']wmmﬂ%Lﬂ@ﬂmﬂﬂmum a b

Edward de Bono




Steve Jobs & Simplicity

Simplicity ¥ lzAanRIaAANa®
1 =] [V o v
umﬂ%m‘sqmanmﬂﬂ‘lumweﬁueﬁa%
U v
A9LD1 19 essence of product
=< V) 1 ~ 1 0 [~ U
J9zaNIInvInE NN L nTuwaanldla

That's been one of my mantras - focus
and simplicity. Simple can be harder
than complex: You have to work hard to
get your thinking clean to make it
simple. But it's worth it in the end

because once you get there, you can
move mountains.

— Steve Jobs —

AZ QUOTES

“Simplicity is the ultimate
sophistication. It takes a lot of hard
work to make something simple, to

truly understand the underlying
challenges and come up with elegant
solutions. [...] It’s not just minimalism
or the absence of clutter. It involves
digging through the depth of

complexity. To be truly simple, you
have to go really deep. [...] You have
to deeply understand the essence of a
product in order to be able to get rid

of the parts that are not essential.”




Human Factors Engineering



Change Concept: Human Factor Engineering

1 fansaundnaglédinan HFE wiadaelidnelunnsvindedigndavasingls

AL reminder LlBaANIFRNANN

A3l warning %38 alarm tiawBiauldEFugaa el

AL cognitive aids LABAANIFRNANUAS (12U NFINKWITBLUTLNTUAE
UFLNIANE)

ALY forcing function balanunsavinlugailaidaanistdinle

mslei constraint vinldennlunsvihagsiilaisiaenisldiin vlavinudaddiniied
N9Le redundancies AeINNS¥1 cognitive double check

nslei habits & patterns @agIN1SALSINAANTINUNaLNaLSNFUET A2
fidargacihalgsan

nsaanwuUnaduidielun1sdindayafidfiu windradagulaluwdafu

i

NN53 decision support system

WHO & IHI Open School



W1IAA Human Factors Engineering nuadadaannavaseilae

.

WANLALINITNIAINDN

¢ izuuﬁtyty'lmﬁa%, l,uJiJ‘V\la{a\l, decision support system, checklist, automate
DANLUUNISUINNITNIN

o IxnanaauTyLe, N3 1IFUATNOURNILIW, NI LAINRE, barcode
 iliiduanasgrmdaanudmsuaawnisataining leadanadendudmsuaaunisalians
® Task analysis & workflow, 1%ﬂsxfﬂ%ﬁ%ﬂp habit & pattern

ﬁﬂiﬁéﬂﬂsl%ﬂﬂiﬁﬂadﬁgﬂ g nlwn T FsNAn

* NSADIVBAMNIRWTDUNDW, NTINNA 1TW FAIRALAY, N5 1B DADIANE, software

® Double check (cognitive review) PARTOGRAPH

Visual management

Date of admission Time of admission Ruptured membranes Hours

* NUAAINATBAR, N13FBANT, cognitive aids > . i
NTRNBUIN/NITTYR]

¢ Simulation, non-technical skill, effective team function T L 1]

fime

R L e
® eye-lhand coordination Gl (o i H i Ejiiw "‘i’?ii;i -
HanLays fatigue, distraction, stress g%:; ‘ } 2 ": = : ;_‘}:'
Physical layout L s5HRE i , - I




RANLALINITNIAIININ (Avoid Reliance on Memory)

Venous

Team Leader

Respiratory Airwa1)_'EDEoctor/
Role

+ ECPR Inclusion/Exclusion (back of card)
+ Setup Room
+ Allocate roles (with ECPR team/P1)

Pre-ECPR Phase

1. Standard ACLS

2. Apply LUCAS (no ventilator)

3. Expose groin, stop LUCAS (max 1 min)
during needle for femoral A/V access

4. Contact Cardiology/CT Surgery (if ECPR pt)

P2 P1

ECPR Phase Arterlal

1. “Cannulation phase, NO more defibrillation”

2. NO CXR or additional procedures

3. Guidewire insertion & confirmation

4. Stop resuscitation if NOT on ECMO with
adequate flow by 60 minutes after initial
arrest.

ECMO Code/Team

Leader

Code/ECMO
Cart

Circuit
Perfusion

% Penn Medicine

Resuscitation Card

ECPR Inclusion criteria:

* Age<75

* Witnessed arrest or CPR within 5 minutes
« High quality ACLS for 20 minutes

« ETCO2 >10mmHg

ECPR Relative exclusion:
Active malignancy with estimated survival <1 yr
Severe peripheral vascular disease
Chronic respiratory failure (COPD on home 02)

* Advanced chronic liver disease

* Acute aortic dissection

« Severe aortic valve regurgitation

» Current intracranial hemorrhage

+ Witnessed CPR > 60 min (in the absence of ROSC)

E-CPR cards
. Team Leader
. Code Leader
. Cannulator 1 — Arterial cannulation, venous assist
. Cannulator 2 — Venous cannulation, arterial assist
. Sonographer - prepare U/S machine,
confirm guidewire position
6. Perfusion - prepare ECMO circuit
7. Resus RN/Meds

ACLS cards

. Team/Code Leader
. Airway doctor

. Respiratory

CPR 1

CPR 2

. Resus RN/Meds

. P1 (arterial access)
. P2 (venous access)

9. Sonographer
10. Scribe
11. Pharmacy

DN D WN

& Penn Medicine

P2

Venous

Airway / TEE

Respiratory
Role

* Confirm airway if already in place with VL

If no airway, set up airway box, suction, BVM
« Intubate patient if no ROSC after 10-15 min
+ Manage TEE with Team Leader if able

Clinical
Confirm airway with EtCO,
. RR < 12 breaths/min
. Insert TEE probe once airway protected
Obtain mid-esophageal 4-chamber view
. Confirm CPR adequacy

Code/Team

Code Cart Yader




ﬂ’ﬁaammuamﬂLtazusiqﬁmﬁ (Design of Labels & Packaging)

=

Ixanusar Inammzlndmndanauana

1N 29 NHNITIAYINA

\

Sample Tall Man Lettering of Look-Alike Drugs

Uppercase

MEDROXYPROGESTERONE
METHYLPREDNISOLONE

Lowercase

medroxyprogesterone
methylprednisolone

METHYLTESTOSTERONE methyltestosterone
VINBLASTINE vinblastine
VINCRISTINE vincristine
HYDROXYZINE hydroxyzine
HYDRALAZINE hydralazine

Tall Man

medroxyPROGESTERone

methylPREDNISolone
methylTESTOSTERone

vinBLAStine
vinCRIStine

hydrOXYzine
hydrALAzine

Avoidable confusion is everywhere...

Tropicamide Cyclopentolate
Ophthalmic H())dm'mlmylo
3 ) phthalmic
Solution USP Dpothatinks o

uﬁgﬁ’meﬁﬁa%amwﬁua% |




1731811339881 (Checklists)

4 fsmawaawwﬁmmsmmﬁwﬁayavloﬁ’ﬂ%’aaz 5-7 L309LYINTh%4
d fadasihnununszuismIngugen nmsuydinemsazdaele
J 79l checklists ﬁﬂs:Tﬂf’}jﬁﬁﬁ]zﬁﬂﬁﬁulﬁrjﬂﬁﬁmﬂm”umauﬁf{i’] 1

a6 1 (~1 I [~ o
" phusnedlenisiEalnasunin wa 15w guide Tvn157i9wlnAsUAIW

o Y A @ . [~ v . I
nnnil reminder uaziilwlan 11w appreciate ANE1AIVDI91%

D A2ag19checklists in health care:

mytyzaanadssveadinie

A3bEaNY central line
nydszidinuasdasnunIantaes
miu,aﬂLﬂﬁwﬂ’agaﬁ%’ﬁmﬂumomsmL'n
MIAAANUAANAALUNNTHNAA
ﬂ'mﬁ@m@;mmk}ﬂLauf‘mqaluﬁaamm”@ (OR Crisis)




173189N130137988 Y (Checklists)

RESPIRATORY DISTRESS OR DROP IN SATURATIONS

Sp02 < 91% | OR respiratory rate < 8 or = 25 | OR increasing O2 requirements for SpO2 = 91%

) Check if patient is alert and if airway is
patent
» If not, fast bleep anasthetists on call or
activate Cardiac Arrest Team

© Situpright, apply O2 to target Sp02 291%
° & check breathing pattern

» Do both sides of chest move?

» Are thare added sounds?

» Is trachea in midline?

€) Check pulse/BP and ensure adequate IV
access

) Call for help using ISBAR

STOP & THINK

Ask: “Who will be the crigis coordinator?”

 » Review records
» Hx of asthma OR COPD OR pulmonary
fibrosis (see special patient populations)
» Check recent DXs: sedation OR opiates
» Bedbound: thrombosis prophylaxis?

() Consider most likely diagnosis, risk score
[A) and treat accordingly

CHECK-0UT

) Consider investigations:
» Full blood count, troponin, bone profile,
liver function tests, blood cultures

> Arterial Blood Gas with lactate for
metabolic acidesis

* Chest X-Ray: pnoumonia OR pulmonary
odema OR ARDS OR pneumothorax

* ECG: Is this myocardial ischemia

* Computer Tomography Pulmonary
Angiogram: Pulmonary embolus

() Stand down once specialist reviewed and/or
vital signs improved for 4 hours

g

Oxygen:

Maintain SpO2 at 94-98%
COPD:

Maintain SpO2 at 88-92%

SPECIAL PATIENT POPULATIONS A

COPD: aim for Saturations 88-92% and treat
respiratory acidosis with Non-Invasive Ventilation
Asthma: be aware normal pCO2 in pationt with
respiratory distress indicates e threatening
asthma

BTS Emergency Oxygen Guideine Group, 2008

Guideling 1or emengoncy oxygen use in adult patients:
NS/ www, Drl-OracaC. ong. Ul documant-libeany/clinicat-in-
formation/axygen/emergency-oxypen-use-n-adalt -patients-gu
1N UMErpanCy -Ox YN Use-nN - B - DASONLS -G N/

OR Crisis Checklists




173189N130137988 Y (Checklists)

Surgical Safety Checklists

Before induction of anaesthesia

Before skin incision

(7 World Health | Patient Safety

M‘ ngﬂl'li!ﬂtiﬂl'l A Werkd Alarcs for Saler Haakh Gaee

Before patient leaves operating room

{with at least nurse and anaesthetist)

{with nurse, anaesthetist and surgeon)

[ Confirm all team members have
introduced themselves by name and role.

] Confirm the patient’s name, procedure,
and where incision will be made.

Has antibiotic prophylaxis been given within
the last 60 minutes?

O Yes
[J Mot applicable

{with nurse, anaesthetist and surgeon)

Murse Verbally Confirms:
The name of the procedure
Completion of instrument, sponge and needle
counts

imen labelling (read specimen labels aloud,
;;Iﬁliﬂillg patlen?gnum} e

Whether there i to be
Wh are any equipment problems

O O oo

Anticipated Critical Events

To Surgeon:

[ What are the critical or non-routine staps?
[ How long will the case take?

[ What is the antidpated blood loss?

To Anaesthetist:
] Are there any patient-spedfic concems?
To Mursing Team:

[} Has sterility (induding indicator results)
been confirmed?

[l Are there equipment issues or any concems?

Is essential imaging displayed?
] Yes
[J Mot applicable

This checklist is not intended to be comprehensive. Additions and modifications to fit local practice are encouraged.

To Surgeon, Anaesthatist and Nurse:

[ What are the key concerns for recovery and
management of this patient?

Revised 1/ 2009 © WHO, 2009




ABILAA/UTENIAHNR/AAFW L (Cognitive Aids)

Name Gravida Para Hospital no.
Date of admission Time of admission Ruptured membranes Hours
180
‘:8 PGS TS T GV S S S T S S ST SIS TS T S S S S S S T S T S W S S T W D SIS T S S T S S S G G -
1 - - g SIS IS IS I I -
fetal 180 | - - - - .- + ) .
mn ‘.o r:‘&.do.‘ooo'ﬂaa‘—&-c 0-----¢s-0.:0---- ~: - &~ - . -
rate 130 ,
120 [ = - - -
110 -
100
Ueuor T I T T T I I L R T Tl ]
Moulding | ]
—_ 10
o Active Phase
| 7>
. ~ g
Cervix (em) 7
[Aot X] 3
5
4
Descent 3
of head
[MotO] 2
1
o rs ol 2] 2] 3141516) 7 9] 10] 1112113 151161171 18] 19120)21§22]23124
fime

Friedman's partogram - 1954
2 phases of labour (base on dilatation
of the cervix@ )

¥ Latent phase (dilatation < 3 cm-
E Active phase (>3 cm dilated)

Philpott and Castle - 1972

Introduced the concept of “ALERT"
and “ACTION" lines.

ALERT LINE - represent the mean rate
of slowest progress of labour

ACTION LINE - appropriate action should
be taken.

Normal labour is plotted to the left alert line




A8 I8AA/UTENIANR/AAFW LD (Cognitive Aids)

Patient Condition

Owar Ormwar

NSW Health SVENAVE

STANDARD ADULT
GENERAL OBSERVATION CHART

[]Attered Calling Criteria
RS WULY EEGRASTE

Dwe | Date
Tume Tune

Outcomes REE T o S

Prevention

Plan

Clinical = EE = =
i itk !
Review Continued ; 0] - |
¢ Treatment 3 I 1 ] o o ] ==
GsssmssEssREEERERREEES R Ll L LA ..--)’ b 30+ !
v'.. < »: !
L

---illr-llRIlalpid
Response

_ Revised L
Treatment T
] Plan C

TTT

Referral

TTrIrrr

ImnHg) SBP % tagoer >

Clinical 73 - I S S

Advance Pathway R e e - i s e o o e
Life Support ®
P4

High care unit

/ facility c°F =
:. \. |Reymen] | > s ] (| ) | [ 11 JESF Sy
_; End of Life B i

care

Blood Pressu
S

The Slippery Slope

RCULATION

SEESSSSsE | Observation Chart

Time Death
55,}* ====== ' % (Record of Vital Signs)
[ 0 [ T 1 P ] £ 7 [ = ) =
; c C 1 T = + 4 + i : I 3 3
e e e e s S s = e
:‘,‘;f ~l:‘{zily~n\eh l-“J:l--F.»Jiiv!.l-thr-.<,ll 4.[; F_i.,.Ib.l!If’]:yl ) ‘tv.l.f ((‘. I—*ﬂo'i:rm

Page 2cf4

NSW Clinical Excellence Commission




ABI8AA/ASTNIANA/AARW L (Cognitive Aids)

Guidelines for phototherapy in hospitalized infants of 35 or more weeks gestation

25 428
5 342
T
o
E
P
c
= 257
g =
= o
3 ;
E 171
™
7]
W
2 85
b= = [nfants at lower risk (238 wk and well)

=== [nfants at medium risk (=38 wk + risk factors or 35-37 6/7 wk and well)
o Infants at higher risk {35-37 &/7 wk + risk factors) o
Birth 24 h 48 h 72 h 96 h 5 days 6 days 7 days

Age

Subcommittee on Hyperbilirubinemia. The American Academy of Pediatrics.




ﬂ']‘sﬁam‘sﬁuﬁﬂ'm (Communication with Patients)

QO y%“) — e \‘“ p q
. \ " A ‘ ,

71N «
TROUBLE ) i CHANGE
FMINPAIN | OXYGEN BREATHING | 'M COLD | I'MHOT DIAPER
oy | By | 9 | o | 0@ @

ADJUST ADJUST BED ;

i st SITDOWN | LEDOWN | M HUNGRY | 'M THIRSTY
.\ ~ P > H n .
Var | ' | R |2 o | Uik
TURNON | TURN OFF AoUST | oraLcare | cAwThe | CALLMY

LIGHTS LIGHTS POSITION DOCTOR FAMILY

160 1 =
D | K | | e
. g WHAT DAY/
edais rmscarep | PLASEPONT | e s> | PEN & PAPER | THANK YOU

nsRessnudibhailadsinisanala wu ileldanadlenale

the Philippine Association of Speech Pathologists




n1sdaa1sNuag (Co

mmunication with Patients)

REGIONAL COMMUNITY HOSPITAL

OOM # 100 PHONE # (555) 555-0100

Ve

Patient Communication Board

o /O/C}//5 SUN MON TUE WED THU @ SAT
7

Date:

/ .
) v Headt CSAPETY ARE
U Tech /_\N\ ’

IMPORTANT
TO US.

ALL VISITORS
PLEASE WASH
HANDS.

Pain Scale t"gnﬂ;‘fp‘m.sggggge i:'LeLty Alepts’
12 o | Rskllow / assist
L R So1_J
10, 2| ]
u - -»- LM l.‘,“ g -
¥ <[]
B B
e '°°Tﬂ ?“'::‘? Pain Goal . Precautions:
| 8 4 F Aspiration
Dlp | _f) Oaa 58] B a"“‘" ?(
= 6 |
N

Goal for the day:

WalK

Activity:

L\ (\h +

Dmélcmd
Procedures: X’ PA»}

Anticipated Discharge Date: Io//,

Flmily Con(acts

wife Chnery |
q‘j {-?{) LfOJO

Patient / Family
Concerns or Questions:

Blood Fessui:

Notes:

Call nurse to get out of bed. Dial "0" for safety concerns

o




a3 19uazlJUaaIuN1013314N1311191% (Standardize the Processes)

Coronavirus Disease 2019

WHAT PPE ITEM TO USE IN WHAT SITUATIONS

Goggle
Hand Surgical Respirator (eye protection)

Level of care . Gown ) _ . Gloves
hygiene mask (95 or similar) OR face shield

(facial protection)

Triage

SIEX

Collection of specimens for ['-rrrt.-ln]'m']

laboratory diagnosis L/ ;':
e | 2=

Suspected or confirmed case of

COVID-19 requiring healthcare 00 1My

facility admission and NO WAV
&f L2

aerosol-generating procedure

Suspected or confirmed case of
COVID-19 requiring healthcare
facility admission and WITH
aerosol-generating proceduret

i : : @ '.,'[ ,nﬂ
é‘qﬁ} 9 Y

"-‘-.J'Ir b

=

$AGPs include positive pressure ventilation (BiPAP and CPAP), endotracheal intubation, airway suction, high frequency oscillatory ventilation,
tracheostomy, chest physiotherapy, nebulizer treatment, sputum induction, and bronchoscopy.




a%’wuazﬂﬁu m’ladaJ’miﬁ’mﬂ’ﬁ‘n’]mu (Standardize the Processes)

* ANANINRAINKRAIYUALAMNEUE

o () U U
* 1 lAAILERAIIILAZAIANITOLLE
* AANTITNINIAIND

AR MRBARKINIINITUHUA W .
—p ® IZRYALIAN

. q 1 Gl "V~
Best Practices A1 ) mﬂ%a\l'm‘sg’m . o ~ A A
¢ ‘ﬁ’)iﬂ‘lﬁd’l%&lﬂizaﬂﬁﬂ’l‘w

. é’tﬁm%’aa%%’uf&zi'la"z?'mﬁlwi'muﬁﬂ
2z 152w 1o ls Nlnw og9ls laalas

A 1 d‘y 7N Aa A o o Y = ey A 1 =
tanabih ElhEW]NV\&Q@LﬂQ@%'ﬂl"ﬂaq(ﬂ@]%@]aﬂlﬂjnﬂqﬂﬂﬁaﬁﬂjjiwﬁﬂiﬂz clear RAUN

qm"’mmﬂﬁ stent @IHANUTINNDVDINAY 9 HNBNIZAWRAT best practices Laz e

Q-L o o Y Ot téj [ v/ v
Na"lﬂm 833 ﬂ’ﬁ'ﬂ’]l'ﬁ NTLUABMIINISTUU LA LT %NW@]?E’]%L&U’Jﬂ%ﬂ?Zﬂ BUMIL:

= 1 paramedics Y11 EKG sewinaidunienn sw. las laidasnnsayind ER

LESUNRIALNNE YT ER USnm1 interventional cardiologists bé la a3

4391A medical team NIAxuNN W lasld single call

IHI Open School




LYY o o A 19 ¥ -~ . . .
Tx2a31nansan1slalin19taan (Constraints & Forcing Function)

Constraints Potassium Chloride

for Injection Concentrate, USP

{ o (= a < 1 o o
21NNALYIN IALESIA L ID I LB ABIRNATIVFBY ANINA AN f0mEg.aomtl g o)

CONCENTRATE

MUST BE DILUTED BEFORE USE.

v @ v ai = | ¥ o 1
mﬂu‘l‘nwama SINIBAINIUNI A

= 321% concentrated electrolytes ﬁadlﬂtaﬁaﬂﬂaﬂﬁwﬁa%ﬁﬁmﬁ
n3¥UIWNNINTI9EaL uaranlananaslnlaslaidaas | .
. azéfom«?ﬁmqa%wmaﬁ‘aﬁaaﬂ?nm ID Naw dmﬁazﬁﬂuaaﬁgnﬁaa
gnfiosrinluwasning
A forcing function

" N9 redesign enteral tubing nlaanisn

@any IV tubing la Wailasnwn1s bAans

~ -y Y A
a'm'\sﬂazsl‘nwmﬂ'm LAINNNdiaamnlaam

IHI Open School




% & . Ao @
1#n15m3579dau% (Use Redundancies) lwnsminanilu

Double check N13613173 Bfa‘.IJI@] Uqﬂﬂag%

v

aaizi’adwﬁiamaﬁqﬂﬂaaaaﬂum%z

o

mﬁ@mﬁauﬂ”mﬁ’aznmqwmia"tﬂff

= qﬂﬂaﬁaaommzvlﬂﬁlﬁﬂuﬂﬁ
ATIIFALLYNTAT

- qﬂﬂa‘ﬁ'aaomwzgﬂ influence A8
qﬂﬂaLLiﬂlﬁ’Lﬁuiu?aﬁgﬂﬂ']@%a”a

" g99zdinslaunnuinly w;ﬁlﬁlmﬁaa

laivinaen923999 IHI Open School

Independent double check (t8anldiawizasaiiniiu)
Lﬂunsvmumsmw”‘luusmsaiamumuaaanaaﬂﬂsvnawaamsao
1 nsdpdne wagnisuimsen Teendludaszaindu dsenavee:
nstl3aniauduaidoladan:

Hueniunngdonsa’la? | |
duzuie anududy wazdasnunnddonialy
LﬂuﬂaamausmsmﬁLtwmi“é’fw‘%a“l,u'
Lﬂuwﬂmmanmaamalu
LﬂummamLwa;laa/nmmavIu e a 'l

Cognitive check tWutGu:

°1|am?j‘lum'ﬂ?jmaamﬂaaanfun'rsauaaﬂ'isﬂ/aﬂ'nmaawﬂm
waa'lu |

lflu formulation Mignsiagnia’lyl
nuaenidnallagasdasniala

1n1514 dosing formula (mg/kg) iwWasuiaauIaagneiag
waa'li )

1N AR WiRhamunzaudusihasaiivia’la
tavnvnisliendaassauasivuisaudusihaiivia’ly
1n1309AILATAY pump gneadnaa i

Infusion line siagn port waa'ly )

WA lab AihuTldlunsdrwraaunaentiduuasiiasafiviala




TaUselanitaInhau WAz L ULHY (Take Advantage of Habits and Patterns)

L ananang
" Habits (NIOI/U&E) ?aﬁmﬁ’mzhamj’]Lawal,ﬁam%muﬂ”uma?a
B pattern (WULLKY) L%@;ﬂ’ﬁﬂiﬁLﬁ@fuammﬁ%awa
L naaasnuaaas
B N9130W) habits & pattern U9L37L84 LW NIIAINAUAONINNUI
" fdasRuwentiedn T saaitenlasmIAwennuAIIaT LT Hwen
paaanulasns vlvaulainasinenlasliane

~ UIN1IFUNIN
" panLUUNTELIRNNTAREAAREINL habits & patterns YRR HIGE
yaans 1w vnlddasdsziddszmould latasdssidauasiays
nomisnvasthsidets Weldiulaidihewsihfdadmumness

IHI Open School




CONTINUOUS
IMPROVEMENT




	Slide 1
	Slide 2
	Slide 3
	Slide 4
	Slide 5
	Slide 6
	Slide 7
	Slide 8
	Slide 9
	Slide 10
	Slide 11
	Slide 12
	Slide 13
	Slide 14
	Slide 15
	Slide 16
	Slide 17
	Slide 18
	Slide 19
	Slide 20
	Slide 21
	Slide 22
	Slide 23
	Slide 24
	Slide 25
	Slide 26
	Slide 27
	Slide 28
	Slide 29
	Slide 30
	Slide 31
	Slide 32
	Slide 33
	Slide 34
	Slide 35
	Slide 36
	Slide 37
	Slide 38
	Slide 39
	Slide 40
	Slide 41
	Slide 42
	Slide 43
	Slide 44
	Slide 45
	Slide 46
	Slide 47
	Slide 48
	Slide 49
	Slide 50
	Slide 51
	Slide 52
	Slide 53
	Slide 54
	Slide 55
	Slide 56
	Slide 57
	Slide 58
	Slide 59
	Slide 60
	Slide 61
	Slide 62
	Slide 63
	Slide 64
	Slide 65
	Slide 66
	Slide 67
	Slide 68
	Slide 69
	Slide 70
	Slide 71
	Slide 72
	Slide 73
	Slide 74
	Slide 75
	Slide 76
	Slide 77
	Slide 78
	Slide 79
	Slide 80
	Slide 81
	Slide 82
	Slide 83
	Slide 84
	Slide 85
	Slide 86
	Slide 87
	Slide 88
	Slide 89
	Slide 90
	Slide 91
	Slide 92
	Slide 93
	Slide 94
	Slide 95
	Slide 96
	Slide 97
	Slide 98
	Slide 99
	Slide 100
	Slide 101
	Slide 102
	Slide 103
	Slide 104
	Slide 105
	Slide 106
	Slide 107
	Slide 108
	Slide 109
	Slide 110
	Slide 111
	Slide 112
	Slide 113
	Slide 114
	Slide 115
	Slide 116
	Slide 117
	Slide 118
	Slide 119
	Slide 120
	Slide 121
	Slide 122
	Slide 123
	Slide 124
	Slide 125
	Slide 126
	Slide 127
	Slide 128
	Slide 129
	Slide 130
	Slide 131
	Slide 132
	Slide 133
	Slide 134
	Slide 135
	Slide 136
	Slide 137
	Slide 138
	Slide 139
	Slide 140
	Slide 141
	Slide 142
	Slide 143
	Slide 144
	Slide 145
	Slide 146
	Slide 147
	Slide 148
	Slide 149
	Slide 150
	Slide 151
	Slide 152
	Slide 153
	Slide 154
	Slide 155
	Slide 156
	Slide 157
	Slide 158
	Slide 159
	Slide 160
	Slide 161
	Slide 162
	Slide 163
	Slide 164
	Slide 165
	Slide 166
	Slide 167
	Slide 168
	Slide 169
	Slide 170
	Slide 171
	Slide 172
	Slide 173
	Slide 174
	Slide 175
	Slide 176
	Slide 177
	Slide 178
	Slide 179
	Slide 180
	Slide 181
	Slide 182
	Slide 183
	Slide 184
	Slide 185
	Slide 186
	Slide 187
	Slide 188
	Slide 189
	Slide 190
	Slide 191
	Slide 192
	Slide 193
	Slide 194
	Slide 195
	Slide 196
	Slide 197
	Slide 198
	Slide 199
	Slide 200
	Slide 201
	Slide 202
	Slide 203
	Slide 204
	Slide 205
	Slide 206
	Slide 207
	Slide 208
	Slide 209
	Slide 210
	Slide 211
	Slide 212
	Slide 213
	Slide 214
	Slide 215
	Slide 216
	Slide 217
	Slide 218
	Slide 219
	Slide 220
	Slide 221
	Slide 222
	Slide 223
	Slide 224
	Slide 225
	Slide 226
	Slide 227
	Slide 228
	Slide 229
	Slide 230
	Slide 231
	Slide 232
	Slide 233
	Slide 234
	Slide 235
	Slide 236
	Slide 237
	Slide 238
	Slide 239
	Slide 240
	Slide 241
	Slide 242
	Slide 243
	Slide 244
	Slide 245
	Slide 246
	Slide 247
	Slide 248
	Slide 249
	Slide 250
	Slide 251

