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Force Field Analysis

Forces FOR change Forces AGAINST change

Simple & eas
P y = «— Workload

Joyful — . 2.
«— Complicate, difficult

Visible benefits —»
«—— Overwhelm with changes

Recognition —
«—— Professional autonomy

Social demand —»
<«— Never heard before

Professional responsibility —

People-Centred Healthcare

Reputation —
@

The Bi-Regional Forum of Medical Training Institutions on People-Centered Health Care, Philippines, 1 July 2008
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Early Phase of QI & HA Program

Under Health Systems Research Institute

Standard Implementation

HA Project (R&D) > & Compliance Assessment

Review Concept & Requirement
Standard (US, Canada, Australia, UK)
Seek Opinion from Stakeholders (Delphi)

Hosp. Assess
(SSO)

TQM/C QI> Improvement Tools
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e Serious risks

e PSG & other
risks

e Review &
learning

e People & place
e 5S

e Suggestion &
Huddle
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Deliver Value

e Standard
review &
improve

e Strengthen

quality culture

e New
challenges &
stretch the
goals
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1.1 Serious Risks

Identify Serious Risks

Death
Anaphylaxis
Infection
Bleeding
Etc.

Prevention

Prompt Recognition
& Response

\J
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=] C 5]
Step 10

Distribute your reportin a non-

Press the Generate Report button oditabie format

at the top of the page

when you're ready to generate your final Such:as priniad paper, or POF:

-|deli le
deliverable report hitp/iwww systems2win. comvc/porta¥pdf. htm

Additional clarification

“J|Use the Add Image button
« |to add pictures

When you use the Add Image button
your picture is automatically sized to fit
perfectly

which mlgm come from your camera,
or froma computer screen shot
hitp./www systel

! B9 ¥
i - ntScreen

To resize an image
just drag the lower right corner

The row height will automatically resize
when you click the Renumber Steps

Sten 13
PRI L 7 T T R TR

a
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Prompt Recognition

& Response

READ OUT LOUD:
Has somebody called for
help?

Who is going to be the
team leader?

the material liscwith the 1eader

Air Embolism

Anaphylaxis

Bradycardia - Unstable
Cardiac Arrest - Asystole/PEA
Cardiac Arrest - VFIVT

Failed Airway

Fire

Hemorrhage
Hypotension

Hypoxia
Malignant Hyperthermia

Tachycardia - Unstable

ublication. The respoensibility

ANTUUITUTD IAMATHANTUNETUIA
(2aAM K TU)

Operating Room
Crisis Checklists

BRIGHAM AND
WOMEN"S HOSFITAL

ARIADNELABS |  mm yARVARD

SCHOOL OF PUBLIC HEALTH

A JOINT CENTER FOR HEALTH SYSTEMS INNOVATION

>> Do not remove book from this room <<

Fievised Juty 2013 [072413.1)

Ea5e0 0N e OR CMISE GEckIEs & Wi DrOfSCicnac oo

Al Fsraie precautions e been taken 1o verfy the Infamation contaned I this publication.
The resporshilty for the Interpretation and Uss of the matersis 25 with tha reader.

© 2013 vtaxing Lais: A doint Ganfir ko Hosith Sysioms hnovation
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1 Air Embolism - Venous

Decreased end-tidal CO., decreased oxygen safurafion, hypotension

ion GhaNGES

if PEA develops, go o [ CHELST 4

o Call for help and a code cart
k- Ask: "Who will be the crisis manager?”

© Tum FiO, to 100%

Turn off nitrous oxide

Prompt Recognition

e Stop source of air entry

B Fill wound with imigation & Res ponse

# Lower surgical site below level of heart, if possible

b Search for entry point (including open venous lines)

© consider..
- Positioning patient with left side down
» [ontinue appropriate monitoring while repositioning
» Placing bone wax or cement on bone edges
» Transesophageal echocardiography (TEE) if diagnosis unclear

# Using ETCO, to monitor progression and resclution of embolus or for
assessment of adequate cardiac output

a
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1.2 Patient Safety Goals: SIMPLE

S

| Infection Free

M Medication Safety

P Process Safety

L

E Emergency Response

Start with evidence -> Gap -> Design -> Trace - Monitor
-

27/
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o+ (29ANTTHHI TU)
1.3 Review & Learn

HINDSIGHT BIAS

3. Listen to Voice of staff -
(@

2. Potential Change

1. Story & Timeline

Before the After the
Accident >I Acciden

5. Creative solution

oy R How to prevent it?

aith g = U |- How to make it better?

B ] How to detect it earlier?

How to do it earlier?

oersss How to do it more appropriate?

~———
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Human
Factor
Engineering

Centered

Creativity/

User Centered
Design

Innovation

a
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Assessment Planning Implementation Evaluation Discharge

ASNUNINAILALS N1INUNINDH 9)
Care & Risk nﬁwumuﬁﬁ’a\u"’s’ﬂuwaasjﬂw
Communication mimumumqﬂﬁcﬁﬁﬂﬁm (\Ha¥in Azunsndon)
Continuity & D/C plan o B
Toam work NSARKIAIINLH S
HRD AISNUNIUANSAIN (N15F9610 N1TMATIVIN)
Environment & Equipment  aqsaaizalulsewaiuia
Holistic N5 lden
Empowerment A1S Ll INSNEINS
Lifestyle or o
Brevention s lddaya3gins
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Bedﬁde'
Kustomer'
Refer

Less experience
IRisk

IHAI

Adverse Event

Medical Record

Evidence'

Unit

AR B

we o oas
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Patient System Organization
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2 (29AN1THHI TU)
Adverse Event & Error

a 3 1 v o Y] 1 [~ a o s U
Error (A7MNHANAY) HILUUNNISUIUNTT windndudentdasnule

Adverse Event (vain1saifilaifeuszaon) sjoiiunisszysunsie
ﬁtﬁmﬁuﬁug&:’ﬂw L?Juﬂﬂsag:atﬁ’uﬁnaé'ws‘

AE 39939311

Taanaaen Error

Adverse
Event

18919 error ITWIVNIN
Tsltha AE

NMWHATUNULANIZLTAIVDINTTIVLIIWLYINTh
laiaa33in Il Ta Bunaa N URUNWEIZRING error NU AE ()

5 = - 367
uw.a‘lgl,’mﬁ gm"lg(ﬂqa “The Foundation for Excellence” 7 uqmﬂu 2559



ANUNIUSIAMATHARTUNYIUIA

&2 (2aAMIHKITY)
Adverse Event & Error

Adverse A
Event ladan13Teen

oy 6
E]‘l‘or el EIG'W%@]’LI@]ﬂ'ﬁm

-y 1 < ~ 1 ~
N17aii1 AE INaﬂﬁ)WGﬂ’l‘ﬁ’lﬂ\‘i’l%m HNRHERN e
g -9 o 6 | (-9 1
ﬂ’lW‘fba’lﬁ)LLﬁﬂdﬂ’)’lﬁJﬁ&JW%ﬁiz‘W}’h‘i AE nU error 5’33\]&’39

()

3 NSS4
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A1SNUNIWLITILTgulae ld Trigger

ANUNIUSIAMATHARTUNYIUIA
(2a9ANIIHRITY)

. Wua Trigger 31N AE NLA8INL
. 1 Trigger \RaNLITILLDIUIINLNI

Anes complication
Blood

Critical Care

Drug (ADE)

ER revisit
Grievant/complaint
Infection (NI & ?NI)
Lab

Med Rec

(death, readmit,
complication)

* NUNIWLITILT Y
* AaFwINN AE B3ald lagNanson I wnszuawnng
FITUTAVILIARTD L4l

Nurse supervision
Obstetrics

Report (incident)
Surgical care
Transfer
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CapB) ANUUIUTDIAMATHANTUNEIUIA
- (29ANTTHRITU)

. c
Trigger Tool d1lszlanih
FINAITHINLEINAD
113 B aN LD ETERINTFILIT/TEHINI I
[~ o 1 @ q 'Y
NN WAIHIF U WIULND NIINUNINNN
= | d' o 1 U1
WIaLla e

(Concurrent Review)
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e Serious risks

e PSG & other
risks

e Review &
learning

e People & place
e 5S

e Suggestion &
Huddle

ANURIUSIIAMATHANTUNEIUIA
(2aAM K TU)

Deliver Value

e Standard
review &
improve

e Strengthen

quality culture

e New
challenges &
stretch the
goals
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ANUNIUSIAMATHARTUNYIUIA
(2a9ANIIHRITY)

1.5 People & Place

People

o ATNLNYINIVBITTUIULIIRUAN LULLA AZHIN

e ANANZANNANIsaNezsUfuRwinAlasuNaurNIY wazdairue
LAYINUIBITN

R.
R.

Qs £

e NUMIUTBAINUALUNYHINE TaUIAUALAgITaINUBIAITAATUNYaS
AATUNYIUA

e §1529Fa UNLNERLaNTANELR
o 2N9LLEIY

e ATLUUNITNAIUN
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e Standard
review &
improve

e Strengthen

e Serious risks a
e PSG & other @)
risks od
e Review & <
learning @]
e People & place

quality culture

e New
challenges &
stretch the
goals

Risk & Input

Deliver Value

e Suggestion &
Huddle
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&-aon v’z asrounasg? 4 ‘ a
Neatness | |Stondard|zahon
mnma UMD :;22';23 nuomo - o &AW
dalRidu SNENMO:

/ - e &:QoN
N ﬁfsi“;ﬁ?l]w sigou VUS| Fdgeo3a. e aona
( | Pl &:000 ‘*'f’)) asoudy o)
| a:ano 1 Clegn|ng_ Training & DlSClpllne
‘ JUS' In Tme - | “ 1Jwnune ;;.;i A 4 IhALNE -
Wi | gsovaeuy SN
aanon. | B AP HeR
acuila | 1en donluoalu W iuonmo IUOMO
. ©ONVINS:UU mAMUaoa Ufugienu
WU donolu iOuUso10: nINCU¥
ICIEOILID doinaiiu ouidutae
AWUWaUNG wolrinounasung

(D

43
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e Standard
review &
improve

e Strengthen

e Serious risks

e PSG & other
risks

e Review &
learning

e People & place
e 5S

quality culture

e New
challenges &
stretch the
goals

Deliver Value
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(2aAM K TU)

1.7 Suggestion & Huddle

The Suggestions Cycle

Encouraging
People to

\Parlicipate

Awards & ' Improvement
Recognition | Proposals

Evaluation &

Guidance Source: Kaizen Teian 1 - Developing

Systems for Continuous
Improvement Through Employee
Suggestions

D Operational Excelence Consuting. All nghts reserved

a
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‘Opportunity

Name: — , 71 Date: ﬂ:}z_'_.
Whatis‘t’iia': sroblem (not the solution)?‘
A need A heelchaccs .

e 'ﬁé_fau
bt Thed ane “Coked Par s E D
Vand AZ-

-
What waste does it generate?
Tem 2 aSte }
(o (cms Lied +s (etceve then
What is the impact on pa

tient care?

How often does it occur?

CHEONext Strategic Directions:

Alignment with
RS OT

gpE CC E-DI

owner(s):

Support:
Plan:

Havse O~ Stes i~
closer 4o i D ek AT

Swg 9 estion ©

P - 4 (ocexio~

Updates:

(29AM3HKI T1)

AMUUIUIDIAUNTHADTHNYTUIA

PICK Chart

,,,,,,,,

(g T M

esource Requirements

UN. AWM ANUA
. [13
A { q(ﬂqa The Foundation for Excellence” 7 30184 2559
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Huddle Board (N3£A1%IUNQNFNN)

Qur Work in Progress

Smaller Improvements
o Beorce Wgh Woact o Livw Resinrce, Livw Imgact)

New Improvement Opportunities 1 ‘. &

Eaceptional Connected v vor o Besponain
Putient Cwe SPewards

2 L&

a
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Huddle Board (N3£A1%IUNQNFNN)

(29ANITHRITU)

¥ b
AIMNNIINI

s lllfia
lanman@u Ina

Twsaw 30 M

[~
Tasen1sLan

] S o
Tﬂiﬂﬂ’l‘ﬂﬁgy ADIANNEALID
9 G
3 !
Implement .
| Iﬂi\‘lﬂ'ﬁﬂiﬂ&dﬁ'\ﬂ\ﬂ%

)
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3t: (a3AN1IHRITY)
The Purpose

* wuu1eAan3 check in NUANNTNAINIT what your day will
look like, luilEnTnsuaunsgdansiwsalasemy,

* hnunsfensuenianinagass i (share the status) bils
3N,

. Lﬂuiamaﬁam%ﬂﬁmzLLﬂaﬂwﬁaQalﬁ’ﬂvml,azﬁumm LR
ATIVROUFDIWAINYDILATINNS.

o msfinazgnlRlFnaawLaza T,

. a’]ﬁ]'ﬁ’]Lﬂ%ﬂg’j’]ﬂ%ﬁﬁwwﬂ@ﬁadﬁaQﬂuaagﬁﬁﬂ 5 nn.

C )

http://blog.sandglaz.com/how-to-run-a-morning-huddle-with-your-teaﬁ
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3t: (29ANITHRITU)
Why a Huddle Works

* JumsReasizninsyaaa (it is personal) MIFUHEFILANY
lawass iuitmsemsnnzduanuaulalauiniga

o JumsssFuIaiTaINLazIT lTII® uazdaInTuTs
TaNAUNIRNINUNNIY

*  MIMNANNABLALNEIIIN “NNBLNN M EWINWINLIIBLINLEN
0zl Wuaulaluandinwinimazsisnuaialiunng uns

:il = n 1] ] (1} [ 1]

LURYWLUIAAINN "they" LW "we

. Lﬂumﬂi’;ﬂlﬁ’mflwj’uazguﬁﬁmaﬂﬁﬁfmumaaﬁu VAN uR
R [~ [ [~ 1 d! 6
m’mgamﬂummaﬂ L URIVBRWIVDIDIANT

)

N5
https://www.americanexpress.com/us/small-business/openforum/articles/the-power-of-the-daily-huddle/
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. ?t: (a3AN1IHRITY)
The Basics

* Frequency - 1N

=

* Time of Day — LSuasudiingandulyle
® Length of Time — 5 04915 w7
® Number of Attendees — 7 A%HIDRALNI
Y 1 v & .
* Who Attends — nnauluasAniasidnsinadnaesniv Daily
Huddle.
A v A A : A &
* Who Runs It — (Ranfu3nnsnenlavesudaznadu

ARk
® Where Does it Take Place — WURIINY RIDHIWNI LNTANT

W38 b videoconferencing

®

http://robdkelly.com/blog/getting-things-done/daily-huddle/
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: : (2aAMaINKI W)
Who Speaks

. nﬂﬂuﬁaamﬂazliﬁﬂad'\mﬁd Ren Ui nunSaiNAas
i91mag. n1seandinnaazyia ly@ing commitment &
accountability N’lﬂﬁ%.

* lasezwanaw (inlanaizds v lnann)
® Pass the ball (ﬂuﬁﬁﬂﬂuqﬂﬁ'\mﬁm'\mﬁ%ﬂufﬂugﬂ

UDAA)
® Clockwise/counter-clockwise
*  ANNAI WANDW, HITDINAY mﬂﬂ%ﬁaaa
. Lﬂ%mmﬂ‘lﬁtﬁa%ﬁa Tailgn199129 1w lARINEN

)

http://blog.sandglaz.com/how-to-run-a-morning-huddle-with-your-teanﬁy
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: N (29ANITHRITU)
The Agenda

1. What's Up — #asannwunuassnug udazaulivinesls
#1390 (AnaL bR 30 AuN)

2. Appreciation — %wnwmmﬁﬁﬁwaaLﬁiauam%ﬂ

3. Roadblocks — qﬂaﬁﬂﬁam%ﬂé’aomimmmUmﬁa

4. Progress — AN3MNIWINU8IMIUILUTITTLLUAZNNTARDS
AMUFITD

5. Priorities — n3fiadea 3 auauwsnluwinivalansdil

6. The Words —¢énzaunmntatasdlszinasilyan
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a

uw.a‘lgnv@uﬁ qnmﬂa “The Foundation for Excellence” 7 ﬁqmﬂu 2559

q



ANTUNIUSIIAMATHANTUNYIUIA
(2a9ANIIHRITY)

'Shmsus'sq‘l,ﬂ'mmﬂ
InAMAIN lUNSZUIUNTTINGIY
ﬁ'ﬂﬁ’auQaﬁ'umsﬂsma‘iufmlaim”mi’m

Tﬁ’qmmuﬁsj’ﬂ'muazmwﬂ%‘a

laifingunuy
T uAININIRAISAUSZUUN YLD

IANLEAYBINIANTIHABAUTIIANEY
()
5o’
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(2aAM K TU)
1% L 1 Jnlazann 2

NAT1ERIZUY

¢
LRGN

WrNIY/AIBIAVDITZUL
Aim/Measure

|

6
unilnn AATIZHA avAalsznavuvadszul
LBNIZRIA Root cause
prpm
DANLUUIZULINWNG
ﬂ%’uﬂsqaizuu
~
fz»fﬁ/?lﬂau:mi Act
dpua/aruanniny/
ﬂuwmll,%ﬂuif
Do-Check ()
2 SRRt
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COPD exacerbation -> death
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(2aAM K TU)

e Standard
review &
improve

e Strengthen

e Serious risks

e PSG & other
risks

e Review &
learning

e People & place
e 55

quality culture

e New challenges
& stretch the
goals

Deliver Value

e Suggestion &
Huddle

uw.a‘lgﬁ'@uﬁ ﬁm"qaqa “The Foundation for Excellence” 7 ﬁqmﬂu 2559



(amm FHHITU)

(5 + B ANUNS UaJ-Jﬂ HATHADTENYTUIA

v )

NRIBHE ATUS na1Ide “anAl

a

ANATABLYNAUE ”syﬁqmﬁlm”m@amsﬂ o fiuntell
Al RaNIRoLsT 151EeRINTIRa NI NI
L?ﬂé?l‘l?i‘qﬂﬂaﬁmifm‘i’amzmsﬁﬂmuwaelm
WINWANITIU LT LLIADLINTVWILLHIITUYDIET
me‘ziqﬂﬂauﬂanwﬁ’ﬂ
WINUALINABdIuNTsvaIFa U
USNI53INNINLIIH LT N1THILATIZHEL
LIFNRINTA R A IHILASIZHNINGLS

AIENISYN LUNINLSIH Lan1duSn15L21

¢)




e .|. 5 ANURIUSIIAMATHARTUNYIUIA
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Contact-center
interactions
(voice, email)

Social media
conversations

Customers

Customer journey
Buying signals
Churn indicators
Segmentation

Influencers, promoters
and detractors

ANURIUSIIAMATHANTUNEIUIA
(2aAM K TU)

Blogs and news

Letters
Comments from

forums and third-

party sites
Product and services Company
" Unmet market needs " Reputation
® New product ideas = Early crisis detection
= Missing features and avoidance

Customer satisfaction

Perception maps




Qﬁ.‘“‘i’,’ﬂ ANTUUITUTD IAMATHANTUNETUIA
= (2aAM K TU)

Being
Concerned

Getting
Involved
Personally

Effective
Listening to Voice

of Customer

Understanding
Your Customers
and their
Complaints

Overall
Monitoring of
Customer’s
Behaviour
Empowering

Customer-

Concerned

Employees




nnnnn

‘{\‘3} ANURTUTIIAMMHADTUNYEIUIA
-~ (acﬂm THRITU)

8 finnTsusztuauamAINUsEaUNTaiULY

wnsntuen e
'dsvmuwnw‘usmi
%m‘s‘uaua‘lumwsau
aumaanﬁﬁms.,
ANNEBNIUNANARER
mumsumuﬂwmmmms
| ﬂﬂmuguaammawm
dhilmnidesiiduiu

T BB S e S e

PN INNIRS FarafeTnsSng



ANUN5USD IANATHANTUWYIUIA

(2aAM K TU)

e Serious risks

e PSG & other
risks

e Review &
learning

e People & place
e 5S

e Suggestion &
Huddle

e 3P design

Deliver Value

e Standard
review &
improve

e Strengthen

quality culture

e New
challenges &
stretch the
goals
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‘D)  AMURIUTIIAMATNANTUNEIUIA
(2aAMIHKITY)

3P: N1SNRIUTINLSYUIY

Plan/Design -> Do

Purpose Process Performance

| Study{ Learn

NANIIN:
Tasanas: Act/Improve
W ILINW:

¢
dANa:
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o+ (29AN1THHI TU)
3P & Coaching

Process Management/Innovation
Lean Thinking/Visual Management
Risk Management/HFE
Evidence-based Practice
Spiritual/Health Promotion
Research/KM

Purpose Process Performance
UsLaunanIwaAgy

uw.mgnv@&lﬁ gm"]qjaqa “The Foundation for Excellence” 7 ﬁqmﬂu 2559



ANURIUSIIAMATHANTUNEIUIA
(2aAM K TU)

5 Questions for Self Assessment at 3 Levels
H1A1NU dNUSAU

Why do we exist? Mission Purpose of Unit Aim of Life

What do we do? Key Systems Key Processes Key Activities

Purpose of Purpose of Purpose of

r)
Why? Key Systems Key Processes Key Activities
_ _ Achievement
How well? SWOT analysis Indicator Opportunity

Individual
Improvement

Performance
Improvement Plan

Strategic Plan

How can we improve-

amﬂ'uw”@umLLa:é"maaﬂmmwTsaw BILNR (WIN.)



Service/Unit Profile: ﬂsaumﬁ’ﬁﬂﬁ'ﬂmsﬁ’mmqmmw

nanaaanan
- (Core Values & Concepts)
uIun niotuds=911hia veslsliasnu sdununou
1Wanueda sawalea THaua 9919066
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\ = Y o va A 1
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USELAUAMANNEIRARY |- — — »|  BIUIA > Study
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(N & nane) o ImqUszaon Do _ Act
yy + Uuse
o £% = q
1. mvlmawml }
= UssLauaIna , )
ASEUIUNISHAN S . o » Plan -
; AINLALIAIARY SeT—
2. L399 L3ud g AN DINTS N ¥ W o
[T ianndna ANATEASS 5. 9z lAaUw laaenls
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e Serious risks

e PSG & other
risks

e Review &
learning

e People & place
e 55

e Suggestion &
Huddle

e Risk
Management
System
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Deliver Value

e Standard
review &
improve

e Strengthen

quality culture

e New challenges
& stretch the
goals
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1SO31000 Risk Management System
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Risk analysis
Risk evaluation
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improvement risk management Figure 2: The risk management process
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reviewing framework

Figure 1: The relationship between various components of the risk
management framework
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The Principle of Risk Management

RM is an integral part of organization processes

RM is part of decision making

RM explicitly addresses uncertainty

RM is systematic, structured, and timely

RM is based on best available information

RM is tailored
RM takes human and cultural factors into account

RM is transparent & inclusive
RM is dynamic, iterative and responsive to change

RM facilitates continual improvement and enhancement of the organization
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e Serious risks

e PSG & other
risks

e Review &
learning

e People & place
e 55

e Suggestion &
Huddle

¢ Monitor & trace
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Deliver Value

e Standard
review &
improve

e Strengthen

quality culture

e New challenges
& stretch the
goals
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e Serious risks

e PSG & other
risks

e Review &
learning

e People & place
e 55

e Suggestion &
Huddle

¢ Continuous
improve
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Deliver Value

e Standard
review &
improve

e Strengthen

quality culture

e New challenges
& stretch the
goals
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* 2IAANNFYLLA Eliminate Waste

. ﬂ%ﬂﬂ@ﬁﬂﬁvlwaﬁammamu Improve Work Flow

¢ ﬁﬂiﬁ’ﬁgﬁ@]ﬂﬁﬂé’ﬁiwigﬁﬂﬁL‘Vi&l’]%ﬁ&l Optimize Inventory

¢ Lﬂgil%alﬂtnﬂéla&i%ﬂﬁﬁ’lﬂ']% Change the Work Environment

° (Y Ay o 6dAd I th Y Yo a
mwﬂgauwmwmzmww WNUNIUUINIG Producer/Customer
Interface

® 951151987 Manage Time

¢ ag:aaﬂmmuﬂsﬂsgu Focus on Variation

* 3|a3NWANINNANES Error Proofing

¢ ajuﬁuﬁwawﬁw%au%ms Focus on the Product or Service

Institute for Healthcare Improvement (IHI)
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- YTAGAAWNATY (Remove Intermediaries)

1°1jmsa:umama (Use Sampling)

1°ﬁmaoau/ﬂuaul,mu (Use Substltutlon)
. a@mam@msmmﬂma‘nmmﬂummu (Reduce or Eliminate Overkill)
. a(ﬂﬂ’]iﬁ](ﬂﬂa&lLWE]"IJﬁ]@]ﬂ’J"l&lﬁljllﬁﬁau (Reduce Classifications to Remove Complexity)
. mmmﬂmn%muaaﬁlﬂ (Eliminate Things That Are Not Used)
. a@m’liﬂ’mﬂmzuu (Reduce Controls on the System)
- YIANNTUUNNG T (Eliminate Multiple Entry)

- JsudSunaldinanzannuainudadnis (Match the Amount to the Need)
- ywIsunslgniathanlglng (Recycle or Reuse)

‘]Jii_lLiJmmmLﬂ’] (Change Targets)

Institute for Healthcare Improvement (IHI)
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ﬂ%’uﬂfgaaa LIGADS 1N15HN91%

. 1°ﬁm3?a”@°7imamaw (Use Proper Measurements)

. 1i<1Lﬁu‘ﬁmw’mmi%&'ﬂLLa”Lﬂ’mmEl (Focus on Core Processes and Purpose)
. Lfl(ﬂiamalﬁNﬂum’]mmaua"n’nmi (Give People Access to Information)

. aawumnmuluﬂ’liwwu’mum’m (Invest More Resources in Improvement)

. Lﬁmumaﬂﬂamumawmm’m (Implement Cross-Training)

. ﬁi’]\‘iﬂ'ﬂNﬁNW%'ﬁL?ﬁGW%ﬁ&I@I?/%%ﬁ?% (Develop Alliances/Cooperative Relationships)

0 LLUG‘J%@]’)’]&IL&UG (Share Risks)

- AN1INNAUIN (Conduct Training)

» Take Care of Basics

0 NGL%%NQ‘Y]’QJ mmummﬁmmmm GIMUGIITIS (Emphasize Natural and Logical Consequences)
« 8AMILUNaUAEII I UIZ LTI ANABLILNL (Reduce Demotivating Aspects of the Pay System)

)

Institute for Healthcare Improvement (IHI)
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- AUNIMILTTaUNWIBIRnTa Uy lulBeuan (Find Positive Uses for

Defects and Problems)

. A0 UIUBIALTENBY (Reduce the Number of Components)

. mewzwam"’mﬂ@ﬂl"ﬁﬁﬁqmmw (Differentiate Product Using
Quality Dimensions)

* Mass Customization

. quﬁuluéoﬁﬁwﬁahivl@T (Emphasize Intangibles)

. Lauawé‘@ﬁmeﬁﬁau‘%mﬂunﬂﬁ nNLIaT (Offer the Product or
Service Any Place, Any Time)

* Influence or Take Advantage of Fashion Trends

Institute for Healthcare Improvement (IHI)
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e Standard
review &
improve

e Strengthen

e Serious risks

e PSG & other
risks

e Review &
learning

e People & place
e 55

quality culture

e New challenges
& stretch the
goals

Deliver Value

e Suggestion &
Huddle
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- Step 1 Step 2 Step 3

Review Problems Systematic Analysis Evaluate Compliance
& Adverse Events | of Goal & Process [|with HA Standards

Quality Check-Act-Plan-Do QA: PDCA il
Process CQI: CAPD Improvement

Success Compliance with QA/CQI Relevant

. . Better Outcomes
Criteria |Preventive Measures| with Unit Goals

HA Not F Focus on Focus on
Standard o (e Key Standards All Standards

Self To Identify To Assess Overall
To Prevent Risk Opportunity for Effort & Impact of

Assessmen
m Improvement Improvement

Coverage Key Problems Key Processes Integration of
Key Systems
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Get the Most Out of HA Standards
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Measurement System
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The Problem!

Aggregated data presented in tabular
formats or with summary statistics, will
not help you measure the impact of
process improvement efforts.

Aggregated data and summary
statistics can only lead to judgment, not
to improvement.

° L

S——
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Average Percent of Patients who Fall

Before and After the Implementation of a New Protocol

WOow!
>2 A “significant drop”
% from 5% to 4%

d 5

© 0

N —

3

t

2 4.0%
3.8

Time 1 Time 2
Conclusion -The protocol was a success!

A 20% drop in the average mortality! “

47
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Average Percent of Patients who Fall

Before and After the Implementation of a New Protocol

9.0
<«—| Protocol implemented here
.
E _______________
E?u ________________ L_.l(_:L: 6.0
“ L 5.0
_ L CL = 4.0
S 3
o  F-------34------1
a
' LCL=2.0

- 24 Months >

Now what do you conclude about the impact of the protocol?
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If you don’t understand the variation that
lives in your data, you will be tempted to ...

« Deny the data (It doesn't fit my view of reality!)
« See trends where there are no trends
 Try to explain natural variation as special events

« Blame and give credit to people for things over which
they have no control

 Distort the process that produced the data

« Kill the messenger! “
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“What is the variation in one system

= LE
over t’me ? Walter A. Shewhart - early 1920's, Bell Laboratories
Dynamic View UCL

Ill 1 Hl%f& 1 .
Vo V time

LCL

Every process displays variation:

« Controlled variation
stable, consistent pattern of variation

“chance”, constant causes

« Special cause variation

“assignable”
pattern changes over time

52
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Types of Variation

Common Cause Variation Special Cause Variation

« [s inherent in the design of the .
process

» Is due to regular, natural or ordinary
causes

« Affects all the outcomes of a process

» Results in a “stable” process that is
predictable

» Also known as random or
unassignable variation

53

Is due to irregular or unnatural

causes that are not inherent in the

design of the process

Affect some, but not necessarily
all aspects of the process

Results in an “unstable” process
that is not predictable

Also known as non-random or
assignable variation
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Point ...Variation exists!

Common Cause does not mean “Good Variation.” It only

means that the process is stable and predictable. For
example, if a patient’s systolic blood pressure averaged around
165 and was usually between 160 and 170 mmHg, this might be
stable and predictable but completely unacceptable.

Similarly, Special Cause variation should not be viewed as “Bad
Variation.” You could have a special cause that represents a
very good result (e.g., a downward trend in the turnaround time
for a particular med), which you would want to sustain. Special
cause variation merely means that the process is unstable and
unpredictable.

3
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If uncontrolled

(special)
variation

if controlled
(common)
variation

S t0 Improve a process

Process is unstable and unpredictable

Variation caused by factors outside process

Process is stable and predictable

Variation is inherent to the process

NHS

Improving Quality

93
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NHS!

Improving Quality

250

Performance Report

-Jb--q-- - . e e ee e

100

Patient Waiting Time

e e e e em
il - ——

50 Special causes . Process
present - . predictable (within Process improvement
unpredictable control limits)
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1. Make process performance visible

Cument Process Perdormance: lsolated Femur Fractures
200 -

g

BOD &

Three Uses of
SPC Charts

D'ﬁwwﬁww
1 4 T 1013 16 19 22 25 28 31 34 37 40 43 46 49 52 55 58 61 B4
Sequential Patients

Patlent
" m
L= =]
L= L=
1 1

Mnutas EDto OF per

3. Determine if we are holding the gains

Process Improvement: lsolated Femuwr Fractures Holding the Gain: ks | Eemur Fra s

‘lﬁ .ﬁ

L i
ﬁ k"ll'l-a. Vi VN S

1 4 7 101316 19 22 2528 31 34 37 40 43 46 49 52 55 58 61 64
Sequential Patients 1 -1 T 1013 16 19 22 25 28 31 34 37 40 43 46 49 52 55 58 61 64
Sequential Patients

Mnutes E D to OR per
Fatient
Mirites ED toOR per
Fatient
B & B E g B

2. Determine if a change is an
improvement
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Question #2
What is your motivation for measuring?
Requirement,
Specification or Target
Pt / Ff\
F LY II A\
Y ¥ / LAY
F "-‘ 7 1 \ Y
7 Noaction 1 . ; / \ “
y taken Reject ¢ ! \
y i kﬁfectives / Dioccurrenced '\

L _ _ Ry _‘f \ _ S _
Better ~ Quality  \Worse Better Quality — \Worse
Old Way New Way
Quality Assurance (Quality Improvement)

(Data for judgment))

Source: Robert Lloyd, Ph.D., 2009.
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Why are you measuring?

7 i

o - (") -‘
A LM
RO &

- s

7
0,
g,be”fa

Improvement?

The answer to this question will guide your entire
quality measurement journey!

©Copyright 2013 Institute for Healthcare Improvement/R. Lloyd
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“The Three Faces of Performance Measurement:
Improvement, Accountability and Research”

by
Lief Solberg, Gordon Mosser and Sharon McDonald
Journal on Quality Improvementvol. 23, no. 3, (March 1997), 135-147.

“We are increasingly realizing not only how critical
measurement is to the quality improvement we
seek but also how counterproductive it can be to
mix measurement for accountability or research
with measurement for improvement.”

CCopyright X013 Institute for Healthcare Improvement/R. Lloyd
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(Research)
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/ The Model for Improvement

What are we trying to

The three Accomplish?
: How will we know that a
q UBSt!DnS change is an improvement? Our focus today
provlde What change can we make
the that will result in
strategy improvement? )
t The PDSA cycle
provides the
tactical approach
to work
Source: “

Langley, et al. The Improvement Guids, 1006.
ngiey CCopyright 2013 Institute for Healthcare Improvement/H. Lloyd
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Milestones in the )
Quality Measurement Journey

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

C Operational Definitions

Cc Data Collection Plan

C Data Collection [
Analysmll‘ ACTION i’

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

Using Indicators. Jones and Bartlett Publishers, 2004.
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Driver Diagrams — weight loss example

' ” Walk daiy
= > g o
— -

2 stones
lighter!
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Every concept can have many measures

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

Concept Potential Measures
Hand Hygiene 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

Patient Falls Percent of patients who fell
Fall rate per 1000 patient days
Number of falls
Days between a fall

Employee Evaluations  Percent of evaluations completed on time
Number of evaluations completed
Variance from completion due date
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Tips for building an effective
measurement system

Seek useful measures not perfection
Think about stratification

Use sampling (when appropriate)
Integrate measurement into daily routine
Collect qualitative and quantitative data

Plot data over time
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_ . v It gives communicable meaning
. Is a description, to a concept

in quantifiable

terms, of what to v |s clear and unambiguous

measure and the ~ Specifies measurement
steps to follow to methods and equipment
measure it v |dentifies detailed criteria for
consistently. inclusion and exclusion.

v" Provides guidance on sampling

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

Using Indicators. Jones and Bartlett Publishers, 2004.
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Operational Definition Worksheet

A A wa 1

DONANULFASHANAD

u

2 a A
PANITUINNIINLABDN

-~ e Qv
DAAIIA

@I UTaNANIZANLIIALIA LA LTW LANALT AT ..., IUIUV8Y ..., TRBRTVDY ..., HIDBAT ...)
o A a a e . . o
AneaLzIl)UA (operational definition)

{ v o g ' v o o o o v o @ ' { Y ° o o 'y A { 4
nqaﬁﬂi:nauﬁmww:m:awaammﬁ. i:qLﬂmLLa:muanmLflmaﬂam%a%%aamm aIaLTuALRRE SLm:qmimmmmmmms‘l@mmmmﬁs. i:qLﬂéaaﬁa
a { o & @ v \ X v A A o S o o o A o A '
%%aqﬂnsniwLﬂwﬁa'uflulumﬂnumaga. duduasuun (17% ﬂ:Lmummﬁawalﬁmaaaﬂw) Twasuneatmslaundenziun. s TuaIIaNITaULWIAA L1T1 AN
gnéfaa AU NUIAT BITRANAA MaTUN U N T UnITAREY "mmgnﬁaa".

[~ v .
LHWNIILNU2BYA (data collection plan)
landwSudaraulumaiudaya?

& W ' a ' ™ @ % & A A
azfivtayatasiiiesla? (3w nndalus nniu Nndland wiannidaw)
azlsfaundstaya? (szyldianizianza)
8¢ lsfazimudnan (inclusion) azlsfiazldshsinighan (exclusion)
azfivtayaatnela? (Audofie tivanayaduiin ivanszuudaluid)

Y a"
N1IANKY T (baseline measurement)
azlsfadaatayafugIuiuriase?

@

& & )
ayafugwwmAvlutmla?
o &

Whnangdmsua1Ink (target or goal for this measure)
fithnunedutuaiadinialu?

3:unaNgINMEUEN (1UIURIBINT kazunasTayananzasthneg). m
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Conclusions:

Developing Operational Definitions

» Operational definitions are not universal truths!

> Operational definitions require agreement on
terms, measurement methods and decision
criteria.

» Operational definitions need to be reviewed
periodically to make sure everyone is still using
the same definitions and that the conditions

surrounding each measure have not changed.
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Sampling Options

Simple Random Samplin

__Population Sample
E-==== ST

Stratified Proportional Random Samplin
Population

G [ [ [, " %

Judgment Samplin

! ' . . ' '

& = - i [ = L) I [ ] = -

o4
SCopyright 2003 Institwie for Healthcare Improvement' B, Lloyd
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Judgment Sampling

« Appropriate for improvement and PDSA testing.

« |nvolve people with process knowledge to help select the
sampling frame and the items to be sampled.

Characteristics of a Judament Sample: ﬁﬁﬂ
e
» Include a wide range of conditions ﬂ%
N
« Selection criteria may change as dhw
understanding increases

« Successive small samples instead of one
large sample e H

SCopyright 20013 Institwtes for Healtheare Improvement’ B, Lloyd




Q...,, ANTUURIUS D IAATHADTHNEIUIA
(ammmm"zm)

Judgment Sampling takes advantage of the
knowledge of those who work in the process

But, things are pretty
quiet after 3 PM.

We are absolutely crazy
around here between 9
and 11 AM!

What do | know? |
usually work afternoon
shift and that is a
different process
altogether!

0 ©Copyright 2013 Institute for Healthcare ImprovementR. Lioyd
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Milestones in the )
Quality Measurement Journey

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

C Operational Definitions

Cc Data Collection Plan

C Data Collection [
Analysmll‘ ACTION i’

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

Using Indicators. Jones and Bartlett Publishers, 2004.
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https://www.youtube.com/watch?v=P0zVPZBykSE&feature=share

| feel happy of myself.

| feel happy of yourself too. Well, do you get any words of wisdom? What about
for all the other kids trying to learn how to ride their bike? Can you say anything

to them?

Everybody, | know you can believe in yourself! If you believe in yourself, you will
know how to ride a bike! If you don’t, you just keep practicing. You will get the
hang of it! | know. If you keep practicing, you will get the hang of it, and then you
can get better and better at it if you do it! Thumb up everybody. For rock and

rol|!!!
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