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Agile Organization

Rather than organization as machine, the agile organization is a living organism

A A

From organizations ... to organizations agﬁnsgaﬁa%‘aqﬁu 216
as “machines” ... as “organisms”
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Trademark of Agile Organization

Trademark Organizational-agility practices’

A A 1o 3 Strategy Morth Star embodied N * Shared purpose and vision
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= > | —_—
NIQT‘I’]&LLR&‘H?W ENNININNIY * Flexible resource allocation
* Actionable strategic guidance
= oF a v Vo = iyt Structure Network of * Clear, flat structure
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Agile Mindset

Chaos
labeled as "Agile"

Just bad

More Agile Traditional
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Context: Customer Insight
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Customer Insight
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Empathy Map Canvas

Empathy Map Canvas
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How to Empathize
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EMPATHIZE: Interview for Empathy

Ask WHY ﬂ'l&l‘YI'll&J LL&ILTFDwﬂﬂ'J'lLi’liﬂ’l@li)fﬂi)ﬂtlﬁ')

Never say “usually” when asking a questlon Iunﬂuaaﬂtﬂﬂwufﬂ al‘n'ﬂﬂ we I
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Encourage story Lsaasfnmmﬂ‘lﬁw'ﬂm'lmhﬂﬂmamalsmmnufamaum
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1 () < U () 4
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Triple, Quadruple, Quintuple Aim for Healthcare

The Triple Aim of Healthcare

Experience
of Population

Quadruple Aim Framework For Health Care

Population
Health

Patient
Experience

Reducing
Costs

Care Team
Well-being

The Quintuple Aim
For health care improvement

Improving Enhancing
population the care
health experience

Reducing Care team
costs well-being

Advancing
health equity




u%ﬂﬂ‘sqwﬂ’]wﬁflﬂlmd’l (Value-based Healthcare)
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Better Health Better Care

anuduidavavatia Technical excellence mj”"ﬂu"ﬁﬁﬁ"f’-’%ﬂ'ﬁ Service excellence
TenuUszasesnumain Clinical objective Agmqg'i:mﬂmuﬁmu Social objective

ARrNuwsnzaN Appropriateness AemuTugudnan People-centeredness

A6Us:anawa Effectiveness Ussaumasedwasgthe Patient experience

fifimnuUasasy Safety AdmaTusssu Equity

Lower Cost

Better Value

AmnuiTuldasunsinnts Management excellence
TnaUsrasATNuLesEgenans Economic Objective
AsiUsz8ndn Efficiency

Y
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u q
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daN15AMAT (Value Equation)

[ § [ § M =\ =\
aman = Uszlarnaandn x amnw x Uszansnn
a b AAY

NARNSFUAARA + WadwSThunsvinued + Uszaunsal/mssud + anauifusss
Clinical Outcome + Functional Outcome + Experience/Perception + Equity

Harm + Unethical Issues + Waste + Resources Use §\ ‘,

SUATIY + YIRRBUSTTH + ANNGaWa + AslBnsnenns

b
Pl N J
u 9

Resources: people, time, facility, equipment,
diagnosis, drug, other resources
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Value =
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From Patient Requirements to Process Requirements
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Key process Process requirements
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Driver Diagram (Action-Effect Diagram)

Conceptual view of a driver
diagram / ricure2

Outcome Primary Secondary Specific change ideas Change
drivers drivers concepts
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Key leverage points
in the system
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Specific ideas, concepts
and bundles that could
generate the desired state
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® 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
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Access

\ 4

Entry
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Key Patient Care Processes

- Discharge Plan
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Diagnosis

Investigation
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» Plan of Care
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Patient & family
preparation

Discharge
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Care Delivery

Nursing care
Nutrition
Medication

Anes & surgery
Other intervention
Rehabilitation
Palliative care
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Etc.
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Key Process & Process Requirement : HIV Care Example

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.am“’wﬁ ANTANS 16 Ju1aN 2566 @ 23" HA National Forum “Synergy for Safety and Well-being”
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Learning in Daily Operation

Outcome

Learning From Excellence
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Counting what goes wrong does not measure
safety, but the : & lack of safety

Negative

Learning From Incidence



Learning from Excellence/Success
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Learning from Variation
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Learning from Incident

. Yinasinalsasi psychological safety Lﬁaw“@@mﬁa
Aatsan sallinaiu/liiailszaan

. YinagindlsasniinunNIsad “WHY it happened?”
Tugnisaau “HOW to prevent it?”

. Yiadalgasuaaiiiuiig cognitive failure &
system failure 930U



Learning From Incident : 2 Axis Swiss Cheese Model

Contributory
Factors Tier 5
Ext. Environment

Organizational Factors conuton

Factors Tier 4
Management

Anlalduszlayiiann

Contributory
Factors Tier 3

Environment 2 Axis Swiss Cheese Model

Local Workplace CO,,#EMOW

ok w5 ld ag19ls
Factors = foag s

Contributory
Factors Tier 1

Unsafe __ Individuals
&
ACt < > Substandard

Act

Assess Plan —>!—> Educate Discharge

Monitor & reassess
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NUMIUHAALARIIENISaITUN 1: After Action Review (AAR)
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Hagley G, Mills PD, Watts BV, et al. Review of alternatives to root cause analysis: developing a robust system for incident report analysis. BMJ Open Quality 2019;8:e000646. doi:10.1136/bmjog-2019-000646



NUMIUHAIANIITENTFAITUN 2: Mindfulness Review

ddrnuwariluiauRarsurlunania RCA nnass
1 anansal (Preoccupy with failure)
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situation awareness
waotinauanisal launSeuluisas mindfulness agnals
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Contributory

Factors Tier 5 Societal influence Policy, rules & regulation Design New
Ext. Environment Public awareness national, payors, finance, IT, professional org Equipment & supplies technology

Contributory Organizational climate Resource Organizational process

Factors Tier 4 structure, policy, culture, management availability, priorities policies & procedures, decision, staff/workload
Management system, leadership involvement, & management management, support from central functions
Contributory Information, Supervision Human-System/technology Interfaces Physical Environment
Factors Tier 3 education, Task design IT, medical device availability, location, lighting, noise, temp. layout,
Environment communication Clinical protocol controls and displays, software, charts distraction, ventilation
Contributory Nature of Work Team

Factors Tier 2
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, sKkills, experience, sensory/physical capabilities,
alertness, fatigue, motivation, attitude, cultural competency

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

Active Failure /
Care Management
Problem

Violation Error & Mistake

Potential Change

Chronology of Events




Contributory
Factors Tier 5
Ext. Environment

2-Axis Swiss Cheese RCA

Contributory
Factors Tier 4
Management

Organizational climate
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Contributory
Factors Tier 3
Environment

Resource
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Organizational process
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Contributory
Factors Tier 2
Work & Team
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Factors Tier 1
Individuals

Individual staff factors
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Active Failure
Care Management
Problem
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fionadswaliiAin adverse event

Chronology of Events
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Organizational Accident Model

Contributory Factors

Care Management

Defenses
/Barriers

= =

Problems
| Patient Factors | —— Uista Kis
Individual Staff
—_—
Factors ——
Organizational ——» Team Factors [——*
Management
and Culture —4 Task Factors | Errors
. Work/Environ
Institutional —— m—
ment Factors
Context .
: Violations
Electronic
> Information |——»
Systems &
Technology
Latent Failures Error & Violation Active Failures

Producing Condition

risk management

= =

Corrective measures, support and




Active Failure / Unsafe Act / Care Management Problem

LHUIeYIeviAN N laAIurNg
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Slip Lapse

A1 active failure, unsafe act, care
(Waa) (tnad)

management problem Jumadanumane

Error
(RANAA)

Mistake
(Fiq)

WentuLazatusaldnunule
A5V situation violation 813309
WumnudSanazlyly unsafe act?

Other Potential Change
(Alternative Action)

Violation
(aztla/dE W)

Situational
Violation?

Active Failure / Unsafe Act /
Care Management Problem
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Learning: Monitoring & Evaluation

Core Values
& Concepts Action

Jnan a aa
o Ugue

Context Purpose |:> Design

Slang

MrWALL 2anuuy

(”:riteriag Improve
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Learning
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Case Conference?
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Focus Group: qmtﬁa NDAH waams@‘uaﬁﬂ'm‘l%mmﬁ

Clinical Analysis: Isafigualanad vs TsafgodiTyulunisaua

Process Analysis: N3¥UIWANSNNNITRAWIADLIH0IaRANNRID Vs NTZUIRMTNEIN
LIS

Customer need: 971LABANNAIAKII vs ANGaInsisInauawaslalaa

Evidence based: evidence ﬁﬁ’]&d’]ﬂf}ﬂ?\lﬁt&&dﬁ vs evidence ﬁgdlﬁaﬂwﬂinﬁﬂuﬂﬂg]u?l
Utilization review: mM3lansneansnalszansnin vs mwamtﬂéﬂﬁﬁamaﬂ%ﬁﬂia
Risk Analysis: mwﬁsawﬂaanﬂmmnu Vs mwuﬁsmsawmﬂum root cause
Capability review: ANLAIADIARANILE vs ANLATNAGDINAIWIUANLAN

Benchmarking: ﬁ\‘magiuizﬂu top quartile vs aa‘nagsl% bottom quartile
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1-3.1n(1)

Customer &
Stakeholder Vision
Requirement Mission
v A 4
Product/service | . . | Project & R
Offering ) *| Strategies | Innovation »| _Corporate KPI
|-3.1°u(2)l
Product/service Outcome V-1,
Requirement Indicator
-6.10(1) 1-6.1N(2)
Key Process Process Process 1n(1), 1-6.13(1)
Support Process Requirement Indicator
1-6.12(3)
Process Product
Design Delivery
A
1-6.1N(3) 1-6.1(1)

Improve/Refine

1-6.10(4)
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m‘.i‘lf Control Chart
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Signal that the Process is Unstable

UCL (+30)

3o

2o

lo

A

Bal|

C\‘ J ,1 J"M Mﬂnm-rxﬁ }F\.ﬁf\'\ Center
C ]1\ A, Wz ! ”U AT U‘ Line
B |
A

LA

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%

NoaswN =

Cr: The Western Electric Rules

51




Common Sense & Control Chart

1% common sense 13zanman warning limit Taglzwanii n 2 sigma warning level

P < { 1 .
wMANI0b 1 Tw 22 a59 wSailszanm 4.4% flaginan range 1@ upper & lower limit

@ VAP/1,000 Vent Day

VAP/1,000 Vent Day
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Clinical Tracer

clinical tracer Lﬂmmaa&la‘l%msﬂsvmaﬂ'a'\amﬂl,l,avﬂs%amﬂﬁmta wﬂaﬂnaaﬂﬂ
ﬂauwm iaaunidnazlsivinlan avlsfiarswam
TﬂalLsuﬂaﬂtﬂ'\wu'\ﬂﬂ'\selttaNﬂmﬂau%% 9 UWAININADINEIA I
(1) aaﬂﬂswnaumﬂm‘lumsmmLwamsmﬂmmwavls (2191 driver diagram %38
mindmap ‘i‘.l.lLL‘.IJ‘.IJa%)
(2) nswmumimm‘nmmsm%a 1913 13 laausalal (u,ammﬂ process flow chart,
SnumLinuaILAaLT WA, ’Jﬁﬂ’]‘iﬂ’]ﬂ‘ﬂﬂ’aﬂﬂ&ﬂ%"ll%@la%ﬂﬂ’]ﬂm)
(3) ‘swuuﬂmaamauua%uualsma (8£N 2% integration VaINITNIIW)
(4) Liﬁlﬂwmuﬂﬁn'\smmﬂﬂamal‘sma (L&Y timeline YBINIIWAIW NIDI2UNT
W INITNHNAANS)
(5) Naﬁwgnwsgttatﬂuadwali msqtﬂmmw%laj WauAssnuandwdnadsls
A5nNslnnIaInTasalT Ly 3 353INNK
(1) Fuwléz ANk IAIITRVBYAITINNK
(2) Mﬂﬂvima'm HINA NAALNLAKYINIT
(3) NUNLIBILT 8% (clinical audit)




Clinical Audit / Patient Care Review

Clinical audit Lﬁ%ﬂszuaun'ﬁﬁ'@umqmmwﬁa@aﬂnszﬁums@‘uaLtazwaﬁw§ﬂﬂsgtta Wilae

HwnINuUNIRegsiwsruy uisumisusunaminninualdagreratan (explicit

criteria) ﬁﬂﬂ;jﬂﬁﬂ%’ﬂﬂgamﬁﬂ%ttﬂ@\ﬁtﬁﬂﬁﬁ'ﬁﬁﬁ% uazammuLﬁaﬁu{i’%e«aﬂﬁﬂ%’uﬂ‘ga
(NICE/CHI, 2002)

1 1 ®
1.  Clinical auditlu‘lmﬁmmsmuﬁ’aga
[*7] = =1 = a s a e [V} 6 o 6 A d' o ¥
* aasdimaSeuiisuISnsUfiauaznaansnunmNKIaNIAIgIRNNRRA L

o Jarweanisinezinldgmedsudyelnaun

2. @230N1971 audit SuNadnaundnsUfuan lanadfdn

'WHAT IS CLINICAL AUDIT

Source: http://www.uhbristol.nhs.uk/files/nhs-ubht/1%20What%20is%20Clinical%20Audit%20v3.pdf
WN.OWIAIN ANTANA (IuaN 2565)
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2938U209N1311 Clinical Audit (Audit Cycle)

2 AMUUANINSTTIU
a va A -
nsUHUaNG

NN A3IAtaL

1 1aaniihaia |

Choose
topic

8 Luitrantiinns
dHiddvluszuu

Agree /
review

standards

Implement
change if
needed

Compare
6 NANsaNNS data with
wlaauudaei standards
Wuldle 5 Tvi2iaua
Aaunda 4 ulsauiiaunis
12 WlsaN UfiG AU assIU
nsquaniliuaé 11 Tvidiaya | | -
dundals flaundu 10 S1a51=U I

Collect data
on current
practice

Source: http://www.uhbristol.nhs.uk/files/nhs-ubht/1%20What%20is%20Clinical%20Audit%20v3.pdf
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A neutral point has
been added so the

scale is now 7-point
rather than 6

Safer Dx instrument:
items for determining the presence or absence of a
diagnostic missed opportunity

Rate the following items for the episode of care under review:
1—2—3—4—-5—6—7
1 = Strongly disagree

7 = Strongly agree

The scale has been
reversed so higher

numbers are indicative
of diagnostic error

Item

Score

The documented history was suggestive of an alternate diagnosis,
which was not considered in the diagnostic process.

The documented physical exam was suggestive of an alternate
diagnosis, which was not considered in the diagnostic process.*

Data gathering through history, physical exam, and review of prior
documentation (including prior laboratory, radiology, pathology or
other results) was incomplete, given the patient’s medical history
and clinical presentation.

Alarm symptoms or “Red Flags” (i.e. features in the clinical
presentation that are considered to predict serious disease) were
not acted upon.

The diagnostic process was affected by incomplete or incorrect
clinical information given to the care team by the patient or their
primary caregiver.

The clinical information (i.e. history, physical exam or diagnostic
data) should have prompted additional diagnostic evaluation
through tests or consults.

The diagnostic reasoning was not appropriate, given the patient’s
medical history and clinical presentation.

Diagnostic data (laboratory, radiology, pathology or other results)
available or documented were misinterpreted in relation to the
subsequent final diagnosis.

The
structure

Newly added
item 9.

There was missed follow-up of available or documented diagnostic
data (laboratory, radiology, pathology or other results) in relation
to the subsequent final diagnosis.

of the
items has
been

10.

The differential diagnosis was not documented OR The
documented differential diagnosis did not include the subsequent
final diagnosis.

modified
- so they
are

11.

The final diagnosis was not an evolution of the care team’s initial
presumed diagnosis (or working diagnosis).

scored in
< the same

12.

The clinical presentation at the initial or subsequent presentation
was mostly typical of the final diagnosis.

direction

13.

In conclusion, based on all the above questions, the episode of
care under review has a missed opportunity to make a correct and
timely diagnosis.

Hardeep Singh Recommendations for using the Revised Safer Dx Instrument to help measure and improve diagnostic safety DOI: https://doi.org/10.1515/dx-2019-0012 |

Minor wording changes such as “diagnostic missed

opportunity” rather than “diagnostic error”

Safer Dx Instrument

The Safer Dx Instrument is a screening tool to help
determine the presence or absence of a diagnostic error for a
specific episode of care. The instrument uses a previously
published definition of diagnostic errors: “missed
opportunities to make a correct or timely diagnosis based on
the available evidence, regardless of patient harm”
Recommendations in applying the instrument:

Operationalize a shared understanding of diagnostic
error

Define the episode of care being evaluated

Consider diagnostic evolution in terms of initial
presumed or working diagnosis

Evaluate the diagnostic process rather than the ultimate
patient outcome in hindsight

Account for non-applicable and other gray zone
situations

Determine the presence/absence of missed opportunity
based on an overall assessment

Gather additional context to explain reviewer judgments
Analyze diagnostic process breakdowns involved
Determine preventable diagnostic harm
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Model for Improvement

Aim (aa151)

What are we trying to
accomplish?
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How will we know that a
change is an improvement?
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will result in improvement?

U
=

1319z&59n st R anudadsaz lsina 1B adn

\

Act Plan

Study | Do

U

59




l\i‘ﬂﬂ'l‘iﬂﬂﬂil\]‘!lﬂ'lﬂlaﬂ
o
nadauvumnatuag
o as
NATAURAYLIDINIDNANU

60




IHI Model | DesignTh. | _Adobe | Changemaker | _____Nsw______| __Health Catalyst

Empathize

Inception
Input
Insight

Dream It Do It

Problem Research

Identify the process
Form team

Aim

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
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Sustain the gain

Diffuse & sustain




Step 1.
Decide on the process that needs
improving
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Diagnostic
Medication
Procedure
Visit/Hospitalization

Workflow/patient flow
Workforce/talent

Non-value added process

Queue/Waiting time

Communication failure
Information loss

Duplication of work
Repeat work
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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.

. ) e 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

i) 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



AUN 3 ANHUALLNTINE (Develop an Aim Statement)
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Essential Components of an Aim Statement

Example 1: Aim Statement

« What? State the focus of your improvement effort.

* How good? Declare a Numerical Goal for outcomes; ambitious
but achievable.

* By when? Specify the timeframe.

* For whom? Name the customers or population of focus.
Primary persons to receive benefit?

* Where? Define the process or system you want to improve What
is the scope? Boundaries? Starts/Stops?

Reduce the number of families with children who are facing eviction
from 15% to 5% in the Springfield community by June 2018.

What? How Much? By When?
For Whom? Where?

szyilmane ianiziatzas

(1) qenuiupasnisusulssinnsls azANvEaanas (s
(2) FLLDINA MK NAANETI T NALaRTT A HTIe
(3) aziaSaniials

(4) Tasazlhisuysylawmi

(5) °z|'m_|L°z|mfﬂmszuu/mzmumsﬁ%ﬂ%’uﬂ'ga

Example 2: Aim statement

To reduce central line infections
by 30% within 12 months in the
Pediatric Intensive Care Unit

What? How Much? By When?
For Whom? Where?




Step 4.
Literature Review



Step 4

Perform a literature review ¢ identify best practices for the problem under review

A literature search is essential to help you:

e prevent reinventing the wheel

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

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

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

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

I

QIDS: Upload information into TEAM DOCUMENTS

MSAN¥ILANE13IBINTT (literature search) 218 1#LI7
®  @AuWU best practice RNIVTWRINAIRINLNIN
Qo A o A A A A LY = v 0 .
* JaInUNIFIBIANN IURINANIUAAAUIBANKNANLES (reinventing the wheel)

°*  uNuANNAAEINITNNTUIULTI (potential change) waz@I0
PRI

e a4 key words a2 lslwnsAunn
*  VnInunmwasidls laglas

* TNINEINTEL 3N T8 lIIRINIIDA WA LA D ahamuﬁmaugszﬁ

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

Flowchart 9z278l#13132Y

Begin or end Process ®  LUIAUNWIDI (gap), AW liAILEwAIIN (variation), A ldsiniTaie
point step

(unreliability), a8u3@ (bottleneck)

* szylaman@meng

*  LAUANNTUTOUVDITZUL LLﬂZﬂiZ‘iJ’J%ﬂ’]iI%‘lJ%ﬂ'ﬁiﬁ?lﬂ?W

Decision Document
point Aag
IDN17
= dl o L d Qq// 1 AI C% A'y

¢* W8 flowchart ?JE]GG’]%YW]’]IWF%}IU% @Ix‘]LL@]LiﬁJ@]%ﬁ]%ﬁ%q@]
Remember: * Jpulinseunaunniuneulazniadaiula (decision point) 17
Flowchart the current process - DO NOT chart what v o o _ed 5
you think ‘should’ happen. You can do that later in the amaﬂw%ﬂm&n‘”au v g
project when you have finally fully implemented o lundazaunaan lWanin “Gefiiedwdulnddszdnia b’

change.

Clinical Excellence Commission, NSW Health. 2021
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Step 5. Current Process & Baseline
5.2 Collect baseline & Diagnostic Data



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.

Clinical Excelle

In order to measure the overall progress of your quality improvement project the
following major types of measures need to be considered:
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Step 5.2

Collect baseline and diagnostic data

tAmas1als

WHO

Demographics:
gender, age,

diagnosis

TasiAgiag

feuvinasls

PROBLEM Lﬁ@m‘ﬁu

ey

tAatdlals

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

Anriimant
'Y 'Y Y e aa o
PdoyalawgInuazanatian1IRIRynn
= U U A % = | = %2 A = di A U
. m‘umagaLaug'mmamagamﬂa@@mﬂﬁlquumLLammmmLmanavl,@
(reliability) 28s%aawN& A lunIzUINNTT
* udayainetiuduwinfadywiesls agrls Nlvwu lals dronqla
Tasinga9
* analtiaTaslaLtn run charts, pareto chat, histogram ﬁ’naua‘*ﬁaga
NALLAA
m‘famﬂLﬁmTaqujammﬁLLﬁa 21NN LU swd s anw
whwanenIadynin la
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Problem Situation

1. dwAaazls (What?) 2. Toywrdnailun (Where?) 3. Tymibnauwwvinle (When?)
4. Annvasilamn (Why?) 5. Wan3zNy (Effect?) 6. tlaZanuteandan 7. Amasun lulgw 8. HawiLNEIUDY
WazIUIW (Targets) wazI5n13 (Players) (Other stakeholders)

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



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.

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

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

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’.

SEANFNDIBIINWILYFUKAVDIU YN

* § flowchart W& baseline/diagnostic data FINNIBNENTITINT A

a v Y Aa K
RUNTN lA8198909
o JanvzamauAe (post-it) 1 LHuda 1 ANNAa
*  fruaLUl (theme) LNBTIVGLDANIIANTNEY LT NTANEN NNT
RORNY
v = 1 v ‘ﬂl 1 1 ]
* Mimndnyjsiunanavesdan ldlsnmaauadiaay
o lfuslvanauyiniuazianizianzas (ou §iholalasuanas’) lils
LDWZANARE 9 (LT “AN37)
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Step 6.2
Brainstorm using the Five Whys

PROBLEM
The chairs in the patient lounge in the Older Parsons’ 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 effectively.
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’.

U
seananaslayly 5 Whys
* szyfym udinnn vhly Fafadym
* | FPUAIGaULRIDINADTY YN N7 FILAARITh
* n My’ Ernane g ﬂi”@iam”l,@i”gam@; (root cause) VaIL YW
Tips
°*  afnyany ““ilu” 15910 b
. fﬁ"u”l,ﬁauad”nﬁmamLimTﬂVLafl‘*ﬁyjamqﬁuﬁﬁa
& A o @ A o o A o a QA
. Lﬂummﬂ@mzﬂwﬂ%wugam@mLmﬁ]iwaaﬁtym 1almNesa1nng
LﬁawugamqLLé’nzm&mmﬁLﬁumiﬂ%'uﬂa;aLﬁaﬂaaﬂvuvl,afl,ﬁl,ﬁ@
w0
¥ . dl : dq,° 179 1 ”
* 819l4 5 contributory factors W aTRa TR LUANTANN “¥in

wn.auIak ANTANS (14 NUATWUT 2567) U3U1/3931n 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)




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




Step 7.1
Create an affinity diagram

-~ L D e . e _ &g ___ _Ae _ - _ - __ 48 4 1 - - % 48  __ a8 __8____ __  _ 4 ___ 8 __ 4 _

- @374 affinity diagram 1niiasaNadaarauaIdynINIeaNaas

v
Lo

S QYUADWLLIN a)”@mjmu”mmmﬁ@hmvlajﬁaaﬂ?ﬂmm%ﬂ”u Glﬁam%ﬂnﬂ
ALNUITINNINIMLGIANNAA LREN8UaTANUAaNTa NN InaLAL
(-] r—| =% 1 [~ = | Q 1 YV Q
ﬂumaﬂmwLﬂuwam@mnu"l,ﬂagmsmu

Ce RINTNEINNTDENUATANNNAG LALALDRIZ 81998 UATNINITNYING
‘ﬂl (>4 U 1 ‘ﬂl 1 ‘ﬂl a dl ~ U (% QU [~ (%
UG 1 ”Lﬂag'nmgwau LRZRUITNARAD1=EUNaU 16 LOWN1IT9 1A
lainsinNanuaddsanadig b o1azidisnla Ny tAwIn
ﬂaiagluﬁaaaaﬂﬁjummﬁﬂ

* JhuasANNAaNGINwaan b
*  aiTenguraiiasnude Tenguitaznanuidu primary driver
driver diagram LLazﬂ’mﬂ’amﬁ@luﬂéjmzﬂmmﬂu secondary driver

wn.auIak ANTANS (14 NUATWUT 2567) U3U1/3931n Clinical Excellence Commission, NSW Health. 2021




Determine the root
causes of the problem

Overarching
problem
statement

cloRleLinN A el

Patient pain
points

Health
system root —
causes

duinsliu

SYUUFVAN

N3 LNA 29T (root cause of the problem)
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aan affinity diagram vl driver diagram
* Wy affinity diagram nIutdumnn 90 a4

o v & . . . . 1 @ 6
Step 7.2 * 3a3Uuuulidu driver diagram lay primary driver aglunaauiiuan uaz secondary
Spin the affinity diagram to create a _ , e ed
driver diagram driver aiAaflUNEDY

*  medeilievesngudas Widoudhninovaslasinms (@raszydymuazaandniialy

&) W i e)
/f 3 \- VUJ > 2a

PO Vg A a v o o ¢ 1 > . .
o e B ¢ wmsmwmﬂﬁmﬂvlﬂm’] ﬂ?ﬂgﬂﬂiﬂ’)’]&]ﬁ&lwu‘ﬁizwﬂdL‘ﬂ’]‘lﬁ&l’]ﬂﬂ‘u primary driver L8
74 T A o
4 Fon o & 2. 3213 primary driver NU secondary driver
o ‘f‘- _'Aj .;.'r .".‘\\//.'
5‘.” ey P :,1 o o '.‘ rd & " < i ;; DRIVER DIAGRAM
Hikt = [
, £4+8 ;; ? 1 §
7 : oo
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! " % B 4 g =%
Communication
QIDS: Key information into DRIVER DAIGRAM
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Step 8. Re-word
Re-word each primary
& secondary driver




Step 8 (OPTIONAL)

Re-word each primary and secondary
driver

dsu@arnly

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 SECONDARY
DRIVERS DRIVERS

\ lNCRR'SQSE ] [ Cognitive screen

IDENTIFICATION test not used

cognitive screen
test

RISK All patients have
IDENTIFICATION

IMPROVE : : Reduce
MEDICATION I [ Patient on nigiit | \ unnecessary night I

MEDICATION
MANAGEMENT

MANAGEMENT sedation sedation
SAFE 'N?;EQSE Too much clutter Decrease clutter
MOBILISATION MOBILISATION on the ward on ward

* andasdnszudumuazamguasdym Middounndwihwanomsaaasvesdaynm o

o lyifinmsled cognitive screen -> Qjﬂwnmwvlé’%'umiﬁﬁ cognitive screen test

o qjﬂaﬂ”l,é%”umm\iawﬂizmmauﬂmaﬁu > NI LTENRaNUIEEN NG UNAAWNA L3511 T

> i A o v A 'y A Aok Ak =
¢ @‘5’3"5]&8‘]J’3’]ﬂ']7]ﬂ?]_”,ﬂaU%Nﬂ’]ﬂﬂLﬂWﬂﬂazqf]a%LﬁqﬁﬂJqU%jaﬂqjﬂjﬁ-@iwaﬂ@mu LDW AV /AN A

UIRNDUR
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Step 9. PLAN
Ideate




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

[l

« 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
meantor 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).

seANaNaILUIAANISIUABULUAY (change idea)

¢ szyLnAnNsAsuLaIdvTuRaY secondary driver INANTTEALANDIVEE
AsAWILENaNTITINIMTe best practice 9MnTinnee tetiluneAdeUNTY PDSA

o dwiuunazuuiAnnmaiUAeuulas seulndaiaun asnnaevesls nadevessls

o {ufinuuafnnisuBeunuamianuves secondary driver aNQNAT
AEURUSIUT secondary driver MAgv0s

Clinical Excellence Commission, NSW Health



1% Driver Diagram A®#%#1@213AA (Change Idea) Naziin bilnagay

i

To work in a safe environment

YA ) Change ideas:
That staffwork na | / ¢ — = Water jug for staff at nurse
physically /| To be comfortable at work with stations
comfortableand | X access to basic needs )

safe environment

F

To have a sense of feam

belonging ]+ Rota agreed at start of every
~ \ shift to cover breaks
Aim for 80% of staffin | / | performing team - /+ QI board to celebrate staff and
the ward/unit to y ( _ ) initiatives
reliably experience a | Effective team communication
good day at work 90% [\ ' 4
of 13"!3:";1291 by . .| Tohave strong Feel valued - Safety briefs/uddles every
and capable / shift
N / leaders T T 1 . Team meetings for updates
X ) monthly/emails & folder for
p \ notes
To make an To have clear expectations
1 effectiveuseof |/
time available L Reduce bureaucracy
\\ . »
- v+ Pro-active calls with relatives

Reduce waste » Nurse desk and chair in each
\ J patient room




LWIAANAITRBVANANTLIWLLW highlight (218)

1.

o p W N

People-centered care : anineausuasanudaimiuazanumanis madhlaanuiinnaziduaden

nMInauauaInNNdaInIatiduasdny aseuaquduiIalaAnigyin MIAAMNAMAINTIN

. Integrate care : miguandailitaaTanloanin W, FUNLILIREY ATEOLATY TUTY

Integration : myanudszawdanlagsznineiTdn KB BLAZNIZUIRNNINLNLITEIL
Safety design : msltiwifia human factor engineering lumsaanuuy MIaIMHBEITINANNURaANE

Empowerment & health promotion : misunaidihe/mauaiiialisunindanisiugunn

mammaﬂ@”(LLmﬁ@ﬂﬁaﬁ?Nm%anmmw)

6. Digital technology : inad1wisanuszaIn WNUIZENTNIW NMIFONRIT N1TLADU NIUIZUIANE

7. Agility & flexibility : sanuadasniuazanubiondu

. Learning : misdunuu midedausssamasouiluitinsd juanudszdriu




How Might We......? S

Amp up the good: HMW Lﬁwmuéaﬁﬁaguﬁmﬁmnﬁu?

Remove the bad: HMW w5a&sf lidaanlu? (zwildsn mindset vasmssnlaudiSasfiazaan)

Explore the opposite: HMW §1319890 59907 (L% Souimeinmalaslidas dissect)

Question an assumption: HMW @f‘iﬁﬁmwﬁuawagm? (2 gaulas laudaadaulnunszan)

Go after adjectives: HMW LauNUMQMAANT? (1% ﬁﬂﬁmﬁﬁ'ﬂug”l,'%iaaﬁﬁ'usﬁamﬂu&iaammql,ﬂ)

ID unexpected resources: HMW 1715z Tamsiannnswannsi liaadu? (11w 1‘15’@3%@%“’3LLazLﬁauﬂ’mLﬂuﬂg
ROUUNFANE)

Create an analogy from need or context: HMW &319n13LU38 U N8UNNAMNABINNIHIALIUN? (LT 229N
lwaasoudu café laatngls)

Play against the challenge: HMW LauALANNNINI8? (131 azvinldnndnsndnlaau Miuvasdsivle
2819152 221889 mindset Ba9ana138UAZT AN a8n919?)

Change a status quo: HMW Lg% status quo? (17w 194 reward ADANMUNLITUUAZ NN TLIDUS)

Break POV into pieces: HMW srasihmansidugugdon 92




IDEATE “1519s118z 15 laindtie....”

Amp up the good: HMW o193 manain leauindnsnnie?

Remove the bad: HMW LUag mindset Ba9n13awlaudi3asiazaan?

Explore the opposite: HMW L%‘El%jﬂ’]ﬁﬂ’]ﬂi@ﬂ‘l&iﬁaﬁ dissect?

Question an assumption: HMW 881 las la@a9il s huawn1saan?

Go after adjectives: HMW ﬁﬂﬁ’msﬁ'wjﬁiaaﬁfwﬁ’amﬂuﬁaommqm?

ID unexpected resources: HMW l#as581a37 u,azLﬁauﬂwmﬂuﬂgaauﬁfﬂﬁﬂm?
Create an analogy from need or context: HMW v lnviaasoudu café laatngls?
Play against the challenge: HMW 3:¥inliun&ansnanlann lauuuasdsivlaadngls? az
\WAanw mindset Tasannssuazsinansnagngls?

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

Break POV into pieces: HMW?
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ldea Enhancement

Shaping. wazifuanudaiiasasiudaldudefinesirlugnsufiasachals

Tailoring. ¥azulasanuAne WisnzaNRuANNRaIMszatathsls

Strengthening. mmmuwawsaﬂmmmaam’mﬂ@vlﬂaamvls

Reinforcing. ma..,‘maamvlstwaLm’ylmﬂaau

Looking towards implementation. L'mwmaamvl'stwa‘l‘nLﬂuvlﬂvl,@"f,umﬁﬂgm aifeadag
fulas )

Comparison to current. anxaeshSsudsuiudsiiaslinaunuaninathels asazasy
2818 ¥30008 ) )

Potential faults or defects. azflanafawaaazlsiiaduanansfai iaztlasiuagals

Consequences. agfananseny lussaznansuazszazeniagiels

g . a p (3 I
Testability and prototyping. azmaauﬂ'smﬂﬂﬁ‘lmmmé\ﬂq [N E
Pre-evaluation. ﬂ%’ummﬁﬂLﬁamauauaamwﬁ'aemme@ﬁazﬂﬁztﬁu




Yinl# “138ud18” (Simplify) LA 12 “181918187137” (Simplistic) 6

4

e IfivuneiiBaudiendnaue
W1 Fatauinneenisesls

aade -> 1 lauunAadianas
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o819 15 RS audng
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a o v Y a
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HINEIVBININ ANUVBIAKD L A0 FAA LROW LIAALLDIRAI?
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Bulk & exception #3375y uimnsUuswlng
Module & smaller units LUIgD1WNIODURIIE B E
Provocative amputation 883aaUEIUQIYINIKIaNnTE L
Ladder approach Wﬁnﬁmnﬁ‘mmﬂ%m@ﬂmmimum a bl

Edward de Bono
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W1#IAA Human Factors Engineering nuaaidaannauaseilas 6

d wdaidgemsnsanudn
* szuudaanaéon, wuuwesu, decision support system, checklist, automate
d esenuvuaszuinmsvinein
o lEuananuievdie, mslsvasuauuungan, n3ksswd, barcode
o shibiluanaspiutagadudiusvaarwmsaidiulue lagdanudangudrusuaarnnsas 2wz
* Task analysis & workflow, 1$1s¢lg%1ia1n habit & pattern
O sildhglunsihdenign snnlunisvidsiine
* MIGBIVIANNLAUBIVADU, NFINAA LBU da1uNLAY, M3LGdaeaasan1z, software
* Double check (cognitive review) PARTOGRAPH

Gravida Para Hospital no

Name
D Visual management Date of admission Time of admission Ruptured membranes Hours

) m'sl,l,amwaéﬁaga, mMsdads, cognitive aid:>
O asinsusu/msisous

f3
Rag

=
GO

cr
» Vo @O o 23858885358

* Simulation, non-technical skill, effective team func | | ] siemiel LI L] %
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* eye-hand coordination (ot X 111 -
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IHI Change Concepts Worksheet

2 4 | Q % < 1 v Q s
winaamstlasunias (change concepts) JunAaniauamesnpldnnuiddselosilumsaneanuaaniswesw
W1z (specific idea for improvement) Ldenuwndamstdasuuiasninsrdesdnaesannems SINAVNANWI AN NUBIADL

°4 4 N 4 % v ! Q (Y] o (Y (Y 4 [)
wadaengmsanNaamM Il agwndasdue Hrusvuanazuinde saacudduweintdneageu

I1.
I1I.
IV.

VI

VII.

VIII.
IX.

Focus on the Product or Service: What improvements can you make to the design of the product or service?

63.
64.
65.
66.
67.
68.
69.

Mass customize

Offer product/service anytime

Offer product/service anyplace

Emphasize intangibles

Influence or take advantage of fashion trends
Reduce the number of components

Disguise defects or problems

o_ a o . a ) o M V) o6 o A %
idaveatds (eliminate waste): Aanssuudenswenstaien ballé ltnaendugdendognduesaan?

o < 4 o v 1 o 1 o & Y
Y5u159 work flow: aenazidgw work flow tieanmssuwAsererihanw Tagdmanewanarsuthannduogsls ?

< Q ' o . . . v 4 4 o ) & o Y o R
windszdnSawdudiasads (optimize inventory): gasazaadununtngrtesiumssiusnudndasadibdodighs?

P ¥ o L3 o 4 ¥ QU % ¥ =4
wasuanwwaadaumsvinan (the work environment): aglsazsviiliamwwmadenarsnsasessumsdsvdyslaaun?

o o v ¥ ' v v % v s & !
YSvdpanuduwussesrningnaawazgné: aaavilakasaevdanesanudesmsvesgndibiainegighs?

. . o ) % ' 3 =) ! & o . Y
¥an1313a1 (manage time) : aakazanaIlumMIWaNAAS sl sl MITosuuIMs Msdede /M3dads wazsauna (cycle time) dusy

nnuthnulussdnsleaesls?

YoM 3a13uu)5153U (manage variation): aanazaamnudvesnasninlaalaogals?
PONWUVIZVYLWBNANLABITaRaWa1a: AaazaamNuhazduussmshdawaalaogals?
Wunndadauainsausms: asdaansadsulyemsesnwuundadasinsousmslaogighs?

https://www.ihi.org/sites/default/files/2023-11/IHITool_QlI-Project-Change-Concepts-Worksheet.pdf
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nanﬁummﬁm‘%auim Location OPD

 dqllaynnanadn 1 6 ; samad
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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

« putcome measureas.

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?

SaansunuafnnsiUasunUasiiazinlunagau (assess priority of change ideas)
¢ YszilumnuennelunshluufiR (ease of implementation) EASY or HARD
o quilalynrunnvsely
o qaunsoveaeulalunatsulnaviol
o padanailummeaeuunuiteda @alus dai o)
. 7\18(;]/8\‘1ﬂﬂ@UiNﬂﬁﬂ’J’]@Jgﬁ;ﬂuﬁWU’mL‘Vll’]bLi
*  Uszlunansenu (impact) HIGH or LOW
* madyw (problem)
e mawmIngveslasinis (aim statement)
o pafTaNadws (outcome measures)
* Hunaduy PDSA Priority Ufimurnvesudnnswasuuladly driver diagram

U U

*  dpasiuANudAyroIAANSASULUAY S8U 5 dudugeaals

Clinical Excellence Commission, NSW Health. 2021




|dea Selection
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https://www.schoolofchangemakers.com/



Improve: Capture

UduanluAnaanu iy product statement G?iﬂiz‘q

*  ANPTUNVBINANAMII/UINNT
naulmaneiazdugly
1 A Yy A v o
AMANTE LdaIN13 aylanaaaluga
UselevudrAsyinazlasu
WSBUNYUNUNILEDNDU

“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 othe

o~ . e ~ . n
:..:..::Irui‘.ll|r..ll l.l'xh.-l.i-]ll J.IIIII\.. I|r..I'||I=.I-. I|,- l..I.K.-.

https://kickbox.org/



Mode Prototype

“Fe,

UiAruAnaanaIniunglannieuen azlsnlanagluguwuunianin
WU NITAANTZAE post-it NINTY, NANTTUUNUINEUUR, WU,
89994, interface, storyboard

danvindununwnazibiiaanudila Yrevdaanubivau Wu
ANV TEUNUINUR LY waedyvvidagaualiumagey




Why Prototype

38519 prototype fnaggnuesindunisageunisidarn (to test functionality) LLG]I‘ﬁI’i]%\‘iLLéj’JﬁmmﬂJ\‘}Mm&Jﬂﬂﬂﬂ’i’lﬁu:
« Empathy gaining: Prototyping Lﬁum%:}ﬁmﬁaﬁwmmL%ﬂiaiﬁzjmﬁﬂéﬂﬁﬁmﬁ'mﬁumﬁaaﬂLLUULLawﬁ%’ wailuaiag pre-
solution V94LATINTT
- Exploration: @1579auARTIaNYiaty a3evnadenves solution wianes yne
« Testing: 8314 prototypes (Afuu3um) LilenaaauuazUSuss solutions AUFlY
« Inspiration: as1eussdumalafiuauBniiu gnen dasu senmiludie prototype.
1578519 prototype Lﬁa:
* Learn. s ndandunuan prototype AfiAnduiunw
* Solve disagreements. LideuLﬂ%qaﬁaﬁmqwé’ﬂum?ué’]’mm'mmqmLﬂ%a Hutheszning ideation annsdeansi
HANAIA
Start a conversation. LuisnsfiriiiaEudunaqelusuuuusiieg Augld
Fail quickly and cheaply. N15&3519 quick & dirty prototypes yinlits1@1unsanageuaANAnIwILINA L lagll
ARdlduIa Az RuNINTN U
Manage the solution-building process. N35¢Y FuUsiiedise Paglmsudamlngs aam’ﬂu%mﬁm il

anusanaaaule




Step 11. DO
Test Change



Step 11 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
Test Change ideas via PDSA CVCIes 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:

Plan +  What you are going to change?

:3,:.,’ tons * What do you predict will happen?

« Plan to carry out the SR V¥ [ RO AP R D P 1o ) .

cycle (who, what, a a R

where and when) 9N UNAFIULUIAANISEUAYULUAY (plan change idea tests)

« Plan for data collection

| wwAansUasuUas (change idea) flaznagay
. IUIUTDUVDINTNAFDY

. FnnuszasAraInIsvadey

: éqﬁazgﬂmaau

1
2
3
q
5. MsAAnIsaEaNISAdeY (axiineylsu)
6. PJLﬁEJ’J%@QﬁUﬂ’]‘ﬁVI@ﬁ@ULLazéjﬂﬁzﬁ’mmiWWﬁBU
7. gauivihnsvageu
8. nafivhnmegey
9

: \‘1’]‘L!ﬁM@QVTﬂMLﬂ%QﬁUﬂ@Uﬂ’ﬁWﬂﬂ@U

10.6730/v0ya M98 UIUanANd1L5IVDINITVIAFEU I Tney1als IuLiuveyansoidss
AxvauNauazlsund

Clinical Excellence Commission, NSW Health. 2021
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Shrink the Change

1 t:;' ¥ v A di n:
Tuza93uaw PDSA cycles azlananinigaiiianagaunisdaauuilag

[~ 1 {
WIALAN NHNAITNYILIN “dan1tdaawuias” (shrink the change)

dl [ 1 a QW ‘q' Q Y o @ 1
e lnadluddandanisla asaaasing

" VERP-N [~ p=| Y [~ (W 6
aaanagaulwianduwtfan Wiaogttnala

a [~ (W 6 [~ -V
aaanadayulwrandwdla1yt 1raastilnin
v a o o 'y R o o~ =<
AAANAFDU L IBTIINTT TARA DI LRI VBRI DR HILIT
CYRPN U <& Y U . ]
mﬂﬂﬂﬂaau‘l%gﬂwmwuﬂ ‘lwaaa‘l%gﬂw%mﬂqu
ﬁ"laﬂﬂﬂaau‘l%é’ﬂ'swﬁaﬂ@:u Glﬁ’aaﬂ%é’ﬂ'awﬁasm
v a o Y P P P
mﬂmﬂmaau‘l%qﬂmmmwum TR a0 B tILNBNRIDRHIAK




Typical PDSA Cycle Example

Adapted from IHI

/Al P
PDSA 4: Get ready for

implementation

1 ¥
AnausmiNasiUufiRtuaenas

PDSA 3: Wide-scale test of change

U%’Uﬂtgméqwmﬂﬂuﬁ’wﬁﬁu‘%ms 3 AUITNFIYU

' 2 1 A
W'Ne] Llﬂzﬁdﬂ'}ﬂ NHANYREUSLAINSURITINNAEY

- - - =

PDSA 2: Follow-up Tests

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

\S
Hunches, Theories, Ideas
Introduce written action plans

PDSA 1: Small Scale Test
wﬂﬂ@uﬁuﬁﬁﬁu“}ms 1 AY LLZ\]ZE:J:‘IIJ’J%I 1 AY
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Product Backlog T
A A 6
Scrum ADAAAVDINWIN
Product i (1111%1) 11
Tasun13amanau
anasranlaaluauua
A29TWITNANDDLNYEH 9
DIANANILUAEAIN
ABINITVDING NDIINE
(<

@@ Product Backlog 11l
LHINSNIILD I
Requirement
Specification T3y

P o 1 ® A 1
Tnaifidn 312 152 Sandn
LAZARDIAINILAN

Agile: Scrum Framework

The Agile: Scrum Framework at a glance

..n‘H“

Inputs from Executives, ™ v
Team, Stakeholders, Burndown/up
Customers, Users m Charts
Scrum ~ Daily Scrum |
Master Meeting
Every e
wve 24 Hours e o
m L i
1-4 Week :
Product Owner The Team Sprint Sprint Review
; Team selects A1 Task < P ®
starting at top Breakout " m
Ranked - : /
il [ | il | [
5 'sf:a?s:;esd: t0 deliver by Sprint Sprint end date and Finished Work
6 oc e ; P team deliverable
stories, ... end of Sprint d h
7 P Backlog o not change ® ©
8 Sprint
Product Planning -
Backlog Meeting oS | alr AGILE
g e B o il For ALl Sprint

Retrospective

A o &l . & v &
1. Product backlog AaN13N1UaIANIIUIIN requirement MIRNAVBIZNAINIKNA

(<
Daily Scrum Meeting — t1l%
A5 Daily Meeting aitiin 15

=} Q > U

wifilagaznani 3 ¥z
* ianwinazlsluiine 2
* wibazrinazls 2
* watlymazlstinelwas
N9 ?

2. Sprint backlog AaN137INUaIANIIVIIA task VaJ iteration 11 ) NG90 (5117911 Sprint Bnin task 13 9 4197110 Product backlog

3. Sprint Ad N3N NIRRT (iteration development )11%!,?1@ working software ANNN

4. N <) 24 73 32111 daily scrum Aan13711 stand-up meeting W1 Sprint backlog 85u1831 Tasviazlsine waz v ludslwuuan

o . > =~ Y 1 4“1 L a .
5. 9N Sprint nne) 30 2% 1390 31V BYNIINULAATINAMNNLURNICHAN IWLNA working software



Step 12 & 13. CHECK
Collect Data &
Measure Impact




_Step 13 - Do you already have some data or do you need to collect it?

. How, who, when and where will you collect your data?
Collect data and measure Impact Will you use quantitative or qualitative data?
VAP/1,000 Vent Day

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]

=
i %

H TN O ML O NWL® - TNOMD NN ®EHTNOMY NN ® TN O MO Q
A H A A NNN®M®mMST TSI ITODNNOOORNNN®O®O®ON OO S OO S

LﬁU‘ﬁ@%ﬂLLaz‘IT\I‘D']iﬂJ’]Nﬁﬂ‘i%‘l/lU‘?JENﬂ’]'iVlﬂaax‘]

*  AmuanglideyalislTinuvisetayaiianmnin
* JnwnuIBAuTeyaetals las Wels fluu wnwils medgnsle
*  MsunATesllienagldinausveya

® Run chart %58 control chart

wn.auIak ANTANS (14 NUATWUT 2567) U3U1/3931n Clinical Excellence Commission, NSW Health. 2021
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Step 14.
Sustain & Spread



Step 14
Sustain the gains and spread the
Improvement

Standardisation Documentation

S15IAZVYIBNANITNRIUN

1 1%
J =

*  Sustain Myl REENEART U g ey
*  ANUANINTFIUNITUHUANY
* dpviienansaiensufiRau
 dansflnevsuuasiFouslvgiieives
¢ Insianauaznumusgsainiae
® Scale up
¢ yaasunszuIunslluiuniuenaseenly Wwu ¥Ianan we
UsN1s mngﬂaa
® Spread
. ‘L‘hLauam'ar;gu%miLLasmiﬂizﬁqﬁﬂmms&hq6’]
o wuIsAndenuanuiimsueienaluluiwisesans uarledsnnsd
wnzaslunstuindeu

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 gnTANa (14 NNANWUS 2567) J3U1/3997n Clinical Excellence Commission, NSW Health. 2021




IHI Framework for Spread

A

o idaitudsaiunagnsiddey
«  UYsuussdlalaenndasiuithvane
*  WAUMNNHKUIMISTRTATUAYL

*  SFUKSURATRUTUIARDU

ANFIRNAaLlacdzid N U l\ /|

Measurement and Feedback
ANSADEIN
ANUARGY Uszrnnsitnang ) 55""?:“5‘3"
- S —) piladiazin U Tey Wdoansuan
oSNl | &2 wihoiivindisa THTU
2 A o = . AFaRUARUNGNALA
U IBANAR WHBHATAAN UssdunsiU Ao
AAYNSASVENY
Knowledge Management
ANANNITANNG

Source: Institute for Healthcare Improvement

a

uw.agnv@&lﬁ angana (14 Q&m’lwvuf 2567) 1iaa1n Institute for Healthcare Improvement Framework for Spread
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Evaluation “9z303IN1IUIq %N waaszunqmmwﬁa} 219157

Learning “gzplaanannizvastayanazib lulzlumswawiniadsulyaslslating
Innovation “§ A0 H19YDINIANITNITITLUUINNWE [51119”

Integration “%xySMﬂﬂﬂiﬁuiﬂsﬁﬂa”

Monitoring “228n15U5U25n15 monitor progress a9 l5”

Roadblock “defiuialdsialuasdnsadnals”

Collaboration “2¢dI19AINNIINN DDA EIIAaL19 15"

New Meaning  “@zhiaanaiglnsivasenwaggls”

Energetic “pzasvanadnialnnisadamasnszauliadwadels”
Systematic «zrirlmInszuuandnlaatsls”

Spread “QLULIYNA bANINI VWL 13”7
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