AUnderstand fundamental conceptsand
science of quality improvement

AUnderstand the Model for Improvement

Aldentify the environment and key steps
for a successful quality improvement
project

ABecome familiar with several quality

>

oTate provement tools and their use :
~ @) SAs/Pareto/Run Charts
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Quality Improvement:
Bridging the Implementation Gap

How good is American healthcare?
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Quality Improvement:
Bridging the Implementation Gap

We get it right 54% of the time.
-Brent James, MD, MStat
Executive Director, Intermountain Health Care
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Quality Improvement:
Bridging the Implementation Gap
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ACompIex process problems need
multidisciplinary solutions

A We are at the frontlines seeing system
failures, process errors, and performance
gaps with our own eyes -- which is our
competltlve advantage

proved quality delivers:
better patient <careée
Aat ower <costse

Awnh potentlally higher reimbursements (pay-for-
perf ormance) é

And it can make our jobs more interesting, fun, r

O' rewarding.
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u Quality Improvement and
Change

In the Hospital Atmosphere




AMeeting the needs and exceeding the
expectations of those we serve

ADeIivering all and only the care that the
patient and family needs




| t Il s NOTE

Ayelling at people to work harder, faster, or
_safer

Acreating order sets or protocols and then

_failing to monitor their use or effect
Atraditional Quality Assurance
Aresearch (but they can co-exist nicely)




Every system is perfectly designed to achieve
exactly the results it gets

UTo I mprove the system,




You cannot destroy productivity

U When changing the system, keep it simple




AChange = not just doing something different, but
engineering something different
at least one step in at least one process

AHospitaI Atmosphere = hospitals tend to be viscous,
comEIex systems with default levels of performance

change engineered to improve performance can be a foreign
concept - or even overtly resisted




A Common Strategy Which Commonly Fails:

AExperts design a comprehensive protocol
using EBM over several months

AProtocoI IS presented as a finished, stand
alone product

ACustomization of protocol is discouraged

ACompIiance depends on vigilance and hard
work

AI\/Iomtorlng for success or failure is the
exception to the rule (with failures coming to
t after patients are harmed) S N

249 \ved Implementation leads to repetiti
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W rorts down the road
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Igh-Reliability Strategies Commonly Succeed.:

Build a decision aide or reminder into the
system

Make the desired action the default action
(not doing the desired action requires opting
out)

ABuiId redundancy into responsibilities (e.g. if
one person in the chain overlooks it,
someone else will catch it)

AScheduIe steps to occur at known mtervals
_orevents g
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Change engineered to drive improvement depends oné

AWorkaace Culture: personnel must be receptive to change

AAwareness: administrative and medical staffs must care
about performance and support its improvement through
change

AEvidence: local experts must identify which research to
translate into practice

AExperience: a skilled team must choose, implement, and
follow up changes to ensure:

1) improvement efforts are ongoing and yielding better
performance

2) productivity is preserved




AWARENESS EXPERIENCE

OF THE LocaL PERFORMANCE GAP WITH SIMILAR | MPROVEMENT
Patient EFFORTS
Medical Staff Hospitalist Quality Officer
Administrative Support Multidisciplinary Team Members

Success Stories From Other Institutigns

EVIDENCE W oRKPLACE CULTURE
To TRANSLATE INTO PRACTICE Reapy To AccerT CHANGE
Bedside Teaching Task Load
Didactic Teaching Sessions Culture of Improvement

@l Expertise in Disease Literatur¢  Culture of Negative Expectafigps
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U The Multidisciplinary Team




THE MuLTIDISCIPLINARY TEAM

Leverages frontline expertise and experience.
Impacts not only the change/interventions,
but also the implementation




A team I S not t he s
Committee

A individuals bring representation

A productive capacity = single most able member
Team

mwiduals bring fundamental knowledge

Aproductive capacity = synergistic (more than the
sum of all individual team members together)

a m




Features of a good ¢t e

ASafe (no ad hominem attacks)
Alnclusive (values all potential contributors including

diverse views; not a cligue)
AOpen (considers all ideas fairly)
AConsensus seeking




onsensuseé
definition: finding a solution acceptable

enough that all members can support it; no
member opposes it

Alt IS not:

AA unanimous vote (consensus may not represent

everyone s first priorities)
AA majority vote (in a majority vote, only the majority
gets something they are happy with; people in the
minority may get something they don t want at all,
hich is not what consensus is all about)

O (, veryone totally satisfied
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Three types of team m
1) Team Leader

2) Team Facilitator

3) Process Owners (members with operational, hands-

on fundamental knowledge of the process)




Team Leader é

Aschedules and chairs team meetings

Asets the agenda (printed at each meeting)
Arecords team activities (working documents

In binder)
Areports to management (Steering Team)
Aoften a member of Steering Team




Team Facilitatore
Aowns the team process (enforces ground rules)

Atechnical expert on Ql theory and tools
Aassists Team Leader
Ateaches while doing, within team




Process Owner se
Achosen for fundamental knowledge

Awill help implement

Ashould become leaders (so choose wisely)
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Team Ground Rul esé

All team members and opinions are equal
Team members will speak freely and in turn
2\ We will listen attentively to others
A Each must be heard
A No one may dominate
Problems will be discussed, analyzed, or attacked (not people)
All agreements are kept unless renegotiated

Once we agree, we will speak with "One Voice" (especially after leaving the
meeting)

Honesty before cohesiveness

Consensus vs. democracy: each gets his say, not his way
Silence equals agreement

Members will attend regularly

Meetings will start and end on time

>
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Change

Will the team target @ll6patients in the
inpatient bell curve, or just a sub-group
considered @t-riskd(depicted in the
outlying tail)? Is the quality of inpatient
care which is not in the tail somehow
@cceptable?6

Before

Bell Curve:
Inpatient Populatio

Quality better
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Change

If the team can identify and define an inpatient sub-
group @t-risk,6then improvement efforts could
conceivably focus just on these @t-riskdpatients - After

this is similar to traditional Quality Assurance. Note
that even if tail events are eliminated, the quality of
care for the rest of the inpatient population
(depicted by the unchanged position and shape of
the bell curve) does not improve at all. While the
mean does move toward better care, this is due

only to eIiminatingEgte gsijtiecal outliers.

Bell Curve:
Inpatient Populatio

worse Quality better

better
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Change

If the team identifies a performance gap applicable to
a wider patient population, the team may design
changes in processes with the potential for dramatic
effect: improvement and standardization in processes
reduces variation (narrows the curve) and raises
quality of care for all (shifts entire curve toward better
care). This radical change is what defines Quality
Improvement.

Before

After

Bell Curve:
Inpatient Populatio

worse

worse




U Tools for Engineering
Change




APFOCGSSGS

Aall those affecting relevant aspects of patient
care

A:Iinical decision making, order writing, admission
iIntake, medication delivery, direct patient care,

discharge planning, PCP communication,
discharge follow-up, etc




APersonneI

Aanybody who touches the patient or a relevant
process in the system

/&departments, physicians, clerks, pharmacy,

nursing, RT, PT/OT/ST, care technicians,
phlebotomist, patient transport, administration




AWh at?
Ais the right thing to do?
ANi” make the system more effective?




ow?
can you make it easy to do the right thing?

Yox\ cannot destroy productivity
Changes must maintain, or enhance, workplace efficiency or balance

AYou must devote as much attention to fitting changes into clinical
WO,K( flow as you do to the evidence-based guideline

Changes must be blended into the flow of clinical care

Important variables to consider: staffing, training, supplies, physical
layout, information flow, and educational materials




AMacro Process Maps
ADecision Flow Diagrams




The patient is
admitted to the
hospital

The patient is
clinically identified
as having heart
failure

The g ection fraction
is evaluated

Example: Heart Failure Core Measures 2-3

The patient is
prescribed an ACEI
in hospital

The patient is
prescribed an ACEI
at discharge

2

The gection fraction
Is documented in the
chart

The gection fraction
< 40%

i Perinatal Quality
Collaborative

The patient is not
prescribed an ACEI
In hospital

The gection fraction
> 39%

The contraindication

for an ACEl is
documented in the
chart

The patient is
excluded from the
target population




Tools for Engineering Change:
Decision Flow Diagram

Contributing layer Contributing layer dissected:
diss7cted: Prevention Prophylactic Antibiotics

+ Y
Y =0

allc infections, any
(‘: infection can be

ST to the hierarchy

rlbutlng layers.




Tools for Engineering Change:
Pareto Chart

Agraphical display of the relative weights or frequencies of compe
events, choices, or options

Aa bar chart, sorted from greatest to smallest, that summarizes th
relative frequencies of events, choices, or options within a class

Aoften includes a cumulative total line

Aused to focus within a broad category containing many choices,
on factual or opiniofbased information

Acan combine factors that contribute to each item's practical
significance
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Tools for Engineering Change:
Pareto Chart

Causes Contributing to Adverse Drug Events




Using Quality Improvement Strategies to Make Changes:
Using the Model for Improvement

The Improvement Guide;
Associates in Process Improvement

& \ OHo

HOSPITAL
ASSOCIATION




/Model for Improvemeht

What are we trying to
accomplish?

How will we know that a
change is an improvement?

hat change can we make that
will result in improvement?




