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What is Quality Improvement?

* Stems from industry
* Traditionally local focus

* Systematic approach to identifying,
understanding, and correcting problems
in the processes of care
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Table 1. Description of the plan—do—-study—act (PDSA) cycle method according to developers
and commentators

Speroff and O'Connor
(2004)**How the PDSA
method is analogous to
scientific methodology

Langley (1996)*°How the PDSA
method may be adapted for use
in healthcare contexts

Deming (1986)*Original
description of the method
relating to manufacturing
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Taylor M J et al. BMJ Qual Saf 2014;23:290-298

cycle again

What will the next cycle
entail?
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The Model for Improvement; FOCUS.

What are we trying to accomplish?

v

How will we know if a change is an
improvement?

v

What change can we make that will
result in an improvement?
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Find a process to improve

v

Organise a team that knows the process

2

Clarify current knowledge of the process

v

Understand causes of process variation

v

Select the process improvement

v
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Simple Clinical Examples
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Benefits

* “Pragmatic scientific method”
* Small tests of change

* Rapid assessment to ensure solution is a
good fit

* Minimal risk to patients, resources, and
the organization

* Theoretically building to progressively
higher levels and complexity
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Critical Elements

* “True” understanding of process

* Prediction of outcome

* “How will we know the change was an
improvement?”

* |teration on rapid, small scale testing

* Analysis of ineffective change versus
“abandonment”

e Use of data over time
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Measures

* |nterests of end-user strongly represented

* Multiple measures:

e <6 useful and manageable measures
* Qutcome or surrogate outcome
* Process — was activity accomplished?

* Balancing — check for unintended
consequences

Langley, et al. (2009 ). The Improvement Guide, 2"d Ed
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How do we know a change is a
change?
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Common Cause Variation: Process Noise
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Special Cause Variation: Process Event
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Statistical Process Control

e A form of time series measurement of
variation

* Multiple types of control charts
depending on characteristics of chosen
variables, sample size, and frequency of
events

* Need a LOT of data points and good
documentation of when changes are
introduced
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UNSAFE transfer rate chart.

186Li=U | el
lovi=U 21 q34

00bi=U T} uer

>

Z2999=U || 937

» L919=U || AON

-

GLei=U 11 PO

1ZL9=U || dag

v619=U || Bny

Robust plan and

prediction

L0g9=uU L} Inr

8¢go=u || unr
8669=U || Aew

p9g89=u || Jdy

————- Upper ConrrolLimn

D¢ 9Gel=U || Jep

T
~

€6.9=U || q84

pPpG9=U ||-uer

GL09=U 01-92Q

— Medisn

= =4 evpo=U 04-noN

La==="

~2] =
Zy19=u 0}-das

_

|

|

N

=7

i

\ 0689=U 01-Bny
\ _ L

1

|

|

|

N

|

£869=U 01-RO

|\

Rae

95e9=U 0l-Inr

L9€9=U Q}-unp

Situation Awarenss

project go-live

6899=U 0l-Ael

6659=U 0}-1dy

-\

490L=U 0Ol-lel

1199=U 0}-934

A
A
\
'y
A

ov0i=U 0Ol-uer

-
-
- \

0 ({e} < (] o (o] © < o~ o
~—

- — - —

o
N

James M. Anderson Center forHealth Systme s Excellence
Brady P W et al. Pediatrics 2013;131:e298-e308

Updated Apr19 2012 by T. Bracke

sfeq juanedu| aseg noj-uoN 000'0L 4ad ajey

PEDIATRICS

©2013 by American Academy of Pediatrics



Traditional view of successive plan—-do—study—act (PDSA) cycles over time depicted as a

linear process.
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Ogrinc G, and Shojania K G BMJ Qual Saf 2014;23:265-267
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Situation awareness algorithm illustrates the tool used during education and early phases
and the specific questions and communication pathways.

Bedside Level Microsystem (Unit) Level Organizational Level
A A A

1 1 [ \Nf |

Watchstander asks bedside

nurse if they are aware of Discuss concern with intern and
any situation awareness risk Watchstanders (Charge nurse and
factors? —Yes—» Senior Resident) using Situation/

Background/Assessment/
Recommendation (SBAR)

“Do you have any patients

who are "watchers”? (Yes/ L .
No) Note: “High Risk Meds and Therapies™

are unique to each unit

“Do you have any patients

on High Risk or Unfamiliar S E;;‘;"géi 3
Meds/Therapies?” (YES/NO) L High PEWS Score—»| Rel:lr L°nﬁii1ws > Concem is Fully No—»| Patient

w 9 Addressed? Services and

Do you have any Safety Officer
Communication Concerns

that could impact

safety?(Yes/No) Family Concern Refer to Family

v =s ini E t
“Do you have any Family ofa CIlnlcfaI Nature—»- Agaaean §
Concerns that could impact (Nonsafety) £3
safety? (Yes / Clinical
Concern)
——No Safety Concerns »| End of Process

“Do you have any patients
with a high PEWS?

(No/PEWS Algorithm)

Brady P W et al. Pediatrics 2013;131:e298-e308

PEDIATRICS
©2013 by American Academy of Pediatrics




Revised conceptual model of rapid cycle change.

Challenges
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Opportunities
Time

P =Plan D=Do E = Barrier — = Direct flow of impact
S = Study A=Act  ----- = Lingering background impact  Arrowhead = Feedback or feedforward
Different sizes of letters and cycles and bold letters = denotes differences in importance/impact

Tomolo A M et al. Postgrad Med J 2009;85:530-537
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How does this intersect with
Implementation Science?

Appreciation of a

system
Deming’s concept of
“Profound Building . I:;ér:?,?
Knowledge” for knowledge chanee
Improvement °

Understanding
variation
Langley et al (2009) The
Improvement Guide, 2"d Ed
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Even “local” projects do better with theory

Key driver diagram illustrates the drivers (at right) that would lead to aim through improved
situation awareness and no unrecognized clinical deterioration.

Systematically and Reliably

Identify
Aim patients at risk
Mitigate risk
on unit
Decrease rate of
UNSAI;ICE)éra::;ers No unrecognized Improved Escalate risk
s s (::I clinical (::I Situation that is not
Sane 2 deterioration Awareness fully addressed
on inpatient by
June 99,204 Predict course
of most at-
risk patients

UNSAFE transfer is any patient transferred
from unitto ICU and within first houris:
* Intubated Learn from each
* Placed on inotropes or t
« Given 3 or more fluid boluses Svh)

Brady P W et al. Pediatrics 2013;131:298-e308
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Quality

“Why does routine care
delivery fall short of
standards we know we
can achieve?”

How can we close the
gap between what we
know can be achieved
and what occurs in
practice?”

Ogrinc & Shojana. Building knowledge,
asking questions. BMJQS 2014, 23:265-267
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Implementation Science

The constellation of
processes intended to
get an intervention into
use within an
organization

The gateway between
the decision to adopt an
intervention and routine
use of that intervention

Damschroeder et al, CFIR, Implementation
Science 2009, 4:50




Consolidated Framework
for Implementation Research

* Intervention

* Fit

* Core vs. adaptable periphery
* |nner setting
* (Quter setting

* |ndividuals

* Process of implementation (active change)

Damschroder et al. 2009. Fostering implementation of health services research findings into practice:
A consolidated framework for advancing implementation science..

ADVANCING HEALTH WORLDWIDE ™




Profound Knowledge

..............................................................................................................................................................................

Appreciation of a
system

Building A' I:ilér:?)?
knowledge Jiermee
“The context is
the intervention”

Understanding John Ovretreit

variation http://webmm.ahrg.gov/perspectiv

e.aspx?perspectivelD=110
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http://webmm.ahrq.gov/perspective.aspx?perspectiveID=110
http://webmm.ahrq.gov/perspective.aspx?perspectiveID=110

Quality Collaboratives

Vermont Oxford Network

Institute for Healthcare Improvement
Michigan Hospital Association (“Keystone”)
California Perinatal Quality Care Collaborative
California Maternal Quality Care Collaborative

Hospital Engagement Networks
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Hé CMQCC

Four Major Recommendations for
California Birth Facilities:

Improve readiness for hemorrhage by implementing
standardized protocols (general and massive).

Improve recognition of OB hemorrhage by performing
on-going objective quantification of actual blood loss
during and after all births.

Improve response to hemorrhage by performing
regular on-site multi-professional hemorrhage drills.

Improve reporting of OB hemorrhage by standardizing
definitions and coding consistently.

CMQCC: Transforming Maternity Care



Hé CMQCC

CALIFORNIA MATERNAL
CARE COLLABORATIVE

CMQCC OB Hemorrhage Collaborative

COLLABORATIVE AIMS:

Reduce the number of massive hemorrhages and the number of
major complications from massive hemorrhage, including
transfusions and hysterectomies, for all birthing women in
participating hospitals by 50% by December 31, 2011

All collaborative participants develop and implement a
multidisciplinary team response to every massive obstetric
hemorrhage by December 31, 2011

COLLABORATIVE CONTENT:

Collaborative #1: Three in-person Learning Sessions
Collaborative #2: Two in-person Learning Sessions
Monthly All-Collaborative Conference Calls

IHI Extranet Data Entry Portal

Access to Expert Panel or Strategizing, Advising, Planning

CMQCC: Transforming Maternity Care



Questions of fit an inner setting
crucial to collaboratives

* (California has about 250 hospitals that
have > 50 annual births

e Rural critical access to academic
guaternary centers

* Relatively few processes will be “one size
fits all”

* How to even reach all these facilities?

e Data collection infrastructure
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Questions of fit an inner setting
crucial to collaboratives

* Adaptability

* Degree to which intervention can be adapted, refined,
or reinvented for local needs
* Tension between consistency and flexibility
* Trialability

* Degree to which intervention can be tested on a small
scale and retracted if necessary

e (Culture

* Norms, values, and basic assumptions
* Stakeholder engagement
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The Model for Improvement; FOCUS.

What are we trying to accomplish?

v

How will we know if a change is an
improvement?

v

What change can we make that will
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Explaining Michigan

* |nstitutional isomorphism — peer pressure

* Networked professional community

* Collegial norms, social structure, horizontal support
* Also a form of social control toward cooperation

* Framing as a social problem with stories & data

* Strong vertical core with legitimate leaders &
evidence

* Varied practice changes
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Explaining Michigan

* Data as discipline

* Systematic measurement and feedback

* Every system of measurement acts on the system being
measured

* Creates/modifies norms & social pressure
* “Hard Edges”

* Process that could be determined and assessed
* Sanctions

* Community-based model strongly influenced
Success
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