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““To create a true culture of safety
and reliability, we need to
engage everyone, and it can only
be driven when we have strong
alionment. Everyone can play a
role 1n safety.”

Gary Yates, M.D.




Learning Objectives

Identifying and assessing key stakeholders

Conducting a root-cause analysis using process maps, cause

and effect diagram and observation/data collection

Implementing a PDSA cycle for test of change
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Model for Improvement

= What are we trying to accomplish?

= How will we know that change is an improvement?

= What change can we make that will result in improvement?

Assess

*Baseline data
*Fishbone
*Process map
*Customer voice
*Data collection
plan

Develop/
Identify Change

Implement/Control

-Standardize *Training

and simplify *Policy & procedures

*Apply evidence- *Feedback loops

based practices *Error proofing
*Control charts
Spread plan
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Stakeholders: Basic Team Roles




Stakeholders: The Voice of the Customer

The VOC is the stated and unstated needs of our customers.

Customer: The end recipient of our work.

Customers may be internal. Customers may be

(Our colleagues) external. (Our members)

Customers define value from their perspective, not ours.
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Ditferent Ways ot Gathering the VOC

Weakest Strongest
PO T T
Assume Interview Watch Collaborate
9 Survey y
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Customer Experiences and
Needs

Process Design




Stakeholder Analysis: Flu Shot Example

Example of Case of Flu: Fu shots are an important intervention when trying
to reduce the severity and persistence of a contagions illness, especially elderly patients
with comorbid conditions. We miiss opportunities to remind patients to get flu shots
during routine clinical visits resulting in 30% miissed flu shots annually. This likely
results in an increase hospitalizations during flu season costing patient lives and health
care billions of dollars annnally.

Who are the key stakeholders? What do they want /need?

Patients

“There is a lot of mis-information about effectiveness of flu shot. I don't know why
it 15 important for me to get a flu shot annually.”

Medical Assistants

“Sometimes I notice that a patient is due for a flu shot; however, I am unclear if it
my job to remind the patient or the provider, so I am inconsistent in my reminders.”

Providers

s a new physician, 1 have so many things to remember that 1 forget to remind my
patients to get their flu shot.”




Tools for Assessing the Issue

Process Maps
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Barriers to Achieving Mobilization Performance Targets for ERAS
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Assessment Tool: Process Map

A process map is a visual representation of a system or process.
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Simple Process Map with Waste identified: Basic Pneumonia
Ambulation

Step 2 RN Step 4 Patient
Step 1 MD reviews orders Step 3 Nurse is ;mbulated Step 5 Nurse
orders and ambulates _ documents
ambulation acknowledges patient 3;333]’61‘:”2' ambulation
in computer 9

Nurse

does not

MD does
Nurse does ambulate Patient not Nurse
does not

not order i
ambulation not patient ambulated
acknowledge 3x day document
order
Patient
refuses to

ambulate
Nurse

MD orders Nurse unable documents
incorrectly to incorrectly
acknowledge Patient |
order for long unable to
time ambulate




Assessment Tool: Cause and Effect (Fishbone) Diagram
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Focuses the team on the root cause
of the problem - not its symptoms

Problem or




Assessment Tool: Observations

Observation: The action or process
of observing something or someone
carefully in order to gain information.

As a supplement to other analysis,
directly observing helps convey how
the process really occurs.
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Model for Improvement

= What are we trying to accomplish?

= How will we know that change is an improvement?

= What change can we make that will result in improvement?

Assess

*Baseline data
*Fishbone
*Process map
*Customer voice
*Data collection
plan

Develop/
Identify Change

Implement/Control

-Standardize *Training

and simplify *Policy & procedures

*Apply evidence- *Feedback loops

based practices *Error proofing
*Control charts
Spread plan
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The Plan-Do-Study-Act (PDSA) Cycle

Act Plan

* Should we adopt + Define objective
it, adapt it, or * Plan it (who, what,
abandon it? where, when)
 Plan for data
collection

Study Do

* Analyze data « Carry out the plan

« Compare results to * Document
predictions observations

« Summarize what « Record data
was learned
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Prioritize your improvements with a “Pick Chart”

Create a flyer with information to be handed out
one month before flu season begins

Update the workflow and train MAs on new
process

o
o
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o
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Set automatic reminder to check flu vaccine at
every visit

High
Impact,
Difficult

Low
Impact,
Easy

Low
Degree of Difficulty to Implement




Take Away Points

Involving key stakeholders in all aspects of the project is essential in
moving the QI initiative forward

Solving a QI problem requires getting to the root cause

Using tools such as VOC, fishbone diagram and process maps are
useful in root-cause analysis

Choose small interventions to test through Plan-Do-Study-Act cycles

Track outcome measures to ensure interventions are leading to an
Improvement
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