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Overview

w Why quality improvement?

w How is quality defined? & Is it quality and safety or just
quality?

w Project vs organizatiowide orientation; pockets of
excellence vs transformational change

w Building Capability for Improvement: Making sense of the
various approaches to quality improvement

w System flow and point of access



Why quality improvement”




Why consider guality as a core business strategy?

w As leaders & professionals in healthcare delivery, we share a
common goal:

¢ to improve outcomes and the care experience for our
patients/clients

Traditional approaches to improving care
wSpend weeks/months planning before change is attempted
wDo full scale implementation prior to knowing whether chang
will result in improvement
wManagement engaged in planning and design; staff involve
In implementation

Frequent outcomes:
wNew solutions layered onto existing processes,
wLess than optimal results,
wSignificant resource invested,
wFrustrated staff leading to poor morale



Why consider guality as a core business strategy?

Quality improvement approaches to improving care
¢ Small tests of change with shorter periods for planning
¢ Redesign of care to ensure that waste is removed

¢ Planning, innovation & implementation by staff harvests
the creativity of staff; managers lead and support

¢ Forces staff to ask some fundamental questions:
w What steps within our processes add value?
wWhat are the root causes to the process issues we have
identified?
wWhat are we trying to accomplish?
w How will we know when a change has resulted in improvement?
w What changes can we make that will result in improvement?

Frequent outcomes:
wStreamlined process;
wNew solutions that have demonstrated value early on;
wlLess resource intensity until changes have demonstrated improv
wStaff engagement and bty




Is there a burning platform for change?

Landmark Reports:
w 2002 IOM: Crossing the Quality Chasm
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medicine. These problems occur in small and large communities ali
in all parts of the country, with approximately equal frequency. Very|
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Injuries are due teystem failures

w 2004 Baker and Norton, Canadian Adverse Events Study

¢ 7.5% of patients admitted to acute care hospitals in Canada experi¢nce
an adverse event

¢ 36.9% of these have highly preventable adverse events




Commonwealth Fund Overall Rankings Of 6
Countries For Key Indicators Of Performance

Country Rankings
1.00-2.66
2.67-4.33
4.34-6.00

New United United
Australia Canada Germany Zealand Kingdom  States

Overall Ranking (2007) 3.5 5 2 3.5 1 6
Quality Care 4 6 2.5 2.5 1 5
Right Care 5 6 3 4 2 1
Safe Care 4 5 1 3 2 6
Coordinated Care 3 6 4 2 1 5
Patient-Centered Care 3 6 2 1 4 5
Access 3 5 1 2 4 6
Efficiency 4 5 3 2 1 6
Equity 2 5 4 3 1 6
Healthy Lives 1 3 2 4.5 4.5 6
Health Expenditures per Capita, 2004 $2876* $3165 $3005* $2083 $2546 $6102

Ann Intern Med 2008;148:55-75



Other Welldocumented Facts

Yearbook of Medical Informatics: Patient Centered Systems. Stuttgart, Germany:
Schattauer Verlagsgesellschaft; 2000:66.

- It takes 17 years, on average, to transfer knowledge from clinical trials into practice.

Ekerstrom, Swedish Association for Local Authorities and Regions, 2008
- 60-80% of traditional improvement efforts fail
- Speaks to the strength of forces to preserve the status quo

- Speaks to the competencies senior leaders and others must acquire to carry ouf
transformation efforts
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Paul Batalden, Dartmouth Medical School
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Institute of Ontario Health Triple Aim
Medicine Quality Councill
Safe Safe Population Health
Effective Effective Experience of Care
Patientcentred Patientcentred Cost per Capita
Accessible Accessible
Efficient Efficient
Equitable Equitable
Integrated
Appropriately
Resourced
Focused on

Population Health




Dimensions frequently included in organizational
scorecards

Quality & safety |Organizational
Health/Staff

Financial Health |Patient/Client
Experience

And an approach to thinking abo



1. Keep me safe
2. Heal me
3. Be nice to me

...In this order
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Covers 3 of 4 Quadrants

1.Keep me safe Safety (quality & safety) Reduce variation; high reliability

2.Heal me Clinical effectiveness

(quality & safety) Improve the standard of care
3. Operational efficiency

(financial health) Reduce waste; streamline care
4. Be nice to me Patient experience Listen, engage patients, be

(Pt/client experience)  courteous




Quality and safety issues can generally be divided into
0§KNBES YIAY OF0S3I2NRASAX

w Clinical improvement
¢ Integrating evidencdvased practice into routine care

w Safety/high reliability
¢ Mitigating against/reducing harm

w Operational efficiency

¢ Removing waste from care delivery processes with the ain
of reinvesting in quality/safety



Pockets of Excellence/Project Orientation v
Organizatioawide Transformational Change
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Source: [HI

It has become painfully clear to all those working to improve quality and
safety that what is required is not quick fixes. We require complete
transformation.

Jim Reinertsen, Quality & Patient Safety,
Understanding the Role of the Board, OHA{ 200




Don Berwick, in his 2007 IHI Annual Forum address,
highlighted the work of Pawson and Tilley to illustrate
the critical importance of context for improvement in
2dz0 O2YSax

Context + New Mechanism = OQutcome
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Pawson R, Tilley NRealistic EvaluationLondon: Sage
24 Publications, Ltd.; 1997

GXUKSNBE Aa ftAGGES LRAYG 2F AY
Ad SYOSRRSR AY | 6ARSNI aeaidsSy
(N Edwards Qual Saf Health Care 2005;14.75)




Critical attributes for organizational leadership

Quality by Design 7 Leadership Leverage Points

Strcalltegi_c_a}Iignment of aims, measures Establish & oversee system level aims at highpst
and activities governance level

Quality as a core business strategy | pevelop an executable strategy & oversee it af

the highest governance level

Leadership Channel leadership attention to improvement
(includes leadership & transparency)

Meaningful measurement to support .
quality improvement Engage physicians

Engaged physicians and staff workforge3uild improvement capability

Capability for improvement Put patients & families on the improvement

team

Incentives and accountability Make the CFO a Quality Champion




Leverage Point 1:
Set specific systedevel aims and oversee their
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A Senior leadership team has developed specifi€ 2 g Y dz
g K Sy ¢ forsystéralevel measures of quality and safety.

A Board has adopted the aims and is oversedirar |
achievement using systetavel measures of progress againsi
the aim.

A Accountability for achieving the aims Is clearly establighed
0KS 021 NRQa SESOdzi A S LIS NF 7
accountabilities are cascaded down through the organizatio
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p Operationalizing a plan through a quality lens: Aligning p-
metrics, activity, and resources with strategic priorities

A

AIM & QI PROJECTS &

BIG DOT MEASURE OUTCOME MEASURES §

Measure: Time between falls
with injury

CHANGE IDEAS &
PROCESS MEASURES

Y Measure: % attending falls
prevention education
—
Measure: # of patients
with falls risk assessment

‘ Measure: % patients receiving
appropriate prophylactic antibiotics

Measure: # of
surglcal site infections

Measure: % patients w/
appropriate pre-op
hair removal




nSafety Accountabllity:
Firstws_ Error Prevention for WellStar Staff

EXPECTATIONS TECHNIQUES

. Practice peer checﬁing & coaching using
ARCC

2. Stop and resolve in the face of uncertainty

4

1. Patient, Personal and Peer
Safety

| will demonstrate a personal and
peer (200%) commitment to safet

Imely 1.Use the approved fAhandgq@ff

Communications transferring patient care responsibility

| am personally responsible for
professional, accurate, clear, and
timely verbal and written
communications.

2. Use SBAR to communicate patient concerns

3. Use Repeat-Backs and Read-Backs with 1 or
2 Clarifying Questions

4. Document legibly and accurately

3. Paying Attention to Detail

| will attend carefully to important
details.

_ SBAR = Situation, Background, Assessment,
ARCC = Ask a question, Request a Recommendation
change, voice a Concern, use Chain of -

ommand when necessary STAR = Stop, Think, Act, Review




Leverage Point 2Build an Executable Strategy to
oversee the aims, and oversee the execution at the
KAIKSau fSgSta 2F | RYAYA:

A Senior leadership team hasveloped a plato achieve aims focused on
the right drivers, with the necessasygale and pace

A Senior leadership team hassourcedthe projects necessary to achieve
the aim with effective leaders.

A Leadership team isteering and adjustingoth the strategy to achieve the
alm and its execution, based on weekly and monthly review of measure

A Middle managers can be kayhelping front line staff understand the fit
between their work at the front line and high level organizational aims.

C2NNIf | dzZiK2NRGE A& 2dzali 2y S sz
What leaders write and say, and how they allocate resources sends a powert
message throughout the organization

Reinertson and Shellekens
Great Baards. Bader & Associates Governance Consultants




Leverage Point 3:
Channel attention to systeth S @St | AYa |y

A Senior executives personally
do executive reviewsvith key | e
project teams.

A Measures of progress on eac
project, and on the overall
aims, are widely distributed
throughout the organization | inwisie /6

Waterline

What enables the “Wall”
problem solving discussions to
be so effective is not
immediately visible — but is
critical for success

supports joint
problem
solving

“Real time” data in
graphical format

and the community, even |f 5
ez2dz [ NBYy Qu LINR dz7

Clear accountabilities
and targets

measuregtransparencyy
transparency highlighted as
the Sing|e Most important /o Common objectives for the hospital

' E.g. Patient Flow / A
attribute of a safe culture 0 Patient Flow  Access
(Lucian Leape Institute & NPSF).

Executive Review of Improvement Projects:

A Leaders are given sufficient A Primer for CEOs and other Senior Leaders
: : James Reinertsen
time to work on key projects. Michael Pugh

Tom Nolan




Data transparency: Make data meaningful by removing
0KS RSY2YAYIl (2 NX

Pressure ulcer incidence rate @25/1000 client days

VS

3 new pressure ulcers last month

or
20 days since last new pressure ulcer




Building Capability for Improvement
Making sense of the various approache
guality improvemen




Core phases to any large improvement project

Begin
With:

Defined
Scope

Clearly
Articulated
Aim

Measurable
Outcomes

DIAGNOSTIC
Current Future

SOLUTION
DESIGN

TESTING MPLEMENT

ATION

State State

What is the current state?
Where are the delays?

Is there duplication in roles,
Information, processes
Where are the bottleneck?
Where appropriate, is care
standardized?

How many of the steps add
gl £ dzS FTNRY (K
perspective?

What are the root causes for
Issues identified?

What could the process look

Is there evidence of
potentially better
practice?

-In the literature?

Testing
Measuring
Tweaking
Implementing

- in other
jurisdictions?

- in Ontario?
Package of change
§°“?9'Pt_%\‘“§|$f o)
underlying chiange
ideas

like ¢ where are the gaps?

Spread and Sustainability

As applicable,
spreading &
implementing
mechanisms
for
sustainability




Current State
Summary

Pilot Site Flo Collaborative Erie St. Clair

Key Measure Baseline
Readmission 3.1%
Rate

% of ALC Days 25%

ALC ALOS 27.4
(Days)

Total ALOS 13.2
(Days)

Current State Map of
patient and information
flow



