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A Collaborative model- Breakthrough series
A Improvement methodology
A Feet for Life project
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[ Breakthrough series

Figure 2. Breakthrough Series Model H===
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Steps in an improvement project

1._ldentify a quality issue

Theory of knowledge Psychology of change - Data sources
- Team formation

6. Learn
and spread

, - Improvement by learning and - Understanding people - Project charter
- Collaboratives studying facts fo learn about and motivations - Codesign
the system to develop and = Understanding teams = Stakeholders and comms

test theories, results and
improve System of

5. Implementing profound

and sustaining knowledge 2. Understanding and

= Planning for sustainability Appreciation of diagnosing the problem

+ NHS sustainability score a system

and organisations - Patient experience

« Data sources « Run charts/

- MUSIQ + People + Common cause and - Process maps  control charts
= Sustainability scoring - Processes special cause variation = Paretocharts - Understandin
* Roles, aim and purpose, - Histograms q variation
and how relates to a whole - Fishbone . Advanced
- 5 Whys SPC
S - — - - 7 Wastes +1
= AIM statements = Coaching others statements
- PDSA = Change concepts - Reactions to change - Project
= Driver diagrams = Creativity tools scoping
- Sources of ideas = Measurement
= MFI

Understanding & implementing
change




(ﬂcmwsf'wfvzw The Ste PS to chan ge

Embed in daily Spread
operations throughout the
= system
& Test under a
w -
o variety of
= condifions Implement a ‘
£ , change éﬁ
o
= Preregursites ~ '&ﬂ
8 forch Protot
5 or change Ve a dh
5 change S

Develop a

change E—— %

L
I



Model for Improvement
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Improvement
What are we trying to
accomplish? | methodology
How will we know that a
change is an improvement?
What change can we make
that will result in improvement?
x , the
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A PRACTICAL APPROACH /0
ENHANCING ORGANIZATIONAL PERFORMANCE

GERALD LANGLEY, RONALD MOEN, KEVIN NOLAN
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Pt What are we
trying to accomplish?

AIM STATEMENT:

-Is the statement precise about what the team hopes
to achieve?

-Will you know if the changes result in improvement?

-Ist hi sabdldeor6 i n the time yo
attempting too much? Could you do more?

-Do you have the resources needed (people, time,
support?)

-Do you identify the timeline for the project - when
will you accomplish each part?
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Elements of aim

Description

For whom

*  Who -population in target

*  Where-Location

*  When-during what point in
the process

adult inpatients
in participating areas of DHB
during their inpatient stay

What (what is it about)

preventable harm from clinical
deterioration

By when (Timelines)

How much
* Baseline (not known)
* Target 15%
*  Metric used-(e.g. Percentage
Percentage, Average)
June 2019

Elements of
aim statement

Aim:

To reduce the percentage of
preventable harm from clinical
deterioration nationally by 15%
for all adult inpatients in
participating areas of district
health board by July 2019.




| Example of aim statement @{'

To reduce constipation from 17% to 5% in postoperative total joint replacement
patients in Christchurch Hospital by December 2015

To reduce the harm related to opioid use nationally by 25% in all the participating
areas of district health board hospitals by April 2016

To reduce the rate of CLAB in New Zealand ICUs towards zero (<1 per 1000 line
days by 31 March 2013)

To decrease the morbidity rate for general surgery patients undergoing elective
colorectal surgery at Vancouver General Hospital by 50% by November 2014.



http://www.google.co.nz/url?url=http://www.eltitudesg.com/&rct=j&frm=1&q=&esrc=s&sa=U&ei=thptVKrvC4XWmgWZgYGQDw&ved=0CBUQ9QEwADg8&usg=AFQjCNHoa2BakfWU_3vV3Cjevo17tb0SaQ

not all changes result in improvement

Model for Improvement

What are we trylng to
accomplish?

How do we.develop.fu_ndamental change  Tewdiveimeiaie.
that will result in improvement? || isxede ka0 knproenent?

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

(

Driver diagram
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Conceptual driver diagram

Outcome

1x

Aim or
outcome

The initial driver diagram for an improvement project might lay out the descriptive theory of
improved outcomes that can then be tested and enhanced to develop a predictive theory.
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s, Purpose of Driver diaaram

A A driver diagram is an approach to describing our theories of improvement

A Used to help organise our theories and ideas in an improvement effort

A To conceptualise an improvement area and to determine its system components
which will then create a pathway to achieve the goal

A The initial driver diagram for an improvement project might lay out the descriptive
theory of improved outcomes that can then be tested and enhanced to develop a
predictive theory.

A By improvement teams for analysis, organisation and communication of information
to help direct the improvement work

As a communication tool for explaining a change strategy

T P>

To provide the basis for a measurement framework.
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Driver Diagrams — weight loss example

Walk daily |
‘ g
irs
lift
Aim Gym work

2 stones out 3 days
lighter! - —

Squash
~ weekends

No pub

Energy In weekdays

— Take
Eat Less packed
lunch

Low fat
meals

-
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> |

A driver diagram is an approach to describing our theories of improvement. _
Theory: A description of our best understanding about why things are the way they are.
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' Reducing Opioid Related Constipation - Driver Diagram

Primary Drivers

Secondary Drivers

Tertiary Drivers

Monday, July 13, 2015



Model for Improvement

" What are we trying to
accomplish?

~ How will we know that a 4

How will we know that a -
. . ' change is an improvement?
change is an improvement T

~ that will result in improvement?

Measurement
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The three faces
of performance
Improvement

Aspect Improvement Accountability Research
Ai Improvement of care Comparison, choice, New knowledge
R reassurance, spur for

change
MethOds: Test observable No test, evaluate current Test blinded or controlled
S—— . performance
» Test Observability
- Bias Accept consistent bias Measure and adjust to Design to eliminate bias
reduce bias

- Sample Size

“Just enough” data, small

Obtain 100% of available,

“Just in case” data

sequential samples relevant data
- Flexibility of Hypothesis flexible, No hypothesis Fixed hypothesis
) changes as learning takes
Hypothesis place
. Testing Strategy Sequential tests No tests One large test
. Determining if a Run charts or Shewhart No change focus Hypothesis, statistical

change is an control charts tests (t-test, F-test, chi
i I
improvement ;q\%?u%)é

o Conﬁdentiality of Data used only by those Data available for public Research subjects’
the data involved with improvement consumption and review identities protected

Lief Solberg, Gordon Mosser and Sharon McDonald Journal on Quality Improvement vol. 23,
no. 3, (March 1997), 135-147.
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Measurement guidelines
Toanswerr A How wi |l |l we know t hat ausudlynge
requires more than one measure.
1. A balanced set of a few (threei eight) key measures.

2. Integrate measurement into the daily routine.

3. Think about balancing, process and outcome measures (be careful
about overdoing process measures).

4. Plot the data in a time series.
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=i e guality measurement journey

CAim (how good? by when?)
CConcept
CIVIeasures
COperationaI definitions
CData collection plan
CData collection

CAnaIysis
* Action

Source: R. Lloyd. Quality Health Care: A guide to developing and
using indicators. Jones and Bartlett, 2004
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LT Type of measures

Outcome measures. Outcome measures are measures of the performance of the system
under study. They relate directly to the aim of the project. Outcome measures offer evidence
that changes are actually having an impact at the system level.

Process measures. Process measures are measures of whether an activity

has been accomplished. For example, process measures could be whether inventory checks
were made or whether patients received evidence-based interventions. Process measures
are often used to determine if a PDSA cycle was carried out as planned.

Balancing measures. To achieve an improvement in some measures while

degrading performance in others is usually not acceptable. In making changes to improve
outcome and process measures, we want to be sure any related measures are maintained or
improved.




Mpeinis The quality measurement journey

CAim (how good? by when?)
CConcept
CIVIeasures
COperationaI definitions
CData collection plan
CData collection

CAnaIysis
* Action

Source: R. Lloyd. Quality Health Care: A guide to developing and
using indicators. Jones and Bartlett, 2004
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The operational
definition of a goal
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Data collection plan
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Type of | Operational

Measure - Data Source(s What Where How When Who
measure | definition
Formula, . . When will the data .
Name of measure (Outcome, Erocess, definition of words used Whatis the source ofdaia? What are we going © Area of data collection? How will the data be collected? be collected, Who willcollect the
Balancing) (GTT, Audit) collect? data?

in measure frequency?
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L guality measurement journey

CAim (how good? by when?)
CConcept
CMeasures
COperationaI definitions
CData collection plan
CData collection

CAnaIysis
* Action

Source: R. Lloyd. Quality Health Care: A guide to developing and
using indicators. Jones and Bartlett, 2004




( HEALTH QUALITY & SAFETY
COMMISSION NEW ZEALAND
Kupu Taurangi Hauora o Aotearoa




