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Maturity of Quality Journey

e Above
average
performance

* New
challenges &
stretch the
goals

e Quality as
culture

¢ Serious risks

* PSG & other
risks

* Review &
learning

e Compliance
with HA
Standards

¢ Deliver value
to patients

QA & CQl RS

e Ensure
patient safety

Risk & Input

* People &
place

*5S

Deliver Value W
High Performance D

e Suggestion &
Huddle

n1snumuLiuiiladrAgyuatn1ssusiasifutfiun AN




ANTUNIUSIAMATHARTUNYIUIA
(2aAMIHKITY)

NUNIUABNR 12

mumur‘i’unnaama‘lm

NNAYU ‘qnmi'w nnszﬁu

1 A [~ P | 1 1
SINHNDUUNN IURUIY 5219
HUIY TZHINIIVITN 521219
HUSH5/BUHUB

nnIsuYy

nﬂﬁhmau

nnAy

nnﬂQﬂNﬁhanﬂs




ANTUNIUSIAMATHARTUNYIUIA
(aaANT3HKI T

‘V]U‘VI'J‘I,M;IJ'J L8 NUNIRTURIAINAITNIIU (ﬁguﬁ 1)

(Tneishaassn) WIAOINWUFIU/ 3P (FUN 2)

Tdamsg1u HA (Fufi 3)

=7 AINSOY
NUNILNULAI .
(Ineaatasniatiiausneniiang) \Bana1sI98 by
LLamﬂﬁeluL%'ﬂuﬁ’
NUNIUIIN LaNF199991nN18aN

AL AUDLUZLNDNTITWRIU

AN1euUan




Il - 1.2 S2ULUIRITANMNLFYY andaaany UAzAWAIN
FT2UUUITHITANULRES ANtaaans LATA NN I I TINILNANTU T AN THALALUTe 8 UFaAARDIN ‘s’mﬁdﬂfliw‘”@umqmmwmi
@mejﬂwluﬁ'ﬂﬂngsm’m’ﬁ

high risk, high cost Need & expectation of patient
high volume srungalsn Evidence-base
high variation PN v Waste reduction (Lean)
High coordination ’ -1.22. @M INNIIALA N L SR,
area specific v 3 b b= Holistic, Innovation, Multidisc. team
aTA Benchmark, R2R
NITVIUNIQUS/ w”wmqmmw
Uszausnagy msgua@:ﬂ’m
4 ) 4 T QJ‘IJ'JEIVL@]%/U
mMnuatd1waung MAWA/GAOY lWnunenig AMsaLane9d
> % < U
NIPUN AITIA WawIelIa ATHNTNLLES
| 7y qﬂ 9
Outcome agand
Y Care process
TABAULIN Improvement process
Evidence > P P L3
NIIALLE Support process
U
< R ITULNH
QIR > lamawamn > Usudgersuuau
3 > NINTTANLNIU
(=]
KPI Bedside Incident
Evidence-base Complaint UR
Trigger —»o MedRec IC Competency
Blo

Drug Refer




ANTUNIUSIAMATHARTUNYIUIA
(2aAMIHKITY)

ﬂummﬁa‘mqﬂéa%‘l%mzm%mi@ua%ﬂm

Need & Experience
of Patients

N

= Evidence &
| Waste Professional
Assessment —— Investigation v Standards
Diagnosis -«
¢ | ‘ Safety
Care Plan Discharge Plan
| |
'
Care Delivery
. " . Anes/ )
Nursing  Nutrition  Medication Procedure Rehab Education

v
Re-assessment/Evaluation

!

Discharge -
|

Follow up
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mwgagtﬂmmeﬂaun (Clinical Waste)

« Unable to access, waiting

* Delayed & wrong diagnosis

« Delayed & wrong treatment

« Over-use/under-use intervention & technology

* Error & adverse event

« Communication failure

« Co-ordination failure

* Inadequate knowledge & skKill

* Role confusion

* Obsolete technique & technology (& malfunction)
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TABLE 4.4 Summary of the Eight Wastes of Healthcare

Waste Description
Unnecessary The many physical steps needed to gather equipment,
motion confirm instructions/orders, and organize the treatment
space to care for the patient.
Unnecessary Excess movement of people (patients), supplies, forms, and
transportation information throughout a facility.
Defects and Time spent doing something incorrectly, inspecting for
errors errors, or fixing errors.
Waiting Time spent waiting for the next event to occur or the next
work activity.
Inventory Any supply in excess of the absolute minimum requirements
necessary to meet customer demand.
Processing Extra effort that adds no value to the service being provided
waste from the patient/customer point of view. Can occur when
the patient is unnecessarily queried or reassessed by
multiple providers.
Overproduction Doing more than what is needed by the patient, or doing it

Unused human
potential

sooner than is required.
Any situation in which people are not utilized to the utmost
of their skills/ability to add value to processes.




Adverse events and
complications in an inpatient
setting

Table 1. Categories of Clinical Waste in the Hospital Setting

The systematic use of more
(or fewer) resources than

necessary (e.g., treatment,
setting, provider, equipment)

@

ANURTUSIIAMMHARTUNEIUIA
(asAnT3HKRI T

Inefficiencies in flow,
throughput, communication,
and coordination between
providers, and between
patients, providers, and families

+ Readmissions

* Healthcare-associated
infections

» Central line infections

= Surgical site infections

» Ventilatoracquired
pneumonias

+ Procedure-related
complications

* Adverse drug events

« Unwanted end-of-life
sernvices

* (CTscan or MRl instead of
an x-ray

« Longer than expected
length of stay (LOS)

* lUnnecessary
hospitalization

* Inappropriate use of
antibiotics

« Delayed laboratory results

* Readmissions

* Longer than expected LOS

* Bed held for admission or
transfer

» Bed held for surgical patient
or medical patient

« Artificial variability or
inappropriate scheduling due
to lack of coordination
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Needs & Experience
of Patients

Evidence &
Professional
Standard
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HIMR: Holistic
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Multidisciplinary
Review

Benchmarking
Research

Creativity & Innovation
Design & Human Factors
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Benchmarking Holistic Care

How can we get more benefits from
\ these improvement concept and tools? /
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Figure 1. Hospital Inpatient Waste ldentification Tool: The Process of Analyzing, Prioritizing, and Executing Waste

Reduction Projects

Frontline
Evaluation

Select Waste
ldentification
Tool Module

Select Ward(s)/

Unit{s) to Review

Tool Instruction

Conduct
Review(s)

Potential Waste
Identified

Engagement

Leadership
Evaluation

Implement
Waste Reduction
Projects

Determine
Strategies

Decision to
Resource

Understand
Financial Impact

Conduct
Further Analysis




ANTUNIUSIAMATHARTUNYIUIA
(amm THHITU)

ﬁlmuu‘n mwﬂaaﬂna NUNIU ﬁﬂ']’i')']\fl’i‘"‘U‘U

d [
NUNIULND ANLELS (NOWLTALAA)
e 4 v A (¥ W
SUS aUuANIIOL (WAILNALAR) : §ILNG IALIWTIN

LLAINIY &l’]@liﬁ’]%@hﬂ ‘)

N132aniluy : Human Factors Engineering

= o AMNEINT LATUNTUR AWK : Near miss
Uasnu alumsunily P ;

Non- technical skill training & design

I19938UU

tlnauss v N19219352UY

o MILATURUANIZNIT
ILNTI S SN
nsrawIgn1stani

Qs 1 y Y
AILHUN FERINNUANLALINATK
MBS ITNAMNUFaaANY

A5199RUSIIN

¢)



ANTURSUSD IANLATHANTUWYIUIA

About Human Error

As Humans, We Work in 3 Modes

Skill-Based Performance
“Auto-Pilot Mode”

Rule-Based Performance
“f-Then Response Mode™

Knowledge-Based Performance
“Figuring It Out Mode™

“OHPI Sioe 28
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About Human Error

96 Client Hospitals — Aggregate Baseline CCA
Human Error Type

Human Error Type:

— (2
274

100%

75% + 70%
ﬁ/ <
50% 47
25% + 13%
0% , I @ -
> > >
.D@G .be@ o L=
& & o
< ‘.‘\ab =N
+°
N = 2088  EE=1% (80% CF)
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About Human Error

Causal Factors of Inappropriate Acts

System & Management | Culture (8 modes)

Policy & Protocol (4 modes

)

= : : Process (5 modes)

B e L T B emnn Technology &
ﬁﬁZZZZZZﬁﬁﬁﬁﬁ(-zs').ﬁﬁﬁﬁﬁZZZﬁﬁﬁﬁEh‘fifOﬂmE"thOdes)
=] = . . ( Ccompetency (3 modes)

EaSESngs Ind“}']dua[ | Consciousness (6 modes)

CHP

Action
OHPI © 2006 Healthcare Performance Improvement, LLC. ALL RIGHTS RESERWVED.

OHPI
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About Human Error

96 Client Hospitals — Aggregate Baseline CCA
Individual & System Failure Modes

Individual Failure Modes (IFM) System Failure Modes (SFM)
Competency 23% Structure 12%
Consciousness 12% Culture 54%
Communication 10% Policy & Protocol 11%
Critical Thinking 22% Processes 18%
Compliance 33% Technology/Envir. 5%

N 2934 M 3824

EE 1% (80% CF} EE 1% (80% CF)

Based on ability to code and event information available

OHPI

v Individual Failure Mode (20)
v System Failure Mode (26)

Slide 31
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Table 1. Principles of Reliability Science Applied to Planned Care

Principles of Reliability Science Planned Care Concepts Based on These Principles
Prevent failure * The care team follows evidence-based guidelines for preventive
(by standardizing care) care (e.g., tlu shots, mammeograms, cancer screening).

= Parients receive evidence-based care for chronic conditions such

as asthma, diabetes, congestive heart failure, and depression.

Identity failures (defects) and * The medical assistant takes vital signs and screens every patient
mitigate harm caused by failures for depression and pain at intake.

* The clinical information system (CIS) prompts the clinician to
complete standard treatments during a visit, based on the patient’s
age, sex, and diagnoses.

* The nurse queries the CIS to find patients with diabetes who
have not had their blood sugar checked in over six months and
contacts them for tollow-up.

* The care team huddles daily atr 2:00 PM to plan for the care of
patients coming into the office that day or the next morning.

* Care plans and action plans are developed with the patient and
then shared, in writing, with all providers and caregivers.

* Visits are planned at regular intervals, and a nurse calls the

patient one weel before the visit to plan lab tests in advance.

Redesign the process based * The care team reviews outcomes for patients as a group and
on the failures identified identifies which components of care are missed frequently for

those patients with poor outcomes. Visits are redesigned to

ensure 100 percent complianca.
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Process
Improvement

Plan/Design -> Do
nunvagnels
wilusaesinsn wluuiaazls vilanusals

Purpose Process Performance

Study/Learn

vead M o M Onito r
sz lvnsuldagnals Train Action
Act/Tmprove
Trace
DALI

Design (PDSA) Learning

Improve




* What is barrier management?

* How can I use it?
* Does it help?

E.g. escape, evacuation

Reduce the harm when errors or adverse
M Itlgate events are not prevented or detected
E.q. drainage, fire protection
Make errors visible when they occur

E.g. fire & gas detection

prevent
E.g. design, maintenance, procedures, competence

DNV:GL



ANTURIUTDIAMMTHANTUNEIUIA
(2aAMIHKITY)

Ro—
'.

o‘w

-

..U'o,
"o.. \ ...w

. Wl- ‘v Olw LR COnSequence

..QU. - .W'o‘.

[ POERUIV I SEnawd PRy -.ms-
Integrated Management System

Consagu en e




ANTUNIUSIAMATHARTUNYIUIA
(aaANT3HKI T

1Svsenuanunnmie DALL...Cycle Learning and

Improvement

Rapid cycling of PDSA
identify the study

Know the Users
Deliverables: User Profiles

Know the Processes
Deliverablos: Workflow Analysis
End Result:
System and Process

Rap'd Response Know the systems Eficioncy

MO u nta in Deliverables: Usability Engineering Reports
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DALI & Risk

Mindfulness
(RONLEZ)

Evidence: SIMPLE PSG
Risk: potential serious AE

. past AE : | .
- process analysis D€SIgN Wa3t9€}>ﬁ'de“e Learning

Safety Monitor
Trace
AE Review
Improve

- Reported AE
- Trigger Tool
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Mindfulness
Daily Huddle

Action
x Go & See (Trace)

P E> DeSIQn (PDSA) Learnmg Review
Need:fsi;alit)i(::gence & ﬂ Patlent EXpel'Ien Ce
ilaats "smame | HEE  IMprove
Lean
Safety Creative
Visual Management
User Centered Design C))




DALI with Explicit Knowledge
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or Specific Targets
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Monitor

A

A 4

AIIEH GAP 229n15UHUR
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KIDNTARUR priorities

Trace
DALI

Design  ppsay  Learning

Improve
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L2 triage system, performance management system
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DALI with Tacit Knowledge o

Action
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(tacit knowledge)

Design  ppss)  Learning
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DALI with Quality Assurance
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Process Application
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Designing for Safety

Reduce complexity

Optimized information processing

Automated wisely
Used constraints

Limited the unwanted side effects of

change

Thomas W. Nolan




