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Ramon: What is quality?

A modern definition of quality derives from Juran's "fitness for intended use."  This definition basically says that quality is "meeting or exceeding customer expectations." 
 Deming states that the customer's definition of quality is the only one that matters   Excellence!

Characteristics: :Performance, Features,  Reliability, Predictability Durability Esthetics Perception 
http://www.qualitydigest.com/html/qualitydef.html  has a long list of various attributes

Value=Benefits/Price
Error-free, value-added care and service that meets and/or exceeds both the needs and legitimate expectations of those served as well as those within the Medical Center.  
Quality Improvement
· Team  We will just touch
· Theory- What is the background   We use Deming
· Systematic Process

· Quantitative Measurements.  Team 
· The “Hidden Curriculum”

· Paradigm (culture) shift must transform the practice from “I” to “we.”

· Patient-Centered Medical Home

· Recommended reading:
· Video http://www.chcf.org/publications/2009/06/video-on-team-meetings-in-a-clinical-environment   Excellent for teams to listen to! 
· California Healthcare Foundation http://www.chcf.org/   
· Building Teams in Primary Care: Lessons Learned 

· Building Teams in Primary Care: 15 Case Studies
· Doctor/Nurse Team webinar http://www.chcf.org/events/2010/cin-webinar-08-26-2010 

· High Functioning Primary Care http://www.chcf.org/publications/2012/04/building-blocks-primary-care 
· The Five Dysfunctions of a Team: A Leadership Fable by Patrick Lencioni
· Team Care http://www.teamcarehealth.org/Home.aspx 

[image: image33.wmf]http://books.google.com/books?id=iC-NUBtuGeQC&printsec=frontcover&dq=five+dysfunctions+of+a+team&hl=en#v=onepage&q=five%20dysfunctions%20of%20a%20team&f=false   first 57 pages 
John Opening Exercise for Basic Team Building
(Psychology)

Please take time to circle the characteristics that apply to you. There are no wrong answers and you will not share these findings

Circle All That Apply
	•  Critical

•  Indecisive

•  Stuffy

•  Picky

•  Moralistic
	Industrious

Persistent

Serious
Expecting

Orderly
	•  Pushy

•  Severe

•  Tough

•  Dominating

•  Harsh
	Strong Willed

Independent

Practical

Decisive

Efficient


	•  Conforming

•  Unsure

•  Ingratiating

•  Dependent

•  Awkward
	Supportive
Respectful

Willing

Dependable

Agreeable
	•  Manipulating
•  Excitable

•  Undisciplined

•  Reacting

•  Egotistical
	Ambitious
Stimulating

Enthusiastic

Dramatic

Friendly


Change Personalities

CONTROL

	
	Analytical

Thinking

Past


	Driver

Action

Present


	

	ASK
	
	
	TELL

	
	Amiable
Relationship

Empathetic


	Expressive
Intuition

Future


	


EMOTE
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	Versatility with Drivers


	Do
	Don’t

	•  Be clear, brief, and to the point

•  Stick to business

•  Come prepared with all the

    requirements, objectives

•  Present the facts logically

   ---plan for efficiency

•  Ask specific questions

•  Provide choices

•  Provide facts & figures about 

   probability for success

•  If you disagree, take issue with the 

   facts not the person

•  If you agree, support the results & 

   the person

•  Persuade by referring to results

•  Leave
	•  Ramble or waste time

•  Try to build personal relationship

•  Forget or lose things

•  Leave loopholes or cloudy issues

•  Ask rhetorical questions

•  Come with a ready-made decisions

•  Speculate wildly or offer 
   guarantees

•  If you disagree, don’t let it reflect 
   on them personally

•  If you agree, don’t say “I’m with 
    you.”

•  Don’t try to convince by personal 
    means

•  Don’t direct or order


	Versatility with Expressives



	Do
	Don’t

	•  Support their dreams
•  Be stimulating

•  Leave time for relating/socializing

•  Don’t deal with details

•  Ask their opinions

•  Provide ideas for action

•  Provide testimonials

•  Offer incentives
	•  Don’t legislate
•  Don’t kid around too much

•  Don’t be curt, cold or tight-lipped

•  Don’t do facts first

•  Don’t leave things hanging in the 
    air

•  Don’t be impersonal or judgmental

•  Don’t talk down to them

•  Don’t be dogmatic
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	Versatility with Amiables



	Do
	Don’t

	•  Start with personal comment

•  Show sincere interest in them

•  Draw out personal goals

•  Present your case softly

•  Ask “how” questions

•  Be casual & informal

•  Define individual contributions

•  Provide assurances & guarantees
	•  Don’t rush into business
•  Don’t stick to business

•  Don’t be domineering or 

   demanding

•  Don’t debate about facts & figures

•  Don’t manipulate or bully them

•  Don’t patronize or demean them

•  Don’t be abrupt or rapid

•  Don’t be vague

•  Don’t offer guarantees you can’t 

   Deliver


	Versatility with Analyticals



	Do
	Don’t

	•  Prepare in advance & be accurate
•  Approach them directly

•  Support their thoughtful approach

•  Take your time but be persistent

•  Draw up a step-by-step timetable

•  Give them time to think

•  Provide practical evidence
	•  Don’t be disorganized
•  Don’t be giddy or casual

•  Don’t rush decisions

•  Don’t be vague

•  Don’t waste time

•  Don’t provide personal incentives

•  Don’t threaten, cajole, coax or 
   whine

•  Don’t use testimonials

•  Don’t use opinions as evidence

•  Don’t use gimmicks
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SEVEN HARD TRUTHS ABOUT CHANGE

· People will feel awkward

· People will think first about what they must give up

· People will feel alone

· People can handle only so much change

· People are at different readiness levels for change

· People will feel they don’t have enough resources

· People If you take the pressure off, people will revert back to old behaviors
This is an excellent way of having people on a team learn 
about each other
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Team Concepts

Understanding of how people react to new ideas


[image: image1.emf]Describe this Wheelbarrow
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Explanations of Responding to a stimulus that is new

Reptilian Brain                                         Neocortex Brain

Quick                                                        Slow

Reactive                                                    Reflection

Negative                                                    Thoughtful

Environment Positive/Negative ratio
Rules for new ideas

What is Good about this idea today?   Positive aspects first
What Potential does this idea have for tomorrow? 

How can we address Concerns in ways that promote success?
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3x5 cards to our participants

Paperboy Rule
1. 10% of  people are jerks 100% of the time

2. 90% of people are jerks 10% of the time 

3. Make sure you are in the second group

Jerkiness is acknowledged

Setting up Teams- The Team Handbook has Chapter 2

http://books.google.com/books?id=ZCW8b3uai04C&printsec=frontcover&dq=Team+handbook&hl=en#v=onepage&q=Team%20handbook&f=false 
Ongoing Teams-Relationship

Other Teams on the Fly Pick Up Game
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HANDOFF CHECKLIST

OReason for Admission/Diagnoses
QOPertinent Chronic Medical Issues
OToday’s Active/Worsening Issues
OMedications/Medication Changes
QPertinent Physical Exam/Vital Sign/Labs
QDrips/Lines/Tubes
OVentilation (02, NIV, MV)
QOProcedures Performed/Scheduled
QOFollow up/What to Do:
QOConsulting Services
OLab
ORadiology
Owhat if:
OFever
Qinsomnia
ONausea/Vomiting
QDiet (if NPO for procedure, goal diet)
OConstipation/Diarrhea
OHypotension
OAnxiety
OMental status change/confusion
QOPain
QOCode Status
QOPOA/Family Contact
OPotential Issues/Problems/Calls
ORecommended Action





Ramon
PROFOUND KNOWLEDGE
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http://haris.tech.officelive.com/Documents/system%20of%20profound%20knowledge.pd f

Rules of the road


The most important things in the system you can not predict or measure


Lack of knowledge-Millions of dollars spent on systems that do not work Reorganizations ¼ success after 4 years


Made up of four elements shown above that interact
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There Are No Substitutes for Knowledge
· Once the individual understands the system of profound knowledge, they will apply its principles in every kind of relationship with other people. They will have a basis for judgment of their own decisions and for transformation of the organizations that they belong to. The individual, once transformed, will: 

· Set an example 

· Be a good listener, but will not compromise 

· Continually teach other people 

· Help people to pull away from their current practice and beliefs and move into the new philosophy without a feeling of guilt about the past 
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SYSTEMS

John   DEMONSTRATION

Ramon
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A SYSTEM

· Has an aim

· Is made up of processes to reach the aim

· Common sense does not work well inside the system (systems become complex because of common sense in trying to optimize one part)

· Boundaries

· Can people give up part of their process and take a loss so the whole system will benefit?

· Management is in charge of the system

In approaching a system, the first question to ask is what is the aim?  The second is to ask is how will we measure it over time?

What is the aim of your medical school?  What is the aim of your block?  What is the aim of your course? What is the aim of your work with students?  What is the aim of your residency? Department Is it really the aim you want?

You have guidelines from ACGE

http://www.nejm.org/doi/full/10.1056/NEJMsr1200117  

Competency in

1. Professionalism

2. Interpersonal and Communication 

3. Practiced based learning and Improvement

4. System based Practice Improvement

Nice list and number 3 and 4 are what we are chatting about
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However a job center looked at their system and said that people were waiting too long. So the intervened and what took 6 hours was now showing no waiting.  What was the impact on the job seekers satisfaction???
Don Berwick has a wonderful book Escape the Fire.  He asks the patients what they want. He states
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Aim: (overall goal you wish to achieve)

Every goal will require multiple smaller tests of change

Describe your first (or next) test of change: Person When to | Where to
responsible | be done | be done
Plan
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&
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out
Do Describe what actually happened when you ran the test

Study  Describe the measured results and how they compared to the predictions

Act Describe what modifications to the plan will be made for the next cycle from what you learned

Institute for Healtheare Improvement



Aim of Patients for Their Care Givers

Focus on Suffering

Build and use Knowledge

We want you to Cooperate


So I do not wait


So you tell me things right away


So that you all speak in one voice so I get one answer

We want to live longer and have well being

We want to die less lonely and less afraid

We want you to listen to us because we might know some things    you do not know which will help us

We only want you do things once
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John Variation


[image: image3]
Data Collection

Level 1: Fix the Output – promptly correct problems that appear in existing

output or that occur during the delivery of a service.
Level 2: Fix the process - change the process that allowed the problem to occur;

develop ways to prevent its recurrence
Level 3: Fix the System - change the system that allowed the faulty process

(that led to the faulty product or service) to operate with these flaws.
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How much time do you spend on each?

The event-watering can

[image: image4.jpg]



Pros: Emotional  energy  Something goes wrong and it changes you to want to do something else

          Brainstorming 
          Focus groups

          Benchmarking

  Cons Tampering with the system.  People might ask for a faster horse when you are wondering about a car Common Sense   Pleural of antidote is not data 
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The Point in One aspect of time
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Pro It is research We control factors take a sample do a variable and repeat (Enumerative Statistics) 
Pilot projects

Con It does not applicable to systems and prediction

Efficaciousness 

Before and after
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Variables Impacting Interventions in a System

1. People

2. Machines

3. Methods

4. Materials

5. Measuring

6. Environment

7. Money

8. Maintenance
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Pro Looks at variation in process or system Measures in time and is predictive (Analytical Statistiscs (What happens in the future)
Con Need to make sure measuring the right things and not scraping burnt toast


The Red Bead Experiment (Ramon and John)
Let us demonstrate some concepts by doing The Red Bead Experiment

Reduce variation is number one task in improving quality
Variation in the process

Variation in the perceptions of processes
“We see what we believe we do not believe what we see”.


LESSONS FROM RED BEADS

Variation is present in all processes

Workers are in a system they can not control

Some workers will be above average and some will be below

Rankings will vary

Deming 94% of variation is related to the system

Management controls the system

Goals without knowledge will not work

Rewards and Punishments?


Ramon CONTROL CHART

Control Chart: A statistical tool to see if a process is in control
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HOW TO MAKE A CONTROL CHART

http://asq.org/learn-about-quality/data-collection-analysis-tools/overview/control-chart.html  This is the easiest way with no cost!  It tells you to use excel and then click on the template. 


Variable- Measured




X= average




R= range




M=moving average


 Attributed



 P chart   Percentage defective Examples yes/no no shows
                      C chart  Counted defective items

                      U chart  Averages defects from samples 


G chart rare events

Q/I Macros is a product that will do the figuring for you http://www.qimacros.com/free-excel-tips/choosing-control-charts.html  C= chart has only one column of data  P and U utilize two columns (At the end of the booklet we have some demonstrations of how this works)

Ramon COMMON CAUSE AND SPECIAL CAUSES

Common Cause: Variation that is inherent in the process.  It is noise

Special Cause: A signal the process has changed for the better or the worst. 

Mistake 1: to react to an outcome as if it were from a special cause, when actually it

came from common causes of variation.
Mistake 2: to treat an outcome as if it were from common causes of variation, when actually it came from a special cause.
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John Examples of control charts
Diabetes Control Chart     Team A  May to February data 
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This is our corridors diabetes control chart for diabetes care green zone ending in February

We range from 44 to 49%   (Percentage is a lousy way of plotting but it is what we have without denominators)

As you look at the lines we can learn a few things

Our average control rate was 47%  with a downward slope the last 7 months

We had one special cause on the upside (Went over 49% and hit three lines above average

We have had a special cause on the downside the past three months (two lines below and hitting three lines below.  

We can predict that our next numbers will most likely be between 43-45% without intervention It may be even lower… 

Our special cause to the downside is losing diabetic care managers 

The process intervention we will try to do is have patients in our team who have overdue or tests due in April called or messaged by someone who knows them.

Blood Pressure Control among diabetics   When was Blood Pressure Tru introduced  A new

Standard for target BP?
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Availability
Access of patients was the number one discussion item at Family Medicine meetings? The department was having access alerts frequently. Also, patients were being squeezed into slots. These were often very sick patient who had been seen in the ER or dismissed from the hospital. Also, complex patients were placed on other providers or even nurse practitioner schedules.  As I previously discussed, a control chart was set up.

Improving Availability  The aim is so you are sick you will see your doctor that day 
Explored with a team  How many slots do we have?  Demming stated there is no meaning to anything”

Sames to be left open for acutes


Could be filled the day before  (All date previous had just looked at sames that day


Could be filled by doctors


Could be filled by bleeding hearts


Plot the dots….   Every five office days had a spike



Access of patients was the number one discussion item at Family Medicine meetings? The department was having access alerts frequently. Also, patients were being squeezed into slots. These were often very sick patient who had been seen in the ER or dismissed from the hospital. Also, complex patients were placed on other providers or even nurse practitioner schedules.  As I previously discussed, a control chart was set up.

How would you look at this and propose a solution?

See Powerpoint Presentation-

The Funnel Experiment
Common Sense makes thing get worst and what starts out great deteriorates with time


KNOWLEDGE

Deming’s Model 

[image: image12.png]Organisation as a System

Stage 0:
Generation of
/ Ideas
Consumer
Suppliers of %ﬂ < research
materials and € _cdesin
equipment / Tedesin Consumers
Receipt and
A Receitand " 7
= testot Distribution ' =7
S\ materials >
B—3 Production, assembly, inspection A ¥

> > > > >

“ / hi
Tests of processes, —>
machines, methods x\

costs

\

o




Where is the evaluation of people in the system?

Change this diagram to reflect your school clinic etc
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Knowledge is prediction and theory

Workflow diagramming (free) http://www.gliffy.com/uses/flowchart-software/ 


Ramon Model for Improvement
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    What are we trying to accomplish?



A clear aim

     How will we know that a change is an improvement?



Control chart

       What changes can we make that will result in improvement?


Process



System
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Plan – We identify our purpose and goal. We formulate our theory. We define

how we will measure success. We plan our activities.

 Do – We execute our plan on a small scale, undertaking the activities,

introducing the interventions, applying our best knowledge to knowledge to the

pursuit of our desired purpose and goals.

Study – We monitor the outcomes, testing the validity of our theory and plan. We

study the results for signs of progress or unexpected outcomes. We look for new

lessons to learn and problems to solve.

Act – We integrate the lessons learned from our study. We reformulate our

theory. We adjust our methods. We identify what more we need to learn.

Supplement Aim or charter   Everyone is on the same page  (TEAMHANDBOOK III excellent)

Systematic Process

First:




Then:
· Form team 

· Set aims 

· Establish measures 

· Select changes


It is easy to forget that this is a CYCLE.


[image: image16]
It is easy to forget that work is not being done in a bubble.
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Monitor Your Progress


[image: image18]

Where can we apply the principles we have been discussing?

At the end of the discussion is a workbook from Dartmouth to demonstrate data collection methods in outpatient settings (The web site also has workbooks for several other places) It is an excellent starting point

Choose Wisely  http://choosingwisely.org/?page_id=13 
The AAFP has chosen these areas to decrease cost…. Perfect for Q/A

 Don’t do imaging for low back pain within the first six weeks, unless red flags are present. 
Red flags include, but are not limited to, severe or progressive neurological deficits or when serious underlying conditions such as osteomyelitis are suspected. Imaging of the lower spine before six weeks does not improve outcomes, but does increase costs. Low back pain is the fifth most common reason for all physician visits. 

Don’t routinely prescribe antibiotics for acute mild-to-moderate sinusitis unless symptoms last for seven or more days, or symptoms worsen after initial clinical improvement. 
Symptoms must include discolored nasal secretions and facial or dental tenderness when touched. Most sinusitis in the ambulatory setting is due to a viral infection that will resolve on its own. Despite consistent recommendations to the contrary, antibiotics are prescribed in more than 80 percent of outpatient visits for acute sinusitis. Sinusitis accounts for 16 million office visits and $5.8 billion in annual health care costs. 

Don’t use dual-energy x-ray absorptiometry (DEXA) screening for osteoporosis in women younger than 65 or men younger than 70 with no risk factors. 
DEXA is not cost effective in younger, low-risk patients, but is cost effective in older patients. 

Don’t order annual electrocardiograms (EKGs) or any other cardiac screening for low-risk patients without symptoms. 
There is little evidence that detection of coronary artery stenosis in asymptomatic patients at low risk for coronary heart disease improves health outcomes. False-positive tests are likely to lead to harm through unnecessary invasive procedures, over-treatment and misdiagnosis. Potential harms of this routine annual screening exceed the potential benefit. 

Don’t perform Pap smears on women younger than 21 or who have had a hysterectomy for non-cancer disease. 
Most observed abnormalities in adolescents regress spontaneously, therefore Pap smears for this age group can lead to unnecessary anxiety, additional testing and cost. Pap smears are not helpful in women after hysterectomy (for non-cancer disease) and there is little evidence for improved outcomes.
-Inpatient/Outpatient Flow

-Readmissions

-Patient/Service Handover

-Discharge/Care-Transition Planning

-Management of Chronic Disease

-Diabetes quality indicators

-Asthma action plan/plan of care
-Monitoring chronic kidney disease, blood pressure, etc.

-Description of current/baseline functional status

-Cognition

-Patient adherence

-Hand-washing

-Inpatient caloric intake

-appropriate antibiotic treatment

-Wait times

-Appointment cancellations

-Appointment sequence

-Depression

-Medication Reconciliation/Discrepencies/Error

-DNR status/End of Life planning

-Smoking Cessation

-Understanding of social support

-Attendance of follow-up appointments

-Recognizing worsening clinical status

-Discharge plan communication

-Blood draws (#)
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Process Analysis

· Length of stay

· Waiting room wait time

· Ordering lab tests

· Medication ordering

· Follow-up appointment scheduling

· Access to primary care provider

· Patient admission/discharge


Problems with Processes

· Mistakes

· Defects

· Delays

· Inefficiencies

· Variation
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Quantitative Measurement

· You cannot improve what you cannot measure.
· Data collection is easy

· Must be made part of one’s daily process
Variation 

· Admissions
· Readmissions
[image: image23.png]Number of Admissions 1/1/2012 to 3/31/2012

Numberof Admissions

13 5 7 9 111315171921 23 25 27 29 31 33 35 37 39 41 43 45 47 49 51 53 ¥ 59 61 63 65 67 69 71 73 75 77 79 81 83 85 87 89 91

Days






[image: image24.png]Number of Admissions 1/1/2012 to 3/31/2012

Numberof Admissions

13 5 7 9111315171921 23 2527 29 31 33 35 37 39 41 43 45 47 49 51 53 55 57 59 61 63 65 67 69 71 73 75 77 79 81 83 85 87 89 91

Days






Readmission Data Collection Project

· Age

· Sex

· Initial Diagnosis

· # days since initial discharge (<30)

· Previous service (FM or HOSP)

· Attending at time of discharge

· Discharge destination

· Attendance of Hospital Follow up

· Readmission Diagnosis

· # days in hospital
· Compare to non-readmitted patients

· Focus on the importance of continuity of care in light of hospital follow up appointments

· Determine who are patients at-risk for readmission

Sources for Knowledge

1. http://www.acgme.org/acwebsite/navpages/commonpr_documents/IVA5c_Educational Program_ACGMECompetencies_PBLI_Explanation.pdf 
2. http://www.acgme.org/acWebsite/downloads/RRC_progReq/120pr07012007.pdf    

3. Yarnall KSH, Pollak KI, Ostbye T, Krause KM, Michener JL. Primary care: is there enough time for prevention? Am J Public Health 2003;93:635–41.
4. Bodenheimer, T.Building Teams in Primary Care. Californic Healthcare Foundation. 2007.
PSYCHOLOGY

Eliza Doolittle in Shaw’s Pygmalion explains that “the difference

between a lady and a flower girl is not how she behaves, but in how she is treated.”
Home work for the 14 points http://www.endsoftheearth.com/Deming14Pts.htm 

DEMING'S FOURTEEN PRINCIPLES OF MANAGEMENT 
1. Create constancy of purpose towards improvement of product and service, with the aim to become competitive, stay in business, and to provide jobs. 
The stress here is on "constancy of purpose." Organizations that are not constant will flip-flop from management fad to management fad. They will wobble between worrying about quality and shift over to worrying about costs and then back again. Without constancy of purpose, people won't take chances because they will be afraid the rules will change again next year. 

QUESTIONS: 

#1. What is meant by "constancy of purpose towards improvement?" 

#2. What are examples where constancy of purpose did not exist in the past? 

#3. What are examples where improvement was not sought, but rather cost reductions were instead pushed? 


#4. What will be different if "constancy of purpose toward improvement" becomes a fact of life? 


#5. Can this be done if the number one goal is to maximize profits for the year? 


#6. How could profits be increased for this year that would cause service quality to decline rather than improve? 
2. Adopt the new philosophy. We are in a new economic age. Western management must awaken to the challenge, must learn their responsibilities, and take on leadership for change. 
Adopting a philosophy doesn't mean it is simply given lip service. It means incorporating it into an organization's life. There will be natural resistance to changes brought on by TQM that requires management to be more than "fair weather" believers. 

Management itself only constitutes a small portion of any organization. Adoption of the philosophy will also require a wholesale acceptance by workers as well. 


QUESTIONS: 


#1. What does it mean to "adopt" something? 


#2. What does it mean to be a "fair weather believer?" 


#3. Can an organization adopt the new philosophy without everyone in the organization adopting it? 

3. Cease dependence on inspection to achieve quality. Eliminate the need for inspection on a mass basis by creating quality into the product in the first place. 
For manufacturers, inspection is clear. It takes place at the end of the process and is used to insure that a faulty product isn't shipped to a customer. The only reason that inspection takes place is that enough defects have been discovered in the past so that processes can't be trusted. 


For service workers, inspection is more subtle. It includes a shipper inspecting a final order to make sure the order was filled properly. It includes a physician inspecting the orders of a nurse practitioner. It includes a clerk making sure an applicant has filled out a form properly. 


For educators, inspection is the Final Exam. At the end of the semester, it is too late to help the student. The only purpose for the Final is to decide which students are to be "rejects." 


In all these cases, inspection is used because experience has indicated a high error rate for the underlying processes. If the error rate is reduced sufficiently, it will no longer be necessary to inspect every action. 


Unfortunately, when error rates or quality deteriorates, the first impulse of traditionally trained workers and management is to spend more time checking for errors instead of attempting to improve the underlying processes: "We need to do a better job of catching these errors!!" versus, "We need to figure out a means of reducing the number of errors in the first place." 


Armand Feigenbaum coined the term: "The hidden plant" to describe that part of overall work efforts that consist of hunting for mistakes, audits, rework, duplication of efforts, and the performance of unneeded tasks. For the typical American organization, this is about 25% to 40% of all efforts. This is the "buried treasure" that Deming is addressing in this point. 


QUESTIONS: 


#1. What are examples of inspection (checking for mistakes?) 


#2. Are there examples where inspection almost always finds mistakes? 


#3. Are there cases where several people inspect the same thing? In other words, do inspectors inspect other inspectors? 


#4. In order to cease dependence on inspection, what must happen to the overall level of errors? 


#5. What are examples of the "hidden office" in an organization? 

4. End the practice of awarding business on the basis of price tag. Instead minimize total cost. Move towards a single supplier for any one item, on a long term relationship of loyalty and trust. 
The concept of "total costs" is a simple one to understand, yet for some reason typically ignored. Time is worth money. Time spent standing in line, time spent waiting for a product to arrive, and time spent shopping for the best deal are a waste. The costs of this lost time needs to be added to the price tag in order to determine the true cost of a product. On top of this, there are costs for repairs and for making-do with inferior products that need to be added to the price tag before making purchasing decisions. 


Perhaps most importantly, total cost must take into account the opportunity to get a product or service improved over time. Buying cheap from a supplier who won't work to improve a product is really more expensive than paying a little extra but getting a supplier who commits to continuous improvement. 


When total cost is taken into account, buyers should start developing long term supplier relationships and give up the notion of always looking for the lowest price. 


QUESTIONS: 


#1. What costs are included in "total costs?" 


#2. If you are going to a grocery store, in what circumstances would you be willing to pay a higher price rather than shop at a lower priced store? 


#3. When looking at new suppliers, do you have difficulty in assessing their reliability? How much of a track record do you need before you have an accurate notion of what can be expected from a supplier? 


#4. Do you have to inspect (check for mistakes) all materials and bills shipped to you by suppliers? 


#5. Do your customers trust you as a supplier? What behaviors have they learned to trust over time? what behaviors have they learned to distrust over time? Do you customers have to inspect all materials and bills you send them? 


#6. Would your suppliers give you good service and price if the threat of competition was not hanging over their heads? Would you give your customers good service and price without the threat of competition hanging over your head? 
5. Improve constantly and forever the system of production and service, to improve quality and productivity, and thus constantly decrease costs. 


This point rejects the notion that things are ever "good enough." It is a call for continuous improvement. By implication, it is based on the assumption that since perfection is impossible, there will always be room to improve. 


Deming would not have approved of Star Trek's Captain Kirk saying to Scotty, "We need it now, Scotty. You don't have an hour." Kirk was a crisis manager who seemed to believe that if Scotty just tried hard enough, he could do anything. Instead Deming would have wanted Captain Kirk to support Scotty's efforts in figuring out how to improve the underlying processes so that in the next crisis, Scotty doesn't need an hour in order to get the dilythium crystals back on line. 


(By the way, Scotty admitted in a Star Trek: The Next Generation episode that he used to lie to Capt. Kirk about how long something would take so that he could give Kirk the miracles that were demanded of him. Deming would have approved of the scriptwriter's admission that focusing on results leads to distortion of information.) 


QUESTIONS: 


#1. How is it possible to improve forever? Hint: Is perfection possible? 


#2. How can improvement occur constantly? What would this mean specifically for your organization? 


#3. Why does this statement focus on the "system of production and service" and not on end-products? 


#4. What steps do people need to improve anything, whether it is a recipe or a work process? 

6. Institute training on the job. 


This point refers to the training of new employees and the training of management, who too often don't understand the processes they are supposed to be managing. Unfortunately some "old" employees were never sufficiently trained in the past so that this point will include them as well at least in the early implementation stages. 


Training is typically abysmal in the United States. Too frequently, people are shown how to do something, once, and then let loose. Training is often not standardized meaning no two employees are taught in the same manner or even in the same details. 


This point should lead to develop of training manuals and standardized methods for training personnel. 


QUESTIONS: 


#1. What kinds of training would be useful? 


#2. Has training ever been given in the past that proved useless? Was the training itself at fault, or did the boss refuse to implement the ideas offered in the training? 


#3. Have you had training in the following ideas: the nature of variation; the different kinds of distributions; the use of run charts? Do you know the difference between a system in control and one that is out of control? Do you know the difference between common causes of variation and special causes? Do you know what it means to "over-correct" a system? 
7. Institute leadership (see point 12.) The aim of leadership should be to help people and machines and gadgets to do a better job. Leadership of management is in need of overhaul, as well as leadership of production workers. 


Deming called for supervisors to stop being managers and start being leaders. This is one of the more difficult concepts for supervisors to master. 


Leaders have fundamentally different roles than managers. Leaders are coaches rather than cops. Coaches develop people. Cops enforce the rules. Coaches attempt to help people live up to their full potential. Cops attempt to catch people doing things wrong. 


Too often, supervisors with a traditional outlook ask people to "keep quiet" about problems for the sake of the team. These managers resolve conflict either through coercion or compromise. A leader on the other hand gets conflict out into the open so that differences can be addressed and win-win solutions can be pursued in place of win-lose hierarchical decisions. 


Leaders understand the difference between special causes and system causes. If there is any area of gravest supervisor weakness, it is this. Too many supervisors hound people to try harder when the cause of mistakes is not worker attitude but rather the system with which the workers are stuck. It is a leader's responsibility to attack system caused problems by getting people to examine and improve the underlying system, not by falsely blaming people for situations that are out of their control. 


QUESTIONS: 


#1. What is meant by leadership? What kinds of things should a leader do? 


#2. For leaders, what is the difference between being a cop and being a coach? 


#3. Why shouldn't a leader "duck" conflict? Why instead should a leader encourage conflict? 


#4. How is it possible to lead without relying on coercion? 


#5. Frederick Herzberg has asserted that the key to motivating people is to reject the carrot/stick approach. What is left if you reject using rewards and punishers? 

8. Drive out fear so that everyone may work effectively for the company. 


Deming suggested that this point is actually the first of his points that should be implemented. Fear will cause people to play defense. It will inhibit them from sharing with management a real view of the world. It will make them unwilling to risk new ideas. 


Continuous improvement requires that good data be collected. Without accurate data, how can anyone tell if things are getting better or worse? If workers are afraid of the consequences of data, however, they won't allow accurate data to be reported. 


QUESTIONS: 


#1. Why is this absolutely critical in order for quality improvement to continue? 


#2. What actions cause fear? What keeps people from raising issues, proposing solutions, and working with others? 


#3. Are you always expected to have an answer when people ask: "Why did this happen?" How do you feel when you don't have an answer? 


#4. Why do you think that Deming recommends that driving out fear should be the very first of the fourteen points that an organization should do? 


#5. What is different between having "fear of telling the truth" and "fear of reality?" 


#6. When is "fear of reality" appropriate and desirable? 

9. Break down barriers between departments. People in research, design, sales, and production must work as a team, to foresee problems of production and in use that may be encountered with the product or service. 


Processes cut across department lines. For this reason, no single department or individual will understand fully any process. In order to start improving these processes, teams must be organized that include members from across the organization. 


Sales people and service people learn all sorts of things about the organization's reputation in the community, yet most organizations lack any sort of mechanism for this information to get passed around. 


Evaluation systems that treat department performance separately will encourage departments to stop thinking globally in terms of what is best for the organization as a whole and instead focus on making their part operate "best" even though that may injure some other department. 


When there are strong barriers between departments, there are frequent unintended consequences for other departments. These unintended consequences can be devastating, yet no one making the changes may even be aware of them if there is insufficient communication between departments. 


QUESTIONS: 


#1. Do you have different departments? 


#2. Is there a tendency to think in terms of "our group" versus "their group?" 


#3. Are meetings organized around specialized work functions? If so, in such meetings, does it often happen that solutions can't be pursued because those solutions are dependent upon people in other groups? 


#4. Do people have job titles that set them apart from others? Are some people "too good," "too trained", or simply have "too much prestige" to do certain kinds of work like pulling files, emptying waste cans, answering phones, etc.? 


#5. When new employees are hired, are they generally given all the boring work that nobody else wants? 


#6. When was the last time you helped a fellow employee during a crisis who was not part of your functional work groups? What did you do? 

10. Eliminate slogans, exhortations, and targets for the work force that ask for zero defects and new levels of productivity. 


In this point, Deming attacks, without naming it, Crosby's Zero Defects Program. Crosby stressed the role of worker attitude as being critical to a quality effort. As such, Crosby suggested workers be given quality targets of zero defects. Once a year, Crosby advised there be a "Quality Day" reminding everyone of the importance of quality efforts. 


Deming believed that poor worker attitudes are symptoms of supervisor inability to lead. He stressed again and again that it is the system which produces errors, not people. As such, it isn't the work force that needs attention, it's the controllers of the system, management. 


Slogans like "Produce zero defects" and "Do it right the first time" are quite common. But Deming stressed, they are also quite meaningless. At best, they are ignored. At worst, they infuriate people who understand the system causes errors not workers. 


QUESTIONS: 


#1. Do slogans motivate? 


#2. If you are told to "do better" without being given tools in order to do better, how will you feel? 


#3. What would make you a believer that things had "really" changed? 


#4. What is the danger in raising expectations about changes that can't happen right away? 

11a. Eliminate work standards (quotas) on the factory floor. Substitute leadership. 


11b. Eliminate management by objective. Eliminate management by numbers, numerical goals. Substitute leadership. 


This is probably the most controversial of Deming's 14 Points and the point most often ignored by American managers. Numerical production standards are typically set by picking what an average person can do with a particular job. The problem with this is that half of any group will be below average and therefore will be doomed from being able to meet the standard. The above average half of the group will be pressured by their peers to produce to the average, and no more. In the end, production will fall, half the work force will be panicked, and no one will be happy. 


Quotas and numerical objectives that must be met will cause people to cut corners in order to save their jobs. Instead of having pride in their work, they will instead resent having to short-change customers in order to keep numbers high enough. 


Management by objectives (MBO) is extremely common in the United States. Objectives are typically set in negotiations between a supervisor and employee. Those objectives become the basis of bonuses, pay raises, and promotions. 


Objectives like work quotas and numerical goals are very precise. The underlying theory is that people need a clear standard by which they are being measured. The problem with these objectives is that they push results at the expense of process. In order to get the necessary results on paper, managers will have incentive to distort information or distort the system. In the end, MBO leads to deteriorating long term results rather than improving ones. 


QUESTIONS: 


#1. Do people have any incentive to do better than a work standard? In helping define those work standards, would people tend to try defining "low" standards or "high" ones? 


#2. If you are told that your job performance is to be measured by the number of mistakes you make and by your total production (output), will this make you fearful? 


#3: Would you be willing to experiment with new methods for trying to improve things? 


#4. Would you want to take time out of your day to help other people in-house to do a better job? 


#5. Would some people have a motivation to skew results so that their numbers will look better? 


#6. What do you think "management by the facts of life" means? Is desirable? 

12a. Remove barriers that rob the hourly worker of his right to pride of workmanship. The responsibility of supervisors must be changed from sheer numbers to quality. 


12b. Remove barriers that rob people in management and in engineering of their right to pride in workmanship. This means inter alia, abolishment of the annual or merit rating and of management by objective, management by the numbers. 


Deming called pride in workmanship, a "birthright" of workers. He rejected the old Marxist notion that work is alienating and should be perceived as a sacrifice. Deming claimed that it is the sense of having helped other people that is the single most important motivator in the workplace. Money, time off, and all the other traditional "carrots" that management offers are pale in comparison to the sense of pride and accomplishment that comes from feeling like you made the world a better place in which to live. 


A principle task of leadership is to remove barriers. Supervisors should be asking their people, "What keeps you from doing a better job?" and then acting on the answers they receive. 


The annual merit rating is a cursed function in most organizations. Usually it is tied to pay increases. Unfortunately, most supervisors have to guess as to who are the "good" workers and who are the "bad." Frequently they act on their impressions from the most recent three months. 


If workers want to know how they are doing, then they shouldn't have to ask their bosses. They should be getting feedback from internal customers on a timely basis. Instead of feedback once a year, feedback should be weekly or at most monthly. There shouldn't be anyone in the organization who doesn't know how well they are doing at any given time. 


QUESTIONS: 


#1. What makes you feel "pride in workmanship?" 


#2. What makes you feel proud about your organization? 


#3. What barriers keep you from doing a better job? 


#4. Who is more important to please, the boss or the customer? In order to feel pride, who do you need to feel like you helped, the boss or the customer? 

13. Institute a vigorous program of education and self-improvement. 


Point #6 referred to training of new people and managers. Point #13 refers to educating everyone in the organization no matter how long they have been there. Self-improvement should not be limited to immediate application. Instead, people should be encouraged to pick whatever activities they perceive as helping them grow. 


QUESTIONS: 


#1. What would you like to take in the way of courses, seminars, workshops, or training that would make you feel like you were growing as an individual? 


#2. Do you want your growth opportunities to be limited to work? Would you like training in parenting? arts and crafts? drama? sports? 


#3. When you feel like you are growing, does that make you feel better on the job? 

14. Put everybody in the company to work to accomplish the transformation. The transformation is everybody's job. 


The emphasis of Total Quality Management is the word, "Total." Literally it means that the job of quality is everyone's job, not just specialists in a quality department, not just top management, and certainly not just the work force. 


QUESTIONS: 


#1. Why must everyone participate? 


#2. Deming recommends that the organization have people trained in statistical thinking in order to assist all key managers. Why do you think he recommends these statistics experts? 

THE SEVEN DEADLY DISEASES OF MANAGEMENT 


The Fourteen Points express Deming's philosophy of management. The Seven Deadly Diseases describe the most serious barriers that management faces in its current management actions. 


1. Lack of constancy of purpose to plan product and service that will have a market and keep the company in business, and provide jobs. 


As long as the focus is on short term thinking, management will fail to plan adequately. Without good long term planning, worker efforts will be irrelevant. More significantly this disease is warning that TQM cannot be a fad. If management changes its philosophy by whatever was the latest book it read, then there will be no long term forward progress. 


QUESTIONS: 


#1. What are examples where planning was inadequate? 


#2. How do you plan for new products and services? 

2. Emphasis on short-term profits: short-term thinking (just the opposite of constancy of purpose to stay in business), fed by fear of unfriendly takeover, and by push from bankers and owners for dividends. 


There is nothing easier to do than boost profits in the short term. All a manager has to do is cut any expense related to the long term: training, maintenance, purchase of new capital, etc. 


For non-profits like schools and hospitals, substitute "Emphasis on short term costs" instead of "Emphasis on short term profits." These institutions, especially when in budget crises, focus on cutting short term costs without regard to long term consequences. 


QUESTIONS: 


#1. What are examples of short term thinking that made things worse in the long run? 


#2. What pressures make it difficult to do long term thinking? 

3. Personal review systems, or evaluation of performance, merit rating, annual review, or annual appraisal, by whatever name, for people in management, the effects of which are devastating. Management by objective, on a go, no-go basis, without a method for accomplishment of the objective, is the same thing by another name. Management by fear would still be better. 


The essential problem with merit systems is that they reward results rather than process improvement. Results will almost always have a lot of system luck mixed in. 


Some managers want to reward people who cooperate more or who seem to have better attitudes. These managers will insist that they can recognize the people who are most cooperative and have the highest work ethic. 

When managers reward these attitudes, however, they are setting up a system that will have two fundamental flaws: (a) it encourages "kissing up" to the boss and (b) psychological research indicates that the best way to develop cooperation is not through money rewards, but rather by focusing on the nature of work environment itself. 


QUESTIONS: 


#1. Is merit pay being used? 


#2. Is the annual evaluation focused on the past or the future? 


#3. Does management rely on fear? If so, what are some concrete examples? 

4. Mobility of management; job hopping. 


This is perhaps the simplest and yet one of the most deadly of diseases. When top management changes organizations every three or four years, that means continuous improvement efforts will be broken and disjointed as the new "leaders" come on board. Moreover, with changes in leadership, there is frequently a change in management philosophy. How can there be constancy of purpose in such an environment? 


When management has no commitment to the long term, how will they ever start thinking long term? Managers who have an eye on the next promotion want results, now, to gain the next rung on the ladder. 


QUESTIONS: 


#1. How long does the CEO typically last on the job? 


#2. How many changes in management philosophy have there been in the last ten years? 

5. Use of visible figures only for management, with little or no consideration of figures that are unknown or unknowable. 


Many consultants in the quality field have been quoted to say, "If you can't measure it, you can't manage it." Certainly Deming would have been one of the first to argue that good data is essential and should be factored into all decisions whenever possible. Deming was in fact very critical of people who fail to use data when it is available. 


Deming pointed out, however, that some facts are simply unknowable. In spite of that, Deming insisted that leaders must still make decisions and manage the situation. For instance, if a quality effort is truly justified, then it should cause operating costs to decline and overall sales to rise relative to what would have happened otherwise. This leads to a basic dilemma. How do you know what would have happened if you had kept on your prior course? How do you put a dollar value on the customer loyalty won through quality improvement efforts? You can't! These numbers are unknowable. If you decide that TQM can be justified only if the benefits are clearly measurable, then you might leave these factors out of your analysis and erroneously conclude that TQM is causing losses when in reality it is generating profits. 


QUESTIONS: 


#1. What are some key unknowable numbers that have been ignored in the past? 


#2. How do you manage in a systematic data based way when key numbers are unknowable? 


#3. Do you agree that "If you can't measure it, you can't manage it." 

6. Excessive medical costs. 
American auto companies pay more for medical care than they do for steel. For the economy as a whole, health care as a percent of overall expenditures has steadily risen for decades gradually pushing numerous business and government budgets into a state of crisis. Deming would have approved of the political system attempting to reform health care. 


QUESTIONS: 


#1. What percent of your labor costs is for medical care? 


#2. How much has the percent grown over the last ten years? 


#3. How do medical costs compare to other fixed costs such as advertising, investment in new capital, and interest payments on loans? 

7. Excessive costs of liability. 


Deming blamed America's lawyers in part for the problems of American business. The US has more lawyers per capita than any other country in the world. They make their livings to a considerable extent by finding people to sue. Like health care costs, Deming believed the solution to this disease will probably have to come from the government. 


QUESTION: How much does your organization pay for liability insurance every year?

Deming's Principles of Total Quality Management (TQM)

· distilled from his works and 14 points by A. Mead MD –

http://www.well.com/user/vamead/demingdist.html 


Clarify your Concept

Define your mission/vision/goal -- aim for constant improvement in the product or service you offer your clients. You cannot do this without maintaining a high level of motivation and satisfaction in the people that comprise your organization -- consider that an aspect of your goal.



Realize your Concept

With clear vision and energetic motivation, make your concept a matter of daily practice:

· have a long term, not short term profit orientation. 

· find, understand (the causes), and root out the 4 detriments (fear, jealousy, anger, revenge). 

· eliminate practices that undermine workers' self / mutual respect and motivation (production quotas, sloganeering, sexist / racist expressions, favoritism / nepotism). 

· foster all chances for pride of workmanship and sharing in the improvement process. 



System & Process Management [the Core of TQM Practice]

Study and understand in ever greater depth the process of production or service that you are delivering. Deming's 85/15 rule: 85% of a worker's effectiveness is determined by the system he works within, only 15% by his own skill. To break down your system into meaningful blocks for analysis, consider your "internal customers" of processes. 

· Look at inputs from suppliers -- when you understand the importance of quality and timeliness in your inputs, you will stop buying on low-bid only. 

· Quantitative analysis of process -- use Statistical Process Control, monitoring of critical variables, charting. Monitor before and after changes. Use Plan/Do/Check/Act cycle repeatedly. 

· Monitor "outputs" throughout -- when doing this, you can cease or de-emphasize end-point inspections. Refine the entire process; make everyone responsible. 



Constant Learning

· Before hiring -- rigorous pre-employment screening. 

· Before working -- rigorous pre-work training. 

· Retrain on the job. 

· Management must constantly learn from entire team as well as clients and competitors. 



Teams and Leaders

All levels of the organization must be involved, starting with full commitment at the top. Eliminate organizational and physical barriers to teamwork. Eliminate performance ratings. Emphasize stability and constancy of effort -- steady small gains rather than disruptive crash programs. Avoid unsettling changes without involving whole team. Involve suppliers, help them with Quality management. Involve your clients, get their feedback and ideas. Send your staff to both (suppliers and clients) to learn.



Reap the Rewards 

Spread profits to workers as a team (but eliminate merit pay for short term performance). Enlist pride of workers in improving the system; empower people to take charge of work environment, safety issues, etc. Encourage pride of workmanship in delivering the product. Finally: spread what you have learned to the community

 NEXT STEPS
         IHI OPEN SCHOOL http://www.ihi.org/offerings/ihiopenschool/Pages/default.aspx 


EVALUATION DARTMOUTH CLINICAL MICROSYSTEMS http://www.clinicalmicrosystem.org/  You may download
Clinical Microsystems 

“The Place Where Patients, Families and 

Clinical Teams Meet”

Assessing, Diagnosing and Treating 

Your Outpatient Primary Care Practice 









www.clinicalmicrosystem.org

	Strategies for Improving “The place where patients, families and clinical teams meet.”

	A Microsystem Self-Assessment, Diagnosis and Treatment Plan

	Clinical microsystems are the front-line units that provide most health care to most people. They are the places where patients, families and care teams meet.  Microsystems also include support staff, processes, technology and recurring patterns of information, behavior and results. Central to every clinical microsystem is the patient.  

The microsystem is the place where:

· Care is made

· Quality, safety, reliability, efficiency and innovation are made 

· Staff morale and patient satisfaction are made

Microsystems are the building blocks that form practices. The quality of care can be no better than the quality produced by the small systems that come together to provide care. Here is the quality equation:
 Health System Quality = Quality of Microsystem 1 + Quality of Microsystem 2 + Quality of Microsystem 3-n
All health care professionals—and we believe all front line clinical and support staff are professionals—have 2 jobs. 
Job 1 is to provide care. Job 2 is to improve care. 

Finding time to improve care can be difficult, but the only way to improve and maintain quality, safety, efficiency and flexibility is by blending analysis, change, measuring and redesigning into the regular patterns and the daily habits of front-line clinicians and staff. Absent the intelligent and dedicated improvement work by all staff in all units, the quality, efficiency and pride in work will not be made nor sustained. 
This workbook provides tools and methods that busy clinical teams can use to improve the quality and value of patient care as well as the work-life of all staff who contribute to patient care. These methods can be adapted to a wide variety of clinical settings, large and small, urban and rural, community-based and academic.


	The Path Forward 

	This workbook provides a guide for making a path forward towards higher performance. Just as you can assess, diagnose and treat patients; you can assess, diagnose and treat your clinical microsystem. This workbook is designed to guide your clinical microsystem on a journey to develop better performance. There are many good ways to improve performance; research shows that this is one of those good ways. 
You can access more examples, tools and blank forms to customize at www.clinicalmicrosystem.org

	Note:  We have developed this workbook with tools to give ideas to those interested in improving healthcare.  “Dartmouth-Hitchcock Medical Center and the developers of this workbook are pleased to grant use of these materials without charge, providing that recognition is given for their development, that any alterations to the documents for local suitability and acceptance are shared in advance, and that the uses are limited to their own use and not for re-sale.”  



	The Path Forward

	A Microsystem Self-Assessment, Diagnosis and Treatment Plan

	Step 1: Organize a “Lead Team”

	Successful, sustainable cultural change requires the commitment and active involvement of all members of the clinical microsystem.  To keep the microsystem on track and focused, a “Lead Team” of representatives of all roles should be formed. 



	Step 2: Do the Assessment

	Assess your microsystem using the “5Ps” as your guide.  Review your current performance metrics.  

· Purpose

· Patients

· Professionals

· Processes

· Patterns

· Metrics That Matter



	Step 3:  Make a Diagnosis

	Based on Step 2, review your assessment and Metrics That Matter to make your diagnosis.  You should select a “Theme and Aims” for improvement based on this diagnosis and your organization strategic priorities.  



	Step 4:  Treat Your Microsystem

	Use scientific improvement methods and tools.



	Step 5:  Follow-up 

	Design and execute monitoring processes, outcomes and results.  Move to your next improvement themes. 

 


	STEP 1:  Organize a “Lead Team”

	Assemble a “Lead Team” to represent all disciplines and roles in your practice.  Include MDs, RNs, NPs, clinical support staff, clerical staff, patients and families along with any other professionals who are regularly in the practice providing care and service.   


	Must dos:

· Lead Team should meet weekly to maintain focus, make plans and oversee improvement work 

· Effective meeting skills should be used in the weekly meetings  

· Monthly ALL staff meetings should be held to engage and inform all members of the practice
· Explore creative ways to communicate and stay engaged with all staff on all shifts and all days of the week  Use email, newsletters, listservs, paper, verbal, visual displays, communication boards and buddy systems
· Remember true innovation is achieved through active engagement of the patient and family with the Lead Team



	STEP 2  Assess Your Primary Care Practice

	Complete the “5Ps” assessment. This process needs to be completed by the interdisciplinary team.  Building common knowledge and insight into the microsystem by all members of the practice will create a sense of equal value and ability to contribute to the improvement activities.

Start with Purpose.  Why does your practice exist?  

Raise this question to EVERYONE in your practice to create the best statement of purpose that everyone can buy into.

Assess Your Patients, Professionals, Processes and Patterns using the worksheets in the “Greenbook.”  The aim is to create the “Big picture” of your system to see beyond one patient at a time.  Assessing the “5Ps” and then reflecting on their connections and interdependence often reveals new improvement and redesign opportunities.

Create a timeline for the assessment process.  The whole workbook DOES NOT need to be completed within 2 weeks.  Some microsystems have the capacity and resources to move quickly through the workbook in a short period of time.  Many microsystems need to pace themselves through the workbook and complete the worksheets and assessment through a longer timeline.  Some microsystems may need to start an important improvement immediately while starting the assessment process.  In this case, the ongoing assessment will give you needed context and will help you make better improvements.
Remember however you choose to progress through the workbook, it MUST be done within the context of your interdisciplinary team.



	Use the Data Review sheet to help outline and track which data and information will be retrieved in current systems and which data/info will be measured through a worksheet.  Review the worksheets of the Assess, Diagnose and Treat Your Primary Care Practice workbook.  Determine which worksheets you will copy and use to collect new data and information.  Which worksheets will you NOT use because you have data systems that can provide useful, timely data for you without a special effort?  



	Microsystem Assessment of Data Sources and 

Data Collection Actions

	· With your interdisciplinary team, review the Assess, Diagnose and Treat workbook-“The Greenbook”.  Use this form to determine which measures you can obtain from your organization and therefore, don’t need to use the worksheets.  Be sure the data is current and not months old.  

· Determine which worksheets will be used.  Plan who, when and how the worksheets will be completed.

· Decide who oversees the compilation of each worksheet or alternative data source.  



	Page/Type of Data
	Data Source/Data Collection Action
	Date/Owner

	Page 6 B  Know Your Patients
	
	

	B1.  Estimated Age Distribution of Patients
	
	

	B2.  Estimated Number of Unique Patients in Practice
	
	

	B3.  Disease Specific Heath Outcomes
	
	

	B4.  List Your Top Diagnosis/Conditions
	
	

	B5.  Top Referrals
	
	

	B6.  Patients Who Frequent Practice
	
	

	B7.  Clinical Microsystems
	
	

	B8.  Patient Satisfaction Scores (Patient Survey pg 7)
	
	

	(Chronic Care Survey pg 10-11)
	
	

	B9.  Patient Population Census  
	
	

	(“Walk Through” pg 9)
	
	

	B10. Out of Practice Visits
	
	

	Page 6 C Know Your Professionals
	
	

	C1.  Current Staff
	
	

	Float Pool
	
	

	On-Call
	
	

	C2.  3rd Next Available
	
	

	C3.  Days of Operation
	
	

	C4.  Hours of Operation
	
	

	C5.  Appointment Type
	
	

	C6.  Appointment Duration
	
	

	C7.  Staff Satisfaction Scores (Staff Survey pg 12)
	
	

	(Personal Skills Assessment pg 13 – 14)
	
	

	(Activity Survey pg 15)
	
	

	
	
	

	Page 6 D  Know Your Processes
	
	

	D1.  Create Flow Charts of Routine Processes
	
	

	D2.  (Patient Cycle Time Tool pg 16/17)
	
	

	D3.  (Core and Supporting Processes pg 18)
	
	

	D4.  (High Level Flowchart pg 19)
	
	

	
	
	

	Page 6 E Know Your Patterns
	
	

	E1.  Most Significant Pattern
	
	

	E2.  Successful Change
	
	

	E3.  Most Proud of
	
	

	E4.  Financial Picture
	
	

	(Unplanned Activity Tracking Card pg 20)
	
	

	(Telephone Tracking Log pg 21)
	
	


	Primary Care Practice Profile

	A. Purpose:
Why does your practice exist?

	Site Name:
	Site Contact:
	Date:

	Practice Manager:
	MD Lead:
	Nurse Lead:

	B. Know Your Patients:  Take a close look into your practice, create a “high-level” picture of the PATIENT POPULATION that you serve.  Who are they?  What resources do they use?  How do the patients view the care they receive?       

	Est. Age Distribution of Patients:
	%
	
	List Your Top 10 Diagnoses/Conditions
	Top Referrals (e.g. GI Cardiology)
	
	Patient Satisfaction Scores
	% Excellent

	Birth-10 years
	
	
	1.
	6.
	
	
	Experience via phone
	

	11-18 years
	
	
	2.
	7.
	
	
	Length of time to get your appointment
	

	19-45  years
	
	
	3.
	8.
	
	
	Saw who patient wanted to see
	

	46-64 years
	
	
	4.
	9.
	
	
	Satisfaction with personal manner
	

	65-79 years
	
	
	5.
	10.
	
	
	Time spent with person today
	

	80 + years
	
	
	Patients who are frequent users of your practice and their reasons for seeking frequent interactions and visits
	Other Clinical microsystems you interact with regularly as you provide care for patients (e.g. OR, VNA)
	
	Pt Population Census: Do these numbers change by season? (Y/N)
	#
	Y/N

	% Females
	
	
	
	
	
	
	
	

	Est. # (unique) pts. In Practice 
	
	
	
	
	
	Patients seen in a day
	
	

	
	
	
	
	
	
	Patients seen in last week
	
	

	Disease Specific Health Outcomes, pg 24
	
	
	
	
	New patients in last month
	
	

	
	
	
	
	
	Disenrolling patients in last month
	
	

	Diabetes HgA1c =
	
	
	
	
	Encounters per provider per year
	
	

	Hypertension B/P =
	
	
	
	
	Out of Practice Visits

	LDL <100 =
	
	
	
	
	Condition Sensitive Hospital Rate
	

	
	
	
	
	
	Emergency Room Visit Rate
	

	*Complete “Through the Eyes of Your Patient”,15 7 & :s
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	C. Know Your Professionals:  Use the following template to create a comprehensive picture of your practice.  Who does what and when?  Is the right person doing the right activity?  Are roles being optimized?  Are all roles who contribute to the patient experience listed?  What hours are you open for business?  How many and what is the duration of your appointment types?  How many exam rooms do you currently have?  What is the morale of your staff?    

	Current Staff
	FTEs
	Comment/
Function
	3rd Next Available
	Cycle Time
	Days of Operation
	Hours

	Enter names below totals
Use separate sheet if needed 
	
	
	PE
	Follow-up
	Range
	Monday
	

	
	
	
	
	
	
	Tuesday
	

	MD Total
	
	
	
	
	
	Wednesday
	

	
	
	
	
	
	
	Thursday
	

	
	
	
	
	
	
	Friday
	

	
	
	
	
	
	
	Saturday
	

	NP/PAs Total
	
	
	
	
	
	Sunday
	

	
	
	
	
	
	
	Do you offer the following?  Check all that apply.

	
	
	
	
	
	
	
	
	Group Visit

	RNs Total
	
	
	
	
	
	
	
	E-mail

	
	
	
	
	
	
	
	
	Web site

	
	
	
	
	
	
	
	
	RN Clinics

	LPNs Total
	
	
	
	
	
	
	
	Phone Follow-up

	
	
	
	
	
	
	
	
	Phone Care Management

	
	
	
	
	
	
	
	
	Disease Registries

	LNA/MAs Total
	
	
	
	
	
	
	
	Protocols/Guidelines

	
	
	
	
	
	
	Appoint. Type
	Duration
	Comment:

	Secretaries Total
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	Others:
	
	
	
	
	
	Staff Satisfaction Scores
	%

	
	
	
	
	
	
	How stressful is the practice?  
	% Not Satisfied
	

	Do you use Float Pool?
	____
	Yes
	____
	No
	
	
	
	

	Do you use On-Call?
	____
	Yes
	____
	No
	
	Would you recommend it as a good place to work?
	% Strongly Agree
	

	
	
	
	

	*Each staff member should complete the Personal Skills Assessment and “The Activity Survey”, pgs 13-15 

	D. Know Your Processes:  How do things get done in the microsystem?  Who does what?  What are the step-by-step processes?  How long does the care process take?  Where are the delays?  What are the “between” microsystems hand-offs?  

	1. Track cycle time for patients from the time they check in until they leave the office using the Patient Cycle Time Tool.  List ranges of
time per provider on this table, pg 16/17

	2.   Complete the Core and Supporting Process Assessment Tool, pg 18  

	E. Know Your Patterns:  What patterns are present but not acknowledged in your microsystem?  What is the leadership and social pattern?  How often does the microsystem meet to discuss patient care?  Are patients and families involved?  What are your results and outcomes?  

	· Does every member of the practice meet regularly as a team?  
	· Do the members of the practice regularly review and discuss safety and reliability issues?  
	· What have you successfully changed?

	
	
	· What are you most proud of?

	· How frequently?
	
	· What is your financial picture?

	· What is the most significant pattern of variation?
	*Complete “Metrics that Matter”, pgs 23-24 


	Patients

	· Patients have valuable insight into the quality and process of care we provide. Real time feedback can pave the way for rapid responses and quick tests of change.  This “Point of Service” Survey can be completed at the time of the visit to give real time measurement of satisfaction.    

· Use the Primary Care Profile to review “Know Your Patients.”  Determine if there is information you need to collect or if you can obtain this data within your organization.  Remember the aim is to collect and review data and information about your patients and families that might lead to a new design of process and services.

· Conduct the Patient/Family Satisfaction Survey for 2 weeks with families if you currently DO NOT have a method to survey families.  If you have a method, be sure the data is up to date and reflects the current state of your practice.  



	Patient/Family Satisfaction with Primary Care Practice Access Survey 
“Point of Service”

	Date:
	
	

	Think about this visit.  

	

	1. How would you rate your satisfaction with getting through to the office by phone?

( Excellent
( Very Good 
  ( Good
  ( Fair
( Poor
2. How would you rate your satisfaction with the length of time you waited to get your appointment today?  


( Excellent
( Very Good
  ( Good
  ( Fair                    ( Poor
3. Did you see the clinician, or staff member, that you wanted to see today?


( Yes
( No
  ( Did not matter who I saw today 
4. How would you rate your satisfaction with the personal manner of the person you saw today (courtesy, respect, sensitivity, friendliness)?


( Excellent
( Very Good
  ( Good
  ( Fair                    ( Poor
5. How would you rate your satisfaction with the time spent with the person you saw today?


( Excellent
( Very Good               ( Good                   ( Fair                    ( Poor


Comments:   


	Thank You For Completing This Survey

	


	Patients

	Primary Care Practice Patient Viewpoint Survey

	Today’s Office Visit

	Please rate the following questions about the visit you just made to this office.  

	
	Excellent
	Very Good
	Good
	Fair
	Poor

	1. The amount of time you waited to get an appointment.
	
	
	
	
	

	2. Convenience of the location of the office.
	
	
	
	
	

	3. Getting through to the office by phone.
	
	
	
	
	

	4. Length of time waiting at the office.
	
	
	
	
	

	5. Time spent with the person you saw.
	
	
	
	
	

	6. Explanation of what was done for you.
	
	
	
	
	

	7. The technical skills (thoroughness, carefulness, competence) of the person you saw.
	
	
	
	
	

	8. The personal manner (courtesy, respect, sensitivity, friendliness) of the person you saw.
	
	
	
	
	

	9. The Clinician’s sensitivity to your special needs or concerns.
	
	
	
	
	

	10. Your satisfaction with getting the help that you needed.
	
	
	
	
	

	11. Your feeling about the overall quality of the visit.
	
	
	
	
	

	
	
	
	
	
	

	General Questions

	Please answer the general questions about your satisfaction with this practice.

	12. If you could go anywhere to get health care, would you choose this practice or would you prefer to go someplace else?  

	
	
	Would choose this  practice
	
	Might prefer someplace else
	
	Not sure
	
	
	

	13. I am delighted with everything about this practice because my expectations for service and quality of care are exceeded.  

	
	
	Agree
	
	Disagree
	
	Not sure
	
	
	

	14. In the last 12 months, how many times have you gone to the emergency room for your care?

	
	
	None
	
	One time
	
	Two times
	
	Three or more times
	

	15. In the last 12 months was it always easy to get a referral to a specialist when you felt like you needed one?

	
	
	Yes
	
	No
	
	Does not apply to me
	
	
	

	16. In the last 12 months how often did you have to see someone else when you wanted to see your personal doctor or nurse?  

	
	
	Never
	
	Sometimes
	
	Frequently
	
	
	

	17. Are you able to get to your appointments when you choose?

	
	
	Never
	
	Sometimes
	
	Always
	
	
	

	18. Is there anything our practice can do to improve the care and services for you?

	
	
	No, I’m satisfied with everything
	
	Yes, some things can be improved
	
	Yes, many things can be improved
	
	
	

	Please specify improvement:
	

	19. Did you have any good or bad surprises while receiving your care?

	
	
	Good
	
	Bad
	
	No surprises
	
	
	

	Please describe:
	

	

	About You

	20. In general, how would you rate your overall health?

	
	
	Excellent
	
	Very good
	
	Good
	
	Fair
	
	Poor
	

	21. What is your age?

	
	
	Under 25 years
	
	25 – 44 years
	
	45 – 64 years
	
	65 years or older
	

	22. What is your gender?

	
	
	Female
	
	Male
	
	
	
	
	

	Sources:     Medical Outcomes Study (MOS) Visit-Specific Questionnaire (VSQ), 1993
                    Patient Utilization Questions, Dartmouth Medical School


	Patients

	· Gain insight into how your patients experience your practice. One simple way to understand the patient experience is to experience the care.  Members of the staff should do a "Walk Through" in your practice. Try to make this experience as real as possible, this form can be used to document the experience.   You can also capture the patient experience by making an audio or videotape.   


	Through the Eyes of Your Patients 

	Tips for making the "Walk Through" most productive:

	1.  Determine with your staff where the starting point and ending points should be, taking into consideration making the appointment, the actual office visit process, follow-up and other processes.

2.
Two members of the staff should role play with each playing a role: patient and partner/family member.

3.
Set aside a reasonable amount of time to experience the patient journey. Consider doing multiple experiences along the patient journey at different times.  
	
	4.
Make it real.  Include time with registration, lab tests, new patient, follow-up and physicals.  Sit where the patient sits.  Wear what the patient wears.  Make a realistic paper trail including chart, lab reports and follow-up.
5.
During the experience note both positive and negative experiences, as well as any surprises.  What was frustrating?  What was gratifying?  What was confusing? Again, an audio or video tape can be helpful.
6.
Debrief your staff on what you did and what you learned.  

	Date:
	
	
	Staff Members:
	
	

	Walk Through Begins When:
	
	
	Ends When:
	
	

	
	
	
	
	

	Positives
	Negatives
	Surprises
	Frustrating/Confusing
	Gratifying

	
	
	
	
	


	Patients

	Staying healthy can be difficult when you have a chronic condition.  We would like to learn about the type of help you get from your health care team regarding your condition.  This might include your regular doctor, the nurse, or the physician’s assistant who treats your illness.  

	Assessment of Care for Chronic Conditions ©

	Copyright 2004 MacColl Institute for Healthcare Innovation, Group Health Cooperative. Used with permission, Judith Schaefer, MPH. Version 8/13/03

	
Over the past 6 months, when I received care for my chronic conditions, I was:


	
	None of the Time
	A Little of the Time
	Some of the Time
	Most of the Time
	Always

	
	
	
	
	
	

	1. Asked for my ideas when we made a treatment plan.
	(1
	(2
	(3
	(4
	(5

	2. Given choices about treatment to think about.
	(1
	(2
	(3
	(4
	(5

	3. Asked to talk about any problems with my medicines or their effects.
	(1
	(2
	(3
	(4
	(5

	4. Given a written list of things I should do to improve my health.
	(1
	(2
	(3
	(4
	(5

	5. Satisfied that my care was well organized. 
	(1
	(2
	(3
	(4
	(5

	6. Shown how what I did to take care of myself influenced my condition.
	(1
	(2
	(3
	(4
	(5

	7. Asked to talk about my goals in caring for my condition.  
	(1
	(2
	(3
	(4
	(5

	8. Helped to set specific goals to improve my eating or exercise.
	(1
	(2
	(3
	(4
	(5

	9. Given a copy of my treatment plan.
	(1
	(2
	(3
	(4
	(5

	10. Encouraged to go to a specific group or class to help me cope with my chronic condition.
	(1
	(2
	(3
	(4
	(5

	11. Asked questions, either directly or on a survey, about my health habits.
	(1
	(2
	(3
	(4
	(5

	12. Sure that my doctor or nurse thought about my values, beliefs, and traditions when they recommended treatments to me.
	(1
	(2
	(3
	(4
	(5

	13. Helped to make a treatment plan that I could carry out in my daily life.
	(1
	(2
	(3
	(4
	(5

	14. Helped to plan ahead so I could take care of my condition even in hard times.                         Cont’d
	(1
	(2
	(3
	(4
	(5


	Patients

	
Over the past 6 months, when I received care for my chronic conditions, I was:



	
	None of the Time
	A Little of the Time
	Some of the Time
	Most of the Time
	Always

	
	
	
	
	
	

	15. Asked how my chronic condition affects my life. 
	(1
	(2
	(3
	(4
	(5

	16. Contacted after a visit to see how things were going.
	(1
	(2
	(3
	(4
	(5

	17. Encouraged to attend programs in the community that could help me.
	(1
	(2
	(3
	(4
	(5

	18. Referred to a dietitian, health educator, or counselor.
	(1
	(2
	(3
	(4
	(5

	19. Told how my visits with other types of doctors, like an eye doctor or surgeon, helped my treatment.
	(1
	(2
	(3
	(4
	(5

	20. Asked how my visits with other doctors were going. 
	(1
	(2
	(3
	(4
	(5


	Obtaining deeper information about your patients can be difficult.  One method is to use the HowsYourHealth web site www.howsyourhealth.org  A beginning step is to have all the practice staff complete the survey to gain insight into the process for patients and for the practice to see how aggregate data about a group can help develop plans of care.  

	www.howsyourhealth.org   Go to the website for more information.  On the front page choose, “For Health Professionals.”  This will tell you about the features of the program and how to customize the survey for your setting.  

	Getting Good Medical Care and Improving Your Health…
	Our Proven WEB SITE will help you!

www.howsyourhealth.org
	…May Seem Confusing

	                  [image: image25.emf]
	1. What matters to you: fun, easy, brief, for ages 9-99

2. Instant, personalized information

3. Completely confidential with no advertising

4. Gets patient and doctor on the same page

5. And much more
	     [image: image26.emf]

	 




	Professionals

	· Creating a joyful work environment starts with a basic understanding of staff perceptions of the practice.  All staff members should complete this survey.  Use a tally sheet to summarize results.    

· Ask all practice staff to complete the Staff Survey.  Often you can distribute this survey to any professional who spends time in your practice.  Set a deadline of one week and designate a place for the survey to be dropped off. You may have an organization-wide survey in place that you can use to replace this survey, but be sure it is CURRENT data, not months old, and that you are able to capture the data from all professionals specific to the Primary Care Practice workplace.



	Primary Care Staff Satisfaction Survey

	1. I am treated with respect every day by everyone that works in this practice.

( Strongly Agree
( Agree

( Disagree

( Strongly Disagree


2. I am given everything I need—tools, equipment, and encouragement—to make my work meaningful to my life.


( Strongly Agree
( Agree

( Disagree

( Strongly Disagree


3. When I do good work, someone in this practice notices that I did it.

( Strongly Agree
( Agree

( Disagree

( Strongly Disagree


4. How stressful would you say it is to work in this practice?


( Very stressful
( Somewhat stressful 
( A little stressful
( Not stressful 
5. How easy is it to ask anyone a question about the way we care for patients?


( Very easy
( Easy

( Difficult

( Very difficult


6. How would you rate other people’s morale and their attitudes about working here?

( Excellent               ( Very Good
    ( Good   
    ( Fair                  ( Poor
7. This practice is a better place to work than it was 12 months ago.  


( Strongly Agree
( Agree

( Disagree

( Strongly Disagree


8. I would recommend this practice as a great place to work.


( Strongly Agree
( Agree

( Disagree

( Strongly Disagree


9. What would make this practice better for patients?


10. What would make this practice better for those who work here?



	©2003, Trustees of Dartmouth College, Nelson


	Professionals

	· Development of each member in the practice is a key to success for staff and the microsystem. The Personal Skills Assessment tool helps determine the education and training needs of staff. All staff members complete this survey and then discuss the action plan with leadership and other staff.  A plan is developed to help members achieve goals so they can become the best they can be.
· This tool provides guidance for individual development plans along with assessing the “group” needs to plan larger learning and training sessions.  



	Primary Care Practice Resources—Personal Skills Assessment

	

	Name:
	
	Unit:
	
	

	Role:
	
	Date:
	
	

	

	Clinical Competencies:

	Please create your list of clinical competencies and evaluate.
	Want to

Learn
	Never Use
	Occasionally
	Frequently

	
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	
	
	
	
	

	

	Clinical Information Systems (CIS): 

	What features and functions do you use?
	
	Want to

  Learn
	Never Use
	Occasionally
	Frequently

	Provider/On Call Schedule
	
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Patient Demographics
	
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Lab Results
	
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Pathology
	
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Problem List
	
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Electronic Health Record (EHR)
	
	
	
	
	

	Review Reports/Notes
	
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Documentation
	
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Direct Entry
	
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Note Templates
	
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Medication Lists
	
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Medication Ordering
	
	
	
	
	

	Action Taken on Surgical Pathology
	
	
	
	
	

	Insurance Status
	
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Durable Power of Attorney
	
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Radiology
	
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	OR Schedules
	
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	NOTE: CIS refers to hospital or clinic-based systems used for such functions as checking in patients, electronic medical records,

accessing lab and x-ray information. Customize your list of CIS features to determine skills needed by various staff members to optimize their roles.

	

	Technical Skills: 

	Please rate the following on how often you use them.
	Want to

Learn
	Never Use
	Occasionally
	Frequently

	CIS*
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	E-mail
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	PDA (i.e. Palm Pilot)
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Digital Dictation Link
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10


	Primary Care Practice Resources—Personal Skills Assessment page 2

	Name:
	
	Unit:
	
	

	

	Technical Skills cont’d: 

	Please rate the following on how often you use them.
	Want to

Learn
	Never Use
	Occasionally
	Frequently

	Central Dictation
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Word Processing (e.g. Word)
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Spreadsheet (e.g. Excel)
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Presentation (e.g. Power Point)
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Database (e.g. Access or File Maker Pro)
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Patient Database/Statistics
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Internet/Intranet
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Printer Access
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Fax
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Copier
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Telephone System
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Voice Mail
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Pagers
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Tube System
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	
	
	
	
	
	

	Meeting & Interpersonal  Skills:      
	Want to

  Learn
	Never Use
	Occasionally
	Frequently

	What skills do you currently use?
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Effective Meeting Skills (brainstorm/multi-vote)     
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Timed Agendas
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Role Assignments During Meetings
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Delegation
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Problem Solving
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Patient Advocacy Process
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Open and Effective Communication
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Feedback – provide and receive
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Managing Conflict/Negotiation
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Emotional/Spiritual Support
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	
	
	
	
	

	
	
	
	
	

	Improvement Skills and Knowledge:     
	Want to

  Learn
	Never Use
	Occasionally
	Frequently

	What improvement tools do you currently use?
	
	
	
	

	Flowcharts/Process Mapping
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Trend Charts
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Control Charts
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Plan/Do/Study/Act (PDSA) Improvement Model
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Aim Statements
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Fishbones
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Measurement and Monitoring
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	Surveys-Patient and Staff
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	StAR Relationship Mapping
	  (
	   1       2        3
	   4     5     6     7
	  8       9       10

	
	
	
	
	


	Professionals

	· What do you spend YOUR time doing? What is your best estimation of how much time you spend doing it?  The goal is to have the right person doing the right thing at the right time.  The group can discuss which activities are or are not appropriate for the individual’s level of education, training, and licensure.      
· You can start with one group of professionals such as MDs, NPs, RNs or clerical staff, assessing their activities using the Activity Survey.  This estimate of who does what is intended to reveal, at a high level, where there might be mismatches between education, training, licensure and actual activities.  It is good to eventually have all roles and functions complete this survey for review and consideration.  Be sure to create the same categories for each functional role.  Some groups may hesitate to make time estimates; if this happens, just ask them to list their activities for the first review.



	Primary Care Practice Activity Survey Sheet

	Position: MD
	% of Time
	
	Position: RN
	% of Time

	Activity: See Patients in Clinic
	30%
	
	Activity: Triage Patient Issues/Concerns
	15%

	Specific Items Involved:
	
	
	· Phone
	

	· Review chart history
	
	
	· Face to face
	

	· Assess/diagnose patient
	
	
	· 
	

	· Determine treatment plan
	
	
	Activity: Patient/Family Education
	3%

	Activity: Minor Procedures
	9%
	
	Specific Items Involved:
	

	Activity: See Patients in Hospital
	2%
	
	· 
	

	Activity:  Follow up Phone Calls
	10%
	
	Activity: Direct Patient Care
	30%

	Specific Items Involved:
	
	
	· See patients in clinic
	

	· Answer patient messages and requests
	
	
	· Injections
	

	Activity: Dictate/Document Patient Encounter
	25%
	
	· Assist provider with patients
	

	Specific Items Involved:
	
	
	· 
	

	· Dictate encounter
	
	
	Activity: Follow-up Phone Calls
	22%

	· Review transcriptions and sign off
	
	
	Specific Items Involved:
	

	Activity: Complete Forms
	5%
	
	· 
	

	Specific Items Involved:
	
	
	Activity: Review and Notify Patients of Lab Results
	5%

	· Referrals
	
	
	Specific Items Involved:
	

	· Camp/school physicals
	
	
	· Normal with follow-up
	

	Activity: Write Prescriptions
	5%
	
	· Drug adjustments
	

	Specific Items Involved:
	
	
	Activity: Complete Forms
	18%

	· 
	
	
	Specific Items Involved:
	

	Activity: Manage Charts
	5%
	
	· Referrals
	

	Activity: Evaluate Test Results
	5%
	
	· Camp/school physicals
	

	Specific Items Involved:
	
	
	Activity: Call in Prescriptions
	5%

	· Review results and determine next actions
	
	
	Specific Items Involved:
	

	Activity: See Patients in Nursing Home
	2%
	
	· 
	

	Activity: Miscellaneous
	2%
	
	Activity: Miscellaneous
	2%

	Specific Items Involved:
	
	
	Specific Items Involved:
	

	· CME; attend seminars; attend meetings
	
	
	· CME; attend seminars; attend meetings
	

	Total
	100%
	
	Total
	100%


	Activity Occurrence Example:

	What’s the next step? Insert the activities from the Activity Survey Here.
Activities are combined by role from the data collected above. This creates a master list of activities by role. Fill-in THE NUMBER OF TIMES PER SESSION (AM and PM) THAT YOU PERFORM THE ACTIVITY. Make a mark by the activity each time it happens, per session. Use one sheet for each day of the week. Once the frequency of activities is collected, the practice should review the volumes and variations by session, day of week, and month of year. This evaluation increases knowledge of predictable variation and supports improved matching of resources based on demand.      

	Role: RN
	Date:
	Day of Week:

	Visit Activities
	AM
	PM
	Total

	Triage Patient Concerns
	
	
	14

	Family/Patient Education
	
	
	11

	Direct Patient Care
	
	
	42

	Non-Visit Activities
	
	
	

	Follow-up Phone Calls
	
	
	26

	Complete Forms
	
	
	19

	Call in Prescriptions
	
	
	16

	Miscellaneous
	
	
	15

	
	
	
	

	Total
	63
	65
	128


	Processes

	· Beginning to have all staff understand the processes of care and services in the practice is a key to developing a common understanding and focus for improvement.  Start with the high level process of a patient entering your practice by using the Patient Cycle Time tool.  You can assign someone to track all visits for a week to get a sample, or the cycle time tool can be initiated for all visits in a one week period with many people contributing to the collection and completion of this worksheet.

· Typically, other processes will be uncovered to measure and you can create time tracking worksheets like this template to measure other cycle times.



	Primary Care Practice Patient Cycle Time

	
	
	
	Day:
	
	Date:
	
	

	
	
	

	
	Scheduled Appointment Time
	
	Provider you are Seeing Today
	
	

	
	
	

	
	Time
	
	
	

	
	
	
	  1. Time you checked in.
	

	
	
	
	
	

	
	
	
	  2. Time you sat in the waiting room.
	

	
	
	
	
	

	
	
	
	  3. Time staff came to get you.
	

	

	
	
	
	  4. Time staff member left you in exam room.
	

	

	
	
	
	  5. Time provider came in room.
	

	

	
	
	
	  6. Time provider left the room.
	

	

	
	
	
	  7. Time you left the exam room.
	

	

	
	
	
	  8. Time you arrived at check out.
	

	

	
	
	
	  9. Time you left practice.
	

	

	
	
	
	
	

	

	

	
	Comments:


	Processes

	· Beginning to have all staff understand the processes of care and services in the practice is a key to developing a common understanding and focus for improvement.  Start with the high level process of a patient entering your practice by using the Patient Cycle Time tool.  You can assign someone to track all visits for a week to get a sample, or the cycle time tool can be initiated for all visits in a one week period with many people contributing to the collection and completion of this worksheet.

· Typically, other processes will be uncovered to measure and you can create time tracking worksheets like this template to measure other cycle times.



	Primary Care Practice Patient Cycle Time—Academic Example

	
	Type of Visit:
	
	Day:
	
	Date:
	
	

	
	
	

	
	Scheduled Appointment Time
	
	Provider you are Seeing Today
	
	

	
	
	

	
	Time
	
	
	

	
	
	
	  1. Time you checked in.
	

	
	
	
	
	

	
	
	
	  2. Time you sat in the waiting room.
	

	
	
	
	
	

	
	
	
	  3. Time staff came to get you.
	

	

	
	
	
	  4. Time staff member left you in exam room.
	

	

	
	
	
	  5. Time provider came in room.  If the provider left the 
	

	
	room more than once, please note the times.  
	

	
	1
	
	2
	
	3
	

	Time Left
	
	
	
	
	
	

	
	
	
	
	
	
	

	Time Returned
	
	
	
	
	
	

	

	
	
	
	  6. Time provider left the room.
	

	

	
	
	
	  7. Time you left the exam room.
	

	

	
	
	
	  8. Time you arrived at check out.
	

	

	
	
	
	  9. Time you left practice.
	

	

	
	Comments:


	Processes

	· Review, adapt and distribute the Core and Supporting Processes evaluation form to ALL practice staff.  Be sure the list is accurate for your practice and then ask staff to evaluate the CURRENT state of these processes.  Rate each process by putting a tally mark under the heading which most closely matches your understanding of the process.  Also mark if the process is a source of patient complaints.  
Tally the results to give the Lead Team an idea as to where to begin to focus improvement from the staff perspective.
· Steps for Improvement:  Explore improvements for each process based on the outcomes of this assessment tool.  Each of the processes below should be flowcharted in its’ current state. Once you have flowcharted the current state of your processes and determined your Change Ideas, use the PDSA Cycle Worksheet to run tests of change and to measure.  


	Primary Care Practice Know Your Processes
Core and Supporting Processes

	Processes
	Works Well
	Small Problem
	Real Problem
	Totally Broken
	Cannot Rate
	We’re Working On It
	Source of Patient Complaint

	Answering Phones
	
	
	
	
	
	
	

	Appointment System
	
	
	
	
	
	
	

	Messaging
	
	
	
	
	
	
	

	Scheduling Procedures
	
	
	
	
	
	
	

	Order Diagnostic Testing
	
	
	
	
	
	
	

	Reporting Diagnostic Test Results
	
	
	
	
	
	
	

	Prescription Renewal
	
	
	
	
	
	
	

	Making Referrals
	
	
	
	
	
	
	

	Pre-authorization for Services
	
	
	
	
	
	
	

	Billing/Coding
	
	
	
	
	
	
	

	Phone Advice
	
	
	
	
	
	
	

	Assignment of Patients to Your Practice
	
	
	
	
	
	
	

	Orientation of Patients to Your Practice
	
	
	
	
	
	
	

	New Patient Work-ups
	
	
	
	
	
	
	

	Minor Procedures
	
	
	
	
	
	
	

	Education for Patients/Families
	
	
	
	
	
	
	

	Prevention Assessment/Activities
	
	
	
	
	
	
	

	Chronic Disease Management
	
	
	
	
	
	
	

	Palliative Care
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


	Processes

	· Deming has said, “If you can’t draw a picture of your process you can’t improve anything.”  He is referring to the improvement tool of process mapping.  With your interdisciplinary team, create a high level flow chart of the appointment process or the entire treatment experience.  Start with just ONE flow chart.  Eventually you will wish to create flowcharts for many different processes in-and-between your practice.  Keep the symbols simple!

· Review the flowchart to identify unnecessary rework, delays and opportunities to streamline and improve.  


	Primary Care Practice High Level Flowchart






[image: image27.wmf]   Symbol Key:

Process beginning

or end

Activity step

Decision points

Waits and delays

Process flow direction

Connector (e.g. off page)

 

	Patterns

	· Patterns are present in our daily work and we may or may not be aware of them.  Patterns can offer hints and clues to our work that inform us of possible improvement ideas.  The Unplanned Activity Tracking Card is a tool you can ask staff to carry to track patterns of interruptions, waits and delays in the process of providing smooth and uninterrupted patient care.  Start with any group in the staff.  Give each staff member a card to carry during a shift, to mark each time an interruption occurs when direct patient care is delayed or interrupted.  The tracking cards should then be tallied by each person and within each group to review possible process and system redesign opportunities.  Noticing patterns of unplanned activities can alert staff to possible improvements.  
· This collection tool can be adapted for any role in the Primary Care Practice to discover interruptions in work flow.  Circles in the example indicate processes to further evaluate for possible improvements.   


	Primary Care Practice Unplanned Activity Tracking Card

	

	Unplanned Activity Tracking
	
	Unplanned Activity Tracking

	Name:
	  
	
	
	Name:
	 
	 

	  Date:
	
	
	Time:
	 
	
	
	    Date:
	 
	Time:
	
	

	
	
	
	
	
	
	
	
	

	Place a tally mark for each occurrence of an unplanned activity
	Total
	
	Place a tally mark for each occurrence 
of an unplanned activity
	Total

	 
	 
	
	 
	 

	Interruptions
	
	
	 
	
	Interruptions 
	
	 

	· Phone
	 
	 
	
	· Phone
	llll    llll    llll     
	15

	· Secretary
	
	
	 
	
	· Secretary
	
	 

	· RN
	 
	 
	 
	
	· RN
	llll    llll    
	10

	· Provider
	
	
	 
	
	· Provider
	
	 

	Hospital Admissions
	 
	 
	 
	
	Hospital Admissions
	llll    llll   ll
	12

	Patient Phone Calls
	
	
	 
	
	Patient Phone Calls
	
	 

	Pages
	 
	 
	 
	
	Pages
	llll    llll    llll   llll  
	20

	Missing Equipment
	
	 
	
	Missing Equipment
	 

	Missing Supplies 
	 
	 
	 
	
	Missing Supplies
	llll    
	5

	Missing Chart: Same Day Patient
	 
	
	Missing Chart: Same Day Patient
	 

	Missing Chart: Patient
	 
	 
	
	Missing Chart: Patient
	llll    llll    
	10

	Missing Test Results
	
	
	 
	
	Missing Test Results
	
	 

	
	 
	 
	 
	
	
	 
	

	
	
	
	
	
	
	
	

	Other
	
	
	
	
	Other
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


	Patterns

	· Patterns can be found through tracking the volumes and types of telephone calls.  Review the categories on the telephone tracking list to ensure they reflect the general categories of calls your practice receives.  Ask clerical staff to track the telephone calls over the course of a week to find the patterns of each type of call and the volume peaks and valleys.

· Put a tally mark each time one of the phone calls is for one of the listed categories.  Total the calls for each day and then total the calls in each category for the week.  Note the changes in volume by the day of the week and am/pm.   


	Primary Care Practice Telephone Tracking Log 

	Week of
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday
	Sunday
	Week Total

	
	
	
	
	
	
	
	
	

	
	
	
	AM
	PM
	AM
	PM
	AM
	PM
	AM
	PM
	AM
	PM
	AM
	PM
	AM
	PM
	

	Appointment for Today
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Total
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Appointment for Tomorrow
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Total
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Appointment
 for Future
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Total
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Test Results
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Total
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Nurse Care
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Total
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Prescription Refill
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Total
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Referral Information
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Total
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Need Information
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Total
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Message for Provider
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Total
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Talk with Provider
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Total
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	DAY TOTAL
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	Metrics That Matter

	· Measures are essential for microsystems to make and sustain improvements and to attain high performance. All clinical microsystems are awash with data but relatively few have rich information environments that feature daily, weekly and monthly use of Metrics That Matter (MTM). The key to doing this is to get started in a practical, doable way; and to build out your Metrics That Matter and their vital use over time. Some guidelines for your consideration are listed below. Remember these are just guidelines and your microsystem should do what makes sense in the way of collecting, displaying and using Metrics That Matter.   


	Primary Care Practice Metrics That Matter

	1. What?  Every microsystem has vital performance characteristics, things that must happen for successful operations.  Metrics That Matter (MTMs) should reflect your microsystem’s vital performance characteristics.  

	2. Why?  The reason to identify, measure and track MTMs is to ensure that you are not “flying blind.”  
Safe, high quality and efficient performance will give you specific, balanced and timely metrics that show:

a. When improvements are needed

b. If improvements are successful

c. If improvements are sustained over time, and

d. The amount of variation in results over time

	3. How?  Here are steps you can make to take advantage of MTMs. 

Work with your Lead Team to establish the need for metrics and their routine use.  

Quality begins with the intention to achieve measured excellence.  



	Build a balanced set of metrics to provide insight into what’s working and what’s not working. Some categories to consider are: process flow, clinical, safety, patient perceptions, staff perceptions, operations, and finance/costs.  Avoid starting with too many measures.   
Every metric should have an operational definition, data owner, target value and action plan.

Strongly consider using the "national" JCAHO* and CMS* metrics whenever they are relevant to your microsystem.  Consider other "vital" metrics based on your own experience, strategic initiatives and other "gold standard" sets such as measures from NQF* and professional organizations like ASTS*.

	Start small and identify a data wall owner(s) who is guided by the Lead Team.

Identify a data owner(s) for each metric.  The owner will be responsible for getting this measure and reporting it to the Lead Team.  Seek sources of data from organization wide systems.  
If the needed data is not available, use manual methods to measure.  Strive to build data collection in the flow of daily work.  

	Build a data wall and use it daily, weekly, monthly, and annually.  
Gather data for each metric and display it on the “data wall” reporting:   
· Current value

· Target Value

· Action Plan to improve or sustain level
Display metrics as soon as possible–daily, weekly, monthly metrics are most useful–using visual displays such as time trend charts and bar charts.  

	Review your set of metrics on a regular basis—daily, weekly, monthly, quarterly, annually.  
Use metrics to make needed improvements whenever possible.
Make metrics fun, useful and a lively part of your microsystem development process.  Discuss Metrics That Matter frequently and take action on them as needed. 

	* JCAHO, Joint Commission on Accreditation of Healthcare Organizations

  CMS, Centers for Medicare and Medicaid Services

  NQF, National Quality Foundation

  ASTS, American Society of Thoracic Surgeons




	Metrics That Matter

	· Review the currently determined “best metrics” your practice should be monitoring.  
· List your current performance in these metrics and what the targets are. 



	Primary Care Practice Metrics That Matter

	Name of Measure
	Definition & 
Data Owner
	Current & 
Target Values
	Action Plan & 

Process Owner

	General Metrics
	
	
	

	Access
	
	
	

	3rd Available Appointment ##
	
	
	

	
	
	
	

	
	
	
	

	Staff Morale
	
	
	

	Staff Satisfaction ##
	
	
	

	Voluntary Turn Over ##
	
	
	

	Work days lost per employee per year #
	
	
	

	
	
	
	

	Safety & Reliability
	
	
	

	Identification of high risk patient diagnosis & associated medications that put patient at risk, (e.g. Coumadin, Insulin) & related tests you must track.  
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Patient Satisfaction
	
	
	

	Overall ##
	
	
	

	Access ##
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Finance
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Patient-Centered Outcome Measures *
	
	
	

	Assessment of Care for Chronic Conditions ##
	
	
	

	
	
	
	

	Visit www.doqit.org for Data Submission Process information
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	# Denotes OSHA Safety Log measure

## Denotes IHI Whole System Measures (2004)


	Metrics That Matter

	Primary Care Practice Metrics That Matter

	Name of Measure
	Definition & 
Data Owner
	Current & 
Target Values
	Action Plan & 

Process Owner

	Patient-Centered Outcome Measures *
	
	
	

	Coronary Artery Disease (CAD) 
	
	
	

	Antiplatelet Therapy  
	
	
	

	Lipid Profile  
	
	
	

	Drug Therapy for Lowering LDL Chol.
	
	
	

	LDL Cholesterol Level  
	
	
	

	Beta-Blocker Therapy-Prior MI  
	
	
	

	ACE Inhibitor Therapy  
	
	
	

	Blood Pressure     
	
	
	

	Heart Failure (HF)
	
	
	

	Left Ventricular Function (LVF) Assess.
	
	
	

	Left Ventricular Function (LVF) Testing
	
	
	

	Patient Education  
	
	
	

	Beta-Blocker Therapy  
	
	
	

	ACE Inhibitor Therapy  
	
	
	

	Weight Measurement  
	
	
	

	Blood Pressure Screening  
	
	
	

	Warfarin Therapy for Pts with Atrial Fib
	
	
	

	Diabetes Mellitus (DM)
	
	
	

	HbA1c Management 
	
	
	

	Lipid Measurement  
	
	
	

	HbA1c Management Control  
	
	
	

	LDL Cholesterol Level  
	
	
	

	Blood Pressure Management  
	
	
	

	Urine Protein Testing  
	
	
	

	Eye Exam  Foot Exam  
	
	
	

	Preventive Care (PC)
	
	
	

	Influenza Vaccination 
	
	
	

	Pneumonia Vaccination  
	
	
	

	Blood Pressure Measurement
	
	
	

	Lipid Measurement
	
	
	

	LDL Cholesterol level
	
	
	

	Colorectal Cancer Screening  
	
	
	

	Breast Cancer Screening
	
	
	

	Tobacco Use  
	
	
	

	Tobacco Cessation  
	
	
	

	Hypertension (HTN)
	
	
	

	Blood Pressure Screening
	
	
	

	Blood Pressure Control
	
	
	

	Plan of Care
	
	
	

	* CMS (Center for Medicare and Medicaid Services)
American Medical Association (AMA) Physician Consortium for Performance Improvement
National Diabetes Quality Improvement Alliance (Alliance)

National Committee for Quality Assurance (NCQA)


	Step 3  Diagnose

	With the Interdisciplinary Lead Team review the 5Ps assessment, Metrics That Matter, and with consideration of your organizational strategic plan, select a first “theme,” (e.g., access, safety, flow, reliability, patient satisfaction, staff morale, prevention, supply and demand) for improvement.

· The purpose of assessing is to make an informed and correct overall diagnosis of you microsystem.

· First, identify and celebrate the strengths of your system.

· Second, identify and consider opportunities to improve your system.

· The opportunities to improve may come from your own microsystem—based on assessment, staff suggestions and/or patient and family needs and complaints.
· The opportunities to improve may come from outside your microsystem—based on a strategic project or external performance/quality measures.
· Look not only at the detail of each of the assessment tools, but also synthesize all of the assessments and Metrics That Matter to “get the big picture” of the microsystem.  Identify linkages within the data and information.  Consider:  
· Waste and delays in the process steps.  Look for processes that might be redesigned to result in better functions for roles and better outcomes for patients. 

· Patterns of variation in the microsystem.  Be mindful of smoothing the variations or matching resources with the variation in demand.

· Patterns of outcomes you wish to improve.

· It is usually smart to pick or focus on one important “theme” to improve at a time, and work with all the “players” in your system to make a big improvement in the area selected.
· Suggestions on how to make your diagnosis and select a theme follow next. 


	Diagnose Your Primary Care Practice 

	Write your Theme for Improvement  

	Overall Theme “Global” Aim Statement

	Create an aim statement that will help keep your focus clear and your work productive:

	
	

	We aim to improve:
	
	

	
	(Name the process)
	

	
	In:
	
	
	

	
	
	(Clinical location in which process is embedded)
	

	The process begins with:
	
	

	
	(Name where the process begins)
	

	The process ends with:
	
	

	
	(Name the ending point of the process)
	

	By working on the process, we expect:
	
	

	
	(List benefits)
	

	
	
	

	
	
	

	It is important to work on this now because:
	
	

	
	(List imperatives)
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	Step 4 Treat Your Primary Care Practice

	Draft a clear aim statement and way to measure the aim using improvement models—PDSA (Plan-Do-Study-Act) and SDSA (Standardize-Do-Study-Act).

· Now that you’ve made your diagnosis and selected a theme worthy of improving, you are ready to begin using powerful Change Ideas, improvement tools, and the scientific method to change your microsystem.

· This begins with making a specific aim and using Plan-Do-Study-Act (PDSA), which is known as the “model for improvement.”  

· After you have run your tests of change and have reached your measured aim, the challenge is to maintain the gains that you have made.  This can be done using Standardize-Do-Study-Act (SDSA), which is the other half of making improvement that has “staying power.”  

· You will be smart to avoid totally reinventing the wheel by taking into consideration best known practices and Change Ideas that other clinical teams have found to really work.  A list of some of the best “Change Ideas” that might be adapted and tested in your practice follows the aim statement worksheet.  


	Specific Aim Statement

	

	Create a specific aim statement that will help keep your focus clear and your work productive.


	Use numerical goals, specific dates, and specific measures.

	Specific Aim:
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Measures: 
	
	

	
	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	


	Treat Your Primary Care Practice

	· Once you have completed the assessment and diagnosis of your practice and have a clear theme to focus on, review current best practice and Change Ideas to consider.  

· The Change Ideas will continue to develop as more field testing is done and more colleagues design improvements. 
 

	Primary Care Practice Change Ideas to Consider:  

	You will find additional support and tools at the websites listed below
Change Ideas to Improve Access to Care http://www.clinicalmicrosystem.org/access.htm

1. Shape Demand
2. Match Supply and Demand
3. Redesign the System
Change Ideas to Improve Interaction

4. Design group visits or Shared Medical Appointments http://www.clinicalmicrosystem.org/sma.htm   
5. Utilize email care

6. Create a practice website

7. Optimize professional roles to subpopulation care management

Change Ideas to Improve Reliability

8. Adapt the Chronic Care Model: “Improving Chronic Illness Care” (ICIC) http://www.improvingchroniccare.org

Change Ideas to Improve Vitality

9. Engage all staff in continuous improvement and research

10. Develop strategies to actively develop individual staff

11. Create a favorable financial status which supports investments in the practice
12. Utilize “daily huddle” process with MDs, RNs and clerical staff to review yesterday, plan for today, tomorrow and the coming week (pg28)

*visit www.ihi.org and www.clinicalmicrosystem.org for the latest ideas


	Consider the Change Concepts on page 295 of The Improvement Guide by Langley, Nolan, Nolan, Norman and Provost (1996).  The main change categories are listed below.    

	A. Eliminate Waste

B. Improve Workflow

C. Optimize Inventory

D. Change the Work Environment

E. Enhance the Producer/Customer Relationship

F. Manage Time

G. Manage Variation

H. Design Systems to Avoid Mistakes

I. Focus on the Product or Service

	Langley G, Nolan K, Nolan T, Norman T, Provost L.  The Improvement Guide:  A Practical Approach to Enhancing Organizational Performance.  1st ed. The Jossey-Bass Business & Management Series.  San Francisco, CA: Jossey-Bass Publishers; 1996: xxix, 370.  


	Huddle Sheet

	· What can we proactively anticipate and plan for in our work day/week?  At the beginning of the day, hold a review of the day, review of the coming week and review of the next week. Frequency of daily review is dependent on the situation, but a mid-day review is also helpful.  
· This worksheet can be modified to add more detail to the content and purpose of the huddles.  

	Huddle Sheet

	Practice:
	
	Date:
	

	Aim:  Enable the practice to proactively anticipate and plan actions based on patient need and available resources, and contingency planning.

	Follow-ups from Yesterday

	

	“Heads up” for Today: (include special patient needs, sick calls, staff flexibility, contingency plans)

	
	Meetings:

	Review of Tomorrow and Proactive Planning 

	
	Meetings:


	Treat Your Primary Care Practice

	Plan-Do-Study-Act   PDSA
Complete the Plan-Do-Study-Act worksheet to execute the Change Idea in a disciplined measured manner, to reach the specific aim. 

  

	Plan               How shall we PLAN the pilot?  Who? Does what? When? With what tools?  What baseline data will be collected?  

	
	Tasks to be completed to run test of change
	Who
	When
	Tools Needed
	Measures
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	

	Do               What are we learning as we DO the pilot?  What happened when we ran the test?  Any problems encountered?  Any surprises?  

   

	Study               As we study what happened, what have we learned?  What do the measures show?  

	Act                As we ACT to hold the gains or abandon our pilot efforts, what needs to be done?  Will we modify the change?  Make a PLAN for the next cycle of change.    

	The Lead Team should continue to meet weekly to review progress in the design of the PDSA and then during the execution of the test of change in a pilot format to observe and learn about the Change Idea implementation.  Remember to always test Change Ideas in small pilots to learn what adaptations and adjustments need to be made before implementing on a larger scale.  Data collection and review during the testing is important to answer the question:  How will we know if the Change Idea is an improvement?

Once the PDSA cycle is completed and the Lead Team reviews the data and qualitative findings, the plan should be revised or expanded to run another cycle of testing until the aim is achieved.
When the Change Idea has been tested and adapted to the context of the clinical microsystem and the data demonstrates that the Change Idea makes an improvement, the Lead Team should design the Standardize-Do-Study-Act (SDSA) process to ensure the process is performed as designed.  During this process it is important to continually learn and improve by monitoring the steps and data to identify new opportunities for further improvement.  You will realize you will move from “PDSA” to “SDSA” and back to “PDSA” in your continuous improvement environment.  New methods, tools, technology or best practice will often signal the need to return to PDSA to achieve the next level of high performance.  You want to be able to go from “PDSA” to “SDSA” and back to “PDSA” as needed.  The Scientific method is a two-way street that uses both experimentation (i.e., PDSA) as well as standardization (i.e., SDSA). 


	Standardizing Current Best Process and Holding the Gains

	Standardize-Do-Study-Act   SDSA

	Standardize the process (specify what roles do what activities in what sequence with what information flow).  A good way to track and standardize process is through the creation of a Primary Care Practice Playbook.  The Playbook is the collection of process maps to provide care and services that all staff are aware of and accountable for.  The Playbook can be used to orient new staff, document current processes and contribute to performance appraisals.      

	Do the work to integrate the standard process into daily work routines to ensure reliability and repeatability.  

	Study at regular intervals.  Consider if the process is being “adhered” to and what “adjustments” are being made.  Review the process when new innovations, technology or roles are being considered.  Review what the measures of the process are showing.  

	Act based on the above, maintain or “tweak” the standard process and continue doing this until the next “wave” of improvements/innovations takes place with a new series of PDSA cycles.   

	Standardize               How shall we STANDARDIZE the process and embed it into daily practice?  Who?  Does what?  When?  With what tools?  What needs to be "unlearned" to allow this new habit?  What data will inform us if this is being standardized daily?



	
	Tasks to be completed to run test of change
	Who
	When
	Tools Needed
	Measures
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	*Playbook-Create standard process map to be inserted in your Playbook.
	

	

	Do               What are we learning as we DO the standardization?  Any problems encountered?  Any surprises?  Any new insights to lead to another PDSA cycle? 

   

	Study               As we STUDY the standardization, what have we learned?  What do the measures show?  Are there identified needs for change or new information or “tested” best practice to adapt?



	Act                As we ACT to hold the gains or modify the standardization efforts, what needs to be done?  Will we modify the standardization?   What is the Change Idea?  Who will oversee the new PDSA?  Design a new PDSA cycle.  Make a PLAN for the next cycle of change.  Go to PDSA Worksheet. 




	Step 5 Follow-Up

	· Monitor the new patterns of results and select new themes for improvement.  
· Embed new habits into daily work: daily huddles, weekly Lead Team meetings, monthly “town hall” meetings, datawalls, and storyboards.


	Follow-Up   

	Improvement in health care is a continuous journey.
The new patterns need to be monitored to ensure the improvements are sustained.  Embedding new habits into daily work with the use of “huddles” to review and remind staff, as well as weekly Lead Team meetings keeps everyone focused on improvements and results that can lead to sustained and continuous improvements.
Datawalls, storyboards and monthly all-staff meetings are methods to embed new habits and thinking for improvement.

The Lead Team should repeat the process for newly recognized themes and improvements that are identified in the assessment and Metrics That Matter.


	  Assessing Your Practice Discoveries and Actions

	Know Your 
Patients
	Discoveries
	Actions Taken

	1. Age Distribution
	1. 30% of our patients > 65 years old
	1. Designated special group visits to review specific needs of this age group including physical limitations, dietary considerations. 

	2. Disease Identification
	2. We do not know what percent our patients have diabetes.
	2. Staff reviewed coding/ billing data to determine approximate numbers of patients with diabetes.

	3. Health Outcomes
	3. We do not know what the range of HgA1C is for out patients with diabetes of if they are receiving appropriate ADA recommended care in a timely fashion.
	3. Staff conducted a chart audit with 50 charts during a lunch hour. Using a toll designed to track outcomes; each member of the staff reviewed 5 charts and noted their findings on the audit tool.

	4. Most Frequent Diagnosis
	4. We learned we had a large number of patients with stable hypertension and diabetes, seeing the physician frequently. We also learned that during certain season we had huge volumes of acute diseases such as URI, Pharyngitis and poison ivy.
	4. Designed and tested a new model of care delivery for stable hypertension and diabetes optimizing the RN role in the practice using agreed upon guidelines, protocols and tools.

	5. Patient Satisfaction
	5. We don’t know what patients think unless they complain to us.
	5. Implemented the “point of service” patient survey that patients completed and left in a box before leaving the practice.

	Know Your 
Professionals
	Discoveries
	Actions Taken

	1. Provider FTE
	1. We were making assumptions about provider time in the clinic without really understanding how much time providers are OUT of the Clinic with hospital rounds, nursing home rounds, etc.
	1. Changed our scheduling processes, utilized RNs to provide care for certain subpopulations.

	2. Schedules
	2. Several providers are gone at the same time every week, so one provider is often left and the entire staff works overtime that day.
	2. Evaluated the scheduling template to even out each provider’s time to provide consistent coverage of the clinic.

	3. Regular Meetings
	3. The doctors meet together every other week. The secretaries meet once a month.
	3. Entire practice meeting every other week on Wednesdays.

	4. Hours of Operation
	4. The beginning and the end of the day are always chaotic. We realized we are on the route for patients between home and work and want to be seen when we are not open.
	4. Opened one hour earlier and stayed open one house later each day. The heavy demand was managed better and overtime dropped.

	5. Activity Surveys
	5. All roles are not being used to their maximum. RNs only room patients and take vital signs, medical assistants doing a great deal of secretarial paperwork and some secretaries are giving out medical advice. 
	5. Roles have been redesigned and matched to individual education, training and licensure.

	Know Your
Processes
	Discoveries
	Actions Taken

	1. Cycle Time
	1. Patient lengths of visits vary a great deal. There are many delays.
	1. The staff identified actions to eliminate, steps to combine, and learned to prepare the charts for the patient visit before the patient arrives. The staff also holds daily “huddles” to inform everyone on the plan of the day and any issues to consider throughout the day.

	2. Key Supporting Processes
	2. None of us could agree on how things get done in out practice.
	2. Detailed flow charting of our practice to determine how to streamline and do in a consistent manner.

	3. Indirect Patient Pulls
	3. The providers are interrupted in their patient care process frequently. The number one reason is to retrieve missing equipment and supplies from the exam room. 
	3. The staff agreed on standardization of exam rooms and minimum inventory lists that were posted inside the cabinet doors. A process was also determined on WHO and HOW the exam rooms would be stocked regularly and through the use of an assignment sheet, a person was identified and held accountable.

	Know Your 
Patterns
	Discoveries
	Actions Taken

	1. Demand on the Practice
	1. There are peaks and lows of the practice depending on day of the week, session of the day or season of the year. 
	1. Resources and role are matched to demand volumes. Schedules are created which match resources to variation. 

	2. Communication
	2. We do not communicate in a timely way, nor do we have a standard form to communicate. 
	2. Every other week practice meeting to help communication and e-mail use of all staff to promote timely communication. 

	3. Cultural
	3. The doctors don’t really spend time with non-doctors.
	3. The staff meetings heightened awareness of behaviors has helped improve this.

	4. Outcomes
	4. We really have not paid attention to our practice outcomes.
	4. Began tracking and posting on a data wall to keep us alter to outcomes.

	5. Finances
	5. Only the doctors and the practice managers know about the practice money. 
	5. Finances are discussed at the staff meetings and everyone is learning how we make a difference in our financial performance.



	Assessing Your Practice Discoveries and Actions

	Common High Yield Wastes
	Recommended Method to Reduce Waste
	Traps to Avoid

	1. Exam rooms not stocked or standardized – missing supplies or equipment
	- Create Standard Inventory supplies for all exam rooms.

- Design process for regular stocking of exam rooms with accountable person

- Standardize and utilize all exam rooms


	- Don’t assume rooms are being stocked regularly – track and measure.

- Providers will only use “their own” rooms

- Providers cannot agree on standard supplies; suggest “testing”

	2. Too many appointment types which create chaos in scheduling
	- Reduce appointment types  to 2-4

- Utilize standard building block to create flexibility in schedule.
	- Frozen schedules of certain types

- Use one time (e.g. 10-15 minute “building blocks”)

	3. Poor communication amongst the providers and support staff about clinical sessions and patient needs.
	- Conduct daily morning “huddles” to provide a forum to review the schedule, anticipate needs of patients, plan supplies/ information needed for a highly productive interaction between patient and provider.
	- People not showing up for scheduled huddles. Gain support of providers who are interested, test ideas and measure results

- Huddles last longer than 15 minutes, use a work sheet to guide huddle

- Don’t sit down

	4. Missing information or chart for patient visit.
	- Review patient charts BEFORE the patient arrives – recommended the day before to ensure information and test results are available to support the patient. 
	- Avoid doing chart review when patient is present

- If you have computerized test results, don’t print the results

	5. Confusing messaging system
	- Standardize messaging processes for all providers

- Educate/ train messaging content

- Utilize a process with prioritizing methods such as a “bin” system in each provider office.
	- Providers want their “own” way – adding to confusion to support staff and decreases ability for cross coverage

- Content of message can’t be agreed upon – test something

	6. High prescription renewal request via phone.
	- Anticipate patient needs

- Create “reminder” systems in office, e.g. posters, screensavers

- Standardize information that
	- Doesn’t need to be the RN – Medical assistants can obtain this information

	7. Staff frustrated in roles and unable to see new ways to function.
	- Review current roles and functions using activity survey sheets

- Match talent, education, training, licensure to function

- Optimize every role

- Eliminate functions
	- Be sure to focus on talent, training and scope of practice not individual people.

	8. Appointment schedules have limited same day appointment slots.
	- Evaluate follow-up appointments and return visit necessity.

- Extend intervals of standard follow-up visits

- Consider RN visits

- Evaluate the use of protocols and guidelines to provide advice for homecare- www.icsi.org 

- Consider phone care
	- Don’t set a certain number of same day appointments without matching variations throughout the year.

	9. Missed disease-specific/ preventive interventions and tracking.
	- Utilize the flow sheets to track preventative activities and disease-specific interventions.

- Utilize “stickers” on charts to alert staff to preventative/ disease specific needs

- Review charts before patient visits

- Create registries to track subpopulation needs.
	- Be alert to creating a system for multiple diseases and not have many stickers and many registries.

	10. Poor communication and interactions between members.
	- Hold weekly staff meetings to review practice outcomes, staff concerns, improvement opportunities.

- Education and Development
	- Hold weekly meetings on a regular day, time and place

- Do not cancel – make the meeting a new habit

	11. High no-show rate
	- Consider improving same day access

- Reminder systems
	- Automated reminder telephone calls are not always well received by patients

	12. Patient expectations of visit not met, resulting in phone calls and repeat visits.
	- CARE vital sign sheet- www.howsyourhealth.org 
- Evaluating patient at time of visit if their needs were met
	- Use reminders to question patient about needs being met

- New habits not easily made.
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1. 4 Days with Deming   This is a good introduction. 
2. http://www.statit.com/services/CQIOverview.pdf nice summary of statistics
3. 4 days with Deming CDs   It is a series of discs of Deming doing a seminar. It will drive you nuts. He drones on and you are saying this is a waste and then all of a sudden he hits you with a concept that is profound

a. If you do not want to fork out 260 dollars there are some tapes at the Plummer. Bob Woller left us Same caveat as CDs though replace japan with china 
4. Data Sanity  This is a dense book  Don’t get bogged down in the statistics. Read it, Re read it, and then the statistics start making sense.   Try again.  Each time you do it you will gain insight into the world of Deming in Health Care. You can also get the authors weekly updates on topics related to improvement

5. http://asq.org/learn-about-quality/tools-templates.html  templates
6. Escape Fire Berwick   Inspirational talks from a master. A motivator who sees the best in us and prods us to be better for our patients

7. http://www.gliffy.com/uses/flowchart-software/ flow chart 

8. John Bachman’s facebook Page   Over the next several months we are putting up videos to enhance your understanding of quality improvement.
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Many Things to Do!





Lots of Information!





How do you use the web site?


Go to � HYPERLINK "http://www.howsyourhealth.org" ��www.howsyourhealth.org�.  On the front page choose� “For Health Professionals” to get information on the �features of the program and how to customize it for your setting.
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