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Agenda

1 Introductions- 5 minutes
§ Review the Literature and need for training-10 minutes

1 Discuss the different “brands” of improvement tools-
10 minutes
I Success Stories-35 minutes
— Case Medical School
— VA Internal Medicine residents
— MetroHealth Residents

— Indiana University Faculty

1 Open Discussion-30 minutes
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Objectives:

1 By the end of the session participants will:

— Recognize the pertinent literature regarding CQI and
training

— Describe the need to train providers at all levels of
training

— Identify successful strategies for implementing QI
training

— Formulate the beginning of a plan to implement QI
training at their institution



Why should physicians learn about

quality improvement or work
on a quality improvement project?

1 Practice Privileges

I Data are everywhere

I Residents and medical students are learning these tools
1 CQI projects are fundable and publishable

1 Part of the past, present and future of healthcare

1 Right thing to do
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“Briet” History of Quality Standards in
Medicine

1 1847-AMA founded

1 1855- Florence Nightingale's study on sanitary
reform

1 1894- Anesthesia Record

11910- Flexner’s Report to the Carnegie
Foundation

11917- Hospital Standardization Program

11952- Joint Commission founded


Presenter
Presentation Notes
In the early 19th century, American Medicine was disorganized and had poor quality.   Medical education was in the hands of proprietary and for profit institutions.  Many organizations sought to correct this and the AMA was founded, in part, for this reason.

	During Nightingale's time at Scutari, she collected data and systematized record-keeping practices. Nightingale was able to use the data as a tool for improving city and military hospitals. Nightingale's calculations of the mortality rate showed that with an improvement of sanitary methods, deaths would decrease. In February, 1855, the mortality rate at the hospital was 42.7 percent of the cases treated (Cohen 131). When Nightingale's sanitary reform was implemented, the mortality rate declined. Nightingale took her statistical data and represented them graphically. She invented polar-area charts, where the statistic being represented is proportional to the area of a wedge in a circular diagram (Cohen 133). 1966- Donabedian Report offering broad definition of Quality and recommendations that it be measured in 3 ways:  structure (physical and staffing characteristics of caring for patients), process( the method of delivery) and outcomes (the results)

The Flexner Report (also called Carnegie Foundation Bulletin Number Four) called on American medical schools to enact higher admission and graduation standards, and to adhere strictly to the protocols of mainstream science in their teaching and research. 

Admission to a medical school should require, at minimum, a high school diploma and at least two years of college or university study, primarily devoted to basic science. When Flexner researched his report, only 16 out of 155 medical schools in the United States and Canada required applicants to have completed two or more years of university education.

Reults of the Flexner rport According to Hiatt and Stockton, by 1920 92% of U.S. medical schools required this of applicants. 

A physician receives at least six, and preferably eight, years of post-secondary formal instruction, nearly always in a university setting; 

Medical training adheres closely to the scientific method and is thoroughly grounded in human physiology and biochemistry. Medical research adheres fully to the protocols of scientific research; 

No medical school can be created without the permission of the state government. Likewise, the size of existing medical schools is subject to state regulation; 

Each state branch of the American Medical Association has oversight over the medical schools located within the state; 

Hospital Standardization Committee:

Originally, the Committee asked that hospitals meet the following five simple guidelines:

Each hospital should have a medical staff. 

The members of the medical staff should be chosen based on graduation from medical school (not a given in that era), competency, and character. 

There should be regular staff meetings to review cases (end results; these became the forerunner of morbidity and mortality conferences). 

Medical records should be written and filed for all cases. 

Each hospital should have a clinical laboratory and radiology section. 

When these guidelines were written, no medical records at all were produced for many patients. The patients were admitted and treated, but all the care was kept inside the physicians’ head.

	

1979- first hospital wide QA programs from JC.  JC dropped some audit requirements and replaced them  with hospital wide QA programs



1988- Agenda for Change called for multidisciplinary QI approach.  This method tired to improve the performance of a group rather than focusing on individuals


How Hazardous is Healthcare?
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Extrapolated study results imply that between
44,000-98,000 U. S. hospital patients die each
year as a result of medical errots.
March 2000
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􀂄 8th leading cause of death in US

􀂄 National Costs: $17 billion to $29 billion

􀂄 $2 billion Adverse Rx event costs alone

􀂄 Add $4,700 in costs to each hospitalization

Medical errors: 

974,000 patients injured

44,000 – 98,000 deaths

Medication errors: 

185,000 patients injured

7,000 deaths



30-40% of healthcare dollars misspent on “overuse, under-use, misuse, duplication, system failures, unnecessary repetition, poor communication, and inefficiency.”

Many physicians have responded to the IOM report. One critique was launched by Clement McDonald and his colleagues,[8] who questioned the IOM's implication that if adverse events had been avoided, patients would not have died. Unlike aviation safety, where collisions directly lead to death, analysis of adverse medical events is complex. Eventually, death from some disease is inevitable. To substantiate McDonald's assertion, Hayward and Hofer[9] reviewed 111 hospital deaths at several Veterans Affairs hospitals. Their work initially suggested that nearly a fourth of the deaths in patients being actively cared for were possibly preventable, but on further consideration of prognosis and adjusting for variability between reviewers, these clinicians estimated that fewer than 1% of the patients who died would have lived more than 3 months in good health had the errors not occurred. In this context, a declaration that medical error is a menace to the health and safety of the public might legitimately be questioned. Although these recent studies suggest a more modest magnitude of medical error, such works to date rely on retrospective review, display innate differences in the population of patients reviewed, and may reflect the bias of the reviewer. These discrepancies highlight the need for a comprehensive, prospective system for reporting adverse events and a mechanism for addressing the impact of medical error on those adverse events. Establishing elaborate mechanisms or exhausting finances to correct medical error may not be warranted until the impact of medical error can be clearly established. Such baseline data are also essential to evaluate the effectiveness of any maneuvers instituted to mend this presumed problem.

Another essay critical of the IOM was provided by Brennan,[10] coauthor of a major study on errors in medicine that was cited by the IOM. Though Brennan agreed that physicians have long been too complacent about iatrogenic injury, he argued that the word “error” is too strong to convey the phenomena described by the IOM. In addition, Brennan expressed concern that this connotation of error combined with the magnitude of the estimated 44,000 to 98,000 annual deaths would incite a surge of malpractice litigation. This fear of litigation, he argued, would inhibit physicians from working openly toward reducing errors.

Brennan's concerns appear well founded. Few physicians or institutions would willingly admit mistakes, especially when such confessions could lead to litigation and financial loss. To address this problem of self-incrimination, a mechanism should be adopted to allow practitioners to disclose, with candor, the causes and consequences of medical injury, without the threat of financial ruin or restraint of employment. Such a no-fault reporting system is in place for the airline industry and is considered by many to be an essential component of the present success of aviation safety. On the other hand, Studdert and Brennan[11] point out in a recent article in JAMA that personal blame for a medical error is a basic tenet of medical malpractice. They suggest legislative action that links injury compensation with reforms in patient safety and further advise that institutions and health care provider networks assume primary responsibility for damages.






Medical Error Deaths vs. Others

Annual US Deaths
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Kohn L, Corrigan J, Donaldson M: To err is human: building a safer health system.
Washington, DC: National Academy Press; Institute of Medicine, 2000.
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Only limited attention has been focused on the prevention of medical errors

More common for errors to be associated with processes and systems than a “bad apple” problem

The best approach toward the reduction of medical errors is by the review of the healthcare system at all levels in an effort to make it safer




Total lives lost per year

How hazardous 1s health care?

Adapted from James B. Intermountain Health Care ATP Training, 2000

Note: both dimensions are logarithmic scales
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Long Description: x axis depicts number of encounters for each fatality and has eight marking points (1, 10, 100, 1,000, 100,000, 1,000,000, 10,000,000). The y axis depicts total lives lost per year and has six marking points (1, 10, 100, 1,000, 10,000, 100,000). The graph is in three segments. The first segment is from 1-1,000 encounters and is titled, "DANGEROUS - >1/1000). It shows Healthcare near 10,000 lives lost and about 500 encounters, Mountain Climbing around 80 blives lost and 400 encounters, and less than 10 lives lost for Bungee Jumping and about 80 encounters. The second section is titled "REGULATED." It shows Driving as having about 700,000 lives lost and 500,000 encounters, Chemical Manufacturing at 30,000 encounters and 50 lives lost, and Chartered Clights at 20,000 encounters and less than 10 lives lost. The final section is titled, "ULTRA-SAFE - <1/100K" and shows Scheduled Airlines with 700 lives lost per 800,000 encounters; European Railroads at 50 lives per 9,000,000 encounters, and less than 10 lives lost per 10,000,000 encounters with Nuclear Power.
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Patient Care should be:

Safe, Timely, Effective,
Efficient, Equitable, Patient-Centered
(STEEEP)
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 (1) Safety: Patients ought to be as safe in health care facilities as they are in their own homes. (2) Timeliness: Care should continually reduce waiting times and delays for both patients and those who give care. (3) Effectiveness: The health care system should match care to science, avoiding both overuse of ineffective care and underuse of effective care. (4) Efficiency: The reduction of waste and, thereby, the reduction of the total cost of care should be never-ending, including, for example, waste of supplies, equipment, space, capital, ideas, and human spirit. (5) Equity: The system should seek to close racial and ethnic gaps in health status. (6) Patient centeredness: Health care should honor the individual patient, respecting the patient's choices, culture, social context, and specific needs. 

No one practitioner can deliver all of these on his/her own, so it is important to work as a team.



Part of providing good care is providing good service.


Quality Improvement: Present and
Future

1 Institute Of Medicine Reports
— To Err is Human-1999
— Crossing the Quality Chasm-2001

1 Maintenance of Certification

8 Accreditation Council for Graduate Medical Education
— Core Competencies-1999

1 Joint Commission Ongoing Provider Performance
Monitoring-2008

1 Hospital Compare
1 Angie’s List
i Pay for Performance
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MOC:  evaluated in clinical practice according to specialty-specific standards for patient care. Asked to demonstrate that they can assess the quality of care they provide compared to peers and national benchmarks and then apply the best evidence or consensus recommendations to improve that care using follow-up assessments.

ACGME:  Core competencies approved in 1999 and 2 of them, PBLI and SBP incorporate concepts of quality improvement theory and methods

JC:  New standard in 2008 requiring ongoing provider performance monitoring based on core competencies

Hospital Compare: compares how well hospitals care for patients with certain medical conditions or surgical procedures, and results from a survey of patients about the quality of care they received during a recent hospital stay. This information will help you compare the quality of care hospitals provide. Gives info on process, outcomes, patient experience, and  medicare patients and volume.



P4P: this payment model rewards physicians, hospitals, medical groups, and other healthcare providers for meeting certain performance measures for quality and efficiency. At Metro, we participate in Bridges to Excellence, not-for-profit organization developed by employers, physicians, health care services, researchers, and other industry experts with a mission to create significant leaps in the quality of care by recognizing and rewarding health care providers who demonstrate that they have implemented comprehensive solutions in the management of patients and deliver safe, timely, effective, efficient, equitable and patient-centered care. 


“Unless everyone who works in healthcare
recognizes that they have 2 jobs when they come
fo work everyday, ie, delivering care and doing
the work of improvement, medicine is likely to
have difficulty meeting. . ..continuous movement
toward new levels of performance”

Batalden P, Davidoff F. Teaching quality improvement: the devil is in the details
[Editorial]. JAMA. 2007;298:1059-61.



Performance Improvement Works

i CRUSADE (Can Rapid Risk Stratification of Unstable Angina Patients
Suppress ADverse Outcomes with Early Implementation of the
ACC/AHA Guidelines) quality i 1mprovement and educational initiative
launched in >400 acute care centers in U.S.

— Education of emergency physicians and cardiologists

— Creation of ACS registry designed to characterize demographic patterns
and risk stratification results

— Measure use of ED treatment modalities including aspirin, heparin, beta-
blockers, and platelet inhibitors

— Practitioner feedback of institution treatment patterns given with
comparisons with national norms.

i Study of 350 of these centers showed every 10% increase in composite
adherence to guidelines at a hospital was associated with an analogous
10% decrease 1n its patients’ likelthood of in-hospital mortality

Peterson ED, Roe MT, Mulgund J, DeLong ER, Lytle BL, Brindis RG, Smith SC Jr, Pollack CV Jr, Newby LK, Harrington RA, Gibler
WB, Ohman EM. Association between hospital process
performance and outcomes among patients with acute coronary syndromes. JAMA. 2006 Apr 26;295(16):1912-20.



http://www.ncbi.nlm.nih.gov/pubmed/16639050
http://www.ncbi.nlm.nih.gov/pubmed/16639050

Performance Improvement Works

i American College of Cardiology Guidelines Applied in
Practice (GAP) quality improvement project,

— AMI medication and treatment order sheets
— Clinical pathways to coordinate in-hospital care
— Discharge medication and referral forms based on

ACC/AHA guidelines
— Positive process results
1 Increased use of aspirin and beta-blockers
I Increased smoking cessation counseling

i Acute coronary syndrome patients in 5 community
hospitals in Michigan showed
after the Guidelines Applied to Practice (GAP) program

was implemented in the hospitals

Stommel M, Olomu A, Holmes-Rovner M, Corser W, Gardiner JC. Changes in patterns affecting in-hospital and post-discharge survival among
ACS patients. BMC Health Serv Res. 2006 Oct 24;6:140


Presenter
Presentation Notes
which consisted of baseline measurement, implementation of improvement strategies, and re-measurement, in 10 acute-care hospitals in southeast Michigan





Improvement Brands

1 CQI-
Deming/Juran

i [.ean Thinking

1 Six Sigma

1 Theory of
Constraints

1 Appreciative
IEale]bitay

1 Soft Systems
Modeling

i Etc., etc., etc.

"Maybe we should write that spot down.”



YOUVE GOTTO
IMPLEMENT A

SIX SIGMA
PROGRAM OR ELSE

YOU'RE DOOMED.

AREN’T YOU THE
SAME CONSULTANT
WHO SOLD US THE
WORTHLESS TQM
PROGRAM A FEW
YEARS AGO?

|
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| ASSURE YOU THAT
THIS PROGRAM HAS
A TOTALLY, TOTALLY
DIFFERENT NAME.

{ WHEN CAN WE
SIART fEIT




— an improvement methodology
driven by the statistical analysis of data
to identify causes of unwanted variation and
defects

- an improvement methodology focused
on eliminating waste through detailed analysis
of workflow in relation to time

— an overall
management philosophy contending that any
manageable system is limited in achieving
more of its goal by a very small number of
constraints




What does Six Sigma mean?

#The term “Sigma” is a measurement of how
far a given process deviates from perfection — a
measure of the number of “defects”. Six Sigma
correlates to just 3.4 defects per million
opportunities.

A quality improvement methodology that
applies statistics to measure and reduce variation
in processes.

A management system that is comprehensive
and flexible for achieving, sustaining, and
Maximizing success.
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Operating Margins Consistently above 15% (5+ percent increase from historic average)



Six Sigma is uniquely driven by close understanding of customer needs, disciplined use of facts, data and statistical analysis, and diligent attention to managing, improving and reinventing business processes.


Phases of Six Sigma

What actions are
needed to sustain

Who is the What are the most
customer and what important causes of
are their needs the defects mmprovement

How can the causes of

How is the process
the defects be eliminared

defined and how are
defects measured




What is Lean?

IThe relentless pursuit of the perfect process

through waste elimination...

We Spend 75-95% of Our Time Doing
Things That Increase Our Costs and Create
No Value for the Customer!

In healthcare, Lean is about shortening the time between the patient entering and leaving a
care facility by eliminating all non-value added time, motion, and steps.



Lean Thinking Process

The 5 steps to Lean Thinking ...

Define value from the customet’s

Map all of the steps...value added
perspective and express value in & non-value added...that bring a

terms of a specific product product of service to the customer

The complete elimination of
waste so all activities create

value for the customer [ 4
James P. Womack
and Daniel T. Jones

s o T e e T { o s Wl

The continuous movement of
products, services and information
from end to end through the
process

Nothing is done by the upstream process until
the downstream customer signals the need

What are your customers willing to pay for?



Theory of Constraints

1 Kev assumption is organization measured &
y g

controlled by variation on 3 measures
— Throughput

— Operating expense

— inventory

1 5 focusing steps

— Identify constraint
— Exploit constraint
— Subordinate all other processes
— Elevate constraint

— Return to step 1 if constraint has moved



What’s your point of view?

Methodology

View of waste

Application

Six Sigma

Variation 1s waste

Define
Measure
Analyze
Improve
Control

Statistical analysis

Problem focused

Lean

Non-value added is
waste

Identity value
Define value stream
Determine flow
Define pull

Improve process

Visualization

Process flow focused

Theory of
Constraints

Constraints drive
waste

Identify constraint
Exploit constraint
Subordinate others
Elevate constraint
Repeat cycle

Systems thinking

Constraint focused




Project funnel and tool selection

Voice of
Customer
A 4
Opportunities
\ 4
(s Scoping
Z— Low
Hanging«
Fruit 4
' Projects
A 4
Priority
Setting
Mgmt
Engineering
Study
Lean
CAP

Work-Out
Six
Sigma
DMAIC COl

Team

Best practice, patient satisfaction
results, benchmarks, suggestions,
complaints

Inefficient processes, waits, rework,
errors, substandard performance

How do you know you have a problem?
Is data available?

What is expected performance or CTQ’s?
What is payback/benefits of project?

Do you have the appropriate sponsor?






A Model for Improvement

/ What are we trying to accomplish?
/ How will we know that a change is an improvement?
/ What change can we make that will result in improvement? \

\ ACT | PLAN

STUDY DO

Ve

Langley, Nolan, Nolan et al.
The Improvement Guide 1996
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The AMI team’s work is a great example of the Model for Improvement



When I interviewed members of the team, they identified the following key elements:

Clarity of goal and commitment to it…getting patients to the cath lab within 90 minutes

Measuring constantly 

Figuring out, step-by-step, how things were done, to 

Find places where changes might lead to time saved 

Testing their ideas

and 

Using the results to try to improve performance further



Interprofessional collaboration, within and across departments






Aim: To improve the care of patients with diabetes by
creating self-management goals with each patient.

Improved
‘ outcomes

Cycle 5: Educate all in
use of the new tool

/

Establishment of /A p\
self-managgment EW

Cycle 4: Standardize the tool in policy
and procedure.

Cycle 3: Redesign the tool and retest

goals with Cycle 2: Test the tool with 2 patients tomorrow.
patients will
Improve Cycle 1: Develop a self-management tool for patients with diabetes.

outcomes.



KKK Danger KKK

Linear Fallacy of Research and QI: Widely-held
assumption that social and biological systems can be
largely understood by dissecting out micro-components

and analyzmg them in |solatV
P
o &

The journey up the
ramp of complexity
is NOT linear.

Complexity

Time



Revised Conceptual Model of Rapid Cycle Change

Complexity

Quality and Safety in Health Care 2009;18:217-224

Challenges

Opportunities

\4

Time

Legend:
P=Plan D= Do = Barrier = Direct flow of impact
S=Study A=Act = ------ = Lingering background impact Arrowhead = Feedback or feedforward
Different Sizes of letters and cycles and bolding of letters = denotes differences in importance/impact







Training Medical Students: The Case
Western School of Medicine Experience

1 “I can be a non-linear thinker- Just
show me the steps.”
1 Premise 1: Waiting till graduate years to

introduce Quality Improvement concepts sends
an inadvertent message: “Not important”

I Premise 2: QI is not a unidirectional step wise
learning process



Training Medical Students: The Case
Western School of Medicine Experience

1 Introducing QI concepts in the first two
years of medical school in the context of
—Health Promotion

— Protfessionalism

— Reflection



Training Medical Students: The Case
Western School of Medicine Experience

i Health Promotion Project
1 Year 1- July of first year — “Block 17

1 Pedometer Project
— Wear a pedometer daily for 1 month
— Team competition

— Goal to walk 10,000 steps daily

— Assess mid cycle- what worked and what did not and
diagram out cause and etffect and improvement
action plan.



Training Medical Students: The Case
Western School of Medicine Experience

1 Professionalism

1 Year 1 and 2 — part of pre-clerkship longitudinal

clinical experiences

1 Web based curriculum complementing these

clinical experiences -introduce QI methods as an

essential part of medical professionalism.

— “You the Student Doctor”

1 htt

./ /casemed.case.edu/cpcpold/students/mo

duieZ /default.asp



http://casemed.case.edu/cpcpold/students/module2/default.asp
http://casemed.case.edu/cpcpold/students/module2/default.asp

Training Medical Students: The Case
Western School of Medicine Experience

i Reflection
1 “Professional Learning Plans™

1 Every 6 weeks using PLLPs and going through a
PDSA cycle related to an academic
improvement the student wants to make.

1 Peer reviewed and discussed with their
Advisors- Society Deans.



Protessional Learning Plan

i What 1s 1t?
— A cycle of steps to achieve and evaluate a goal related to
continued learning and professional development
1 Why 1s it important?
— Usetul tool to help you retain and build on your learning in

each block

— Useful tool for life long learning as a physician

— Learning cycle is a process that is similar to other models of
inquiry and problem solving, including






Three Critical Questions/Issues*

1. What is she trying to learn more about or
improve (what does she want to accomplish)?

2. How will she make 1t happen?

3. How will she know if she has done so
(improved her knowledge or instituted a
change that 1s an improvement)?

*Based on the Langley Nolan and Nolan Model for Inmprovement



Does the Student Have a Useful
Learning Goal?

1 Relevant to task or problem which is important
to the learner

1 Clear
1 Realistic
1 Cognizant of external requirements

I Measurable and amenable to assessment



Training Residents: The VA Experience

i Practice Based Learning Improvement Course

1 Year 1 Residents “Foundations’ Course
— 4 sessions in small group setting

— Part of ambulatory rotation in 1% year

3 Year 2 and 3 Residents -Apply QI knowledge

— Part of ambulatory rotation both years
— Small group learning weekly for 2 hours (Friday am)

— Get designated time weekly to work on project in
teams in 2 main areas aligned with VA goals.



Training Residents: The VA Experience

1 4 weeks -Sessions Topics:

1. Pretest, overview and tools of QI
PDSA, Fishbone/CED
Flow Diagram, Identify the team/stakeholders

2. Aim Statement-description and application
3. Measures- data collection and display

4. Change Concepts and Post Test



Training Residents: The VA Experience

1 [n between sessions — Y2 afternoon to work on
designated projects
— Medicine Reconciliation
— Foley Catheter Use

— Must meet with stakeholders and complete a
storyboard power point presentation

i 'Team presents this to residents at noon
conference

1 4 dedicated faculty/ VAQS program



Example of A Resident Led Project:
Indwelling Catheter Quality
Improvement Project

®Allan Chen, MD
*Joelle El Amm, MD
® Andrew Parchman, MD
®George Tannous, MD




Patient Has

Patient Physician Indications
Admission Assessment for Foley Foley Not Placed
of Patient

to Hospital

Y l
Foley Order Communication : .
Placement == toNursing Staff ———— Foley Placed =y Daily Nursing
in CPRS Assessment
Daily Physician
Assessment of
Patient Foley
Catheter
Foley o
Indications Physician
i Orders
Remain
Removal
Continue Foley Foley Removed
Catheter
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The CED, a well-known CQI technique, is an exercise in structured brainstorming.  The objective is to ensure that the CED contains the true causes of the problem.



Begin by taking the quality characteristic to be improved or controlled and draw an arrow pointing to it.  Next, the main factors that may be causing the quality characteristic are listed at the end of a branch arrow that points to the main arrow.  Finally, factors that contribute to the main factor are written next to the branch arrow.



It is difficult to display the links and interdependencies with this approach.  In addition, it is not clear that the causes truly support the main problem listed to the right of the arrow as being the “core conflict.”


Lacking of awareness Lacking of awareness

Knowledge deficit

Lack of assessment Lack of assessment

Unsure of role

Lack of education/teaching Lack of education Timid

Time constraints

Time constraints

Communication with nursing Perception of non-importance

Communication with nursing

Lack of awareness/assessment Time consuming

Not Always Present

Communication with physician Not Efficient

No form for Foley
Documentation

Time constraints

Foleys placed without
orders

K _—




Aim Statement

“We will increase daily physician
assessment and documentation of
iIndwelling urinary catheters in medicine
iInpatients on ward 4A to 50% over the
next four months.’




Change Concept

We will designate a member of the medical
team as the ‘foley champion’ who will be
responsible for daily bedside chart documentation.




Measures

Qutcome

Number of inappropriate catheter days

Number of catheter documentation days
Process

% of Bedside Charts Filled out Appropriately
Frequency of Nursing Calls to Foley Champion
Balancing

Physician/Nursing Morale
Acute renal failure post catheter removal







Training Residents: The MetroHealth
Experience



Inspiration: Ernest Amory Codman

8 The “End Result Idea”

Simply put - Doctors should
follow all their patients long
enough to assess results of
their treatment.

The “Ether Record”

In medicine searching to
record not only what he had
done but also how he could
have done it better.

_54-

‘iﬂ& k
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ey

Ernest A. Codman, M.D.

A factory “takes pains to assure itself that the
product is a good one.” Codman wrote. But
“the hospital does not.”



CQI Overview

i Pretest for all incoming residents
Quality Improvement Knowledge Assessment Pre-Test (QIKAT)*

i Trainees

Med/Peds, Pediatrics, Physical Medicine & Rehabilitation, Pulmonary
Medicine

1 Total of 8 one-hour training sessions

1 Post test
Quality Improvement Knowledge Assessment Post-Test (QIKAT)*

1 Project evaluation

Standards for Quality Improvement Reporting Excellence (SQUIRE)
guidelines™*

*Ogrinc G, Headrick LA, Morrison L], Foster T. Teaching and Assessing Resident Competence in Practice-Based Learning and
Improvement. JGIM. 2004;19:496-500.

** Davidoff, et al. Publication Guidelines for Improvement Studies in Health Care: Evolution of the SQUIRE Project. Ann
Intern Med November 4, 2008 149:670676
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JC requires Facilities must implement a standardized approach to hand-off communication.

This needs to include an opportunity to ask and respond to questions.

In 2005 nearly 70% of sentinel events, the root cause was communication. http://www.jointcommission.org

In order to begin to address SBP, we introduced Standardized Handoff Communication Tool called SBAR to IM residents with a video from IHI that was geared toward physician -physician communication

Situation

Background

Assessment

Recommendation

A preset, organized way to present information between individuals or groups of individuals that is part of the culture of the entire organization.

Other high consequence industries have long recognized the need for structured communication, critical language, and repeat backs. 

Helps you identify most important points of a situation

 Organizes relevant information

 Helps you present it to others in a quick but coherent way



CQI for physicians Grand Rounds

What are the principles of Continuous Quality Improvement (CQI)?

How is quality improvement measured?

How can we tell if we have achieved the improvements we desire?

What tools do we need to improve care in our offices, hospitals, and clinics?

Why do physicians need to understand CQI and work on CQI projects?




Curriculum

i Session 1:

Principles of Continuous Quality Improvement

l Session 2:
Principles of team-building and brainstorming

Practice building a team and brainstorming



Content

| Session 3:

Teams brainstorm improvement opportunities.
Conduct multi-voting to select projects.

3 Session 4:

Overview of QI diagnostic tools (tlowchart, pareto
chart, fishbone, change concept, aim statement)

Overview of measures

Provide SQUIRES guidelines to prepare the project



Content

il Session 5:
Teams present their plan for intervention
Learn measurement and variance
1 Session 6:
Present an update of the project
Discuss any hurdles
il Session 7:

Discuss results and plan final presentation
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Presentation Notes
In the health care industry, dysfunctional systems have cost organizations of all sizes vital resources, production capacity, staff satisfaction, and patient safety. Recognizing the urgent need for transformation, many health care leaders implement full-scale improvement initiatives — yet later find the implementations gone awry, their systems unchanged and over budget. To achieve sustainable results, organizations must utilize a process improvement methodology that incorporates simple, teachable concepts, applicable tools, and a plan for culture shift. 


Examples ot QI Projects

1 Improving discharge summaries.

i Speeding up the rounds on floor.

1 Narcotic drug refill.

1 Utility of a pre-clinic questionnaire.
il Screening for domestic violence.

I How to be seated in a car seat.

il Screening for obesity.

1 Reducing the delay for immunizations in clinic.



Barriers to Implementing
the CQI Curriculum

1 Faculty Support

I Resident Time

1 Faculty Time

1 Faculty Skills and
Knowledge

Stress Reduction Kit

Directions:

I. Place kit on FIRM surface.

2. Follow directions in circle of kit.
3. Repeat step 2 as necessary, or until unconscious.
4. If unconscious, cease stress reduction activity.







Training Faculty: The Indiana
University Experience

1 Practice improvement
1'Train the trainer

1 Residents as mentors



AMA /ACCME Educational
Concept

Then Now
O Activities based on institutional O Activities linked to practice-based
needs assessment; unidirectional needs; bidirectional

® Content chosen by CME provider O Content matches scope

and presenter without direct learner of learner’s practice
input
O Measurements of
O Measurements of change change in competence,
in competence, performance, or performance, or patient outcomes
patient outcomes based on will be available

estimation of physician



CME 1n the 21st Century

B Outcomes-based assessment
M Practice-based C

1

Performance Level 7: Community

Improvement Level 6: Patient

CME Leve5: Performance

Level 4: Competence

Traditional Level 3: Learning

CME | Level 2: Satisfaction |
| Level 1: Participation |



Practice Improvement: PRAISING Project

1 JUSM-developed program for primary care
1 Approved by ABFM for Part IV recert

1 Web-based, self-directed improvement modules
— Dementia

— Depression
— Falls

— Urinary incontinence

i Personalized feedback from geriatrician



Practice Improvement: PRAISING Project

Required worksheets

Practice Improvement Initiative Specialized in Geriatrics {PRAISING}
American Board of Family Medicine
American Board of Intemal Medidine

Workshest One
Purpose: Workshaet (ne is o document on which to identify the topic jou woud fike to use for your
periolrics practice improvement inftiative. This worksheet affows you reflect on wihy this project is inportont
0 your practics, your torget populstion ond what patentinl basriers you may encouater during the
inplementition phase. You will pol need' tn fur in this workshest i obdoin ced# for your profect wiren you
e done.

1 ‘Wit is the topk ans of your Gerlatrics PI Initiative and the specllicobioctive? Mewss selact g taic and
o cormmponidiag iective.

O Tosks Pemeotia
[ Objective: Improwa the ratn of asessment of cognitive ability and fsctional states In alder adults new o
the praciica

[ Objective: lipeowe the rals of obining asd docurnenting results of vimin B12 and TSH el in older
adolts with newdy diagnosed desmeniia

O objsctive In patientswith mild to moderate Alhelmer diseace, improve the rate of disamsing trestment
witha cholinesterase inhibitor with the patient and the primary caegiver (i svailable)

O oCbjsctive: Improwe the rte of discussions or refisrrais of patient and caregiver for education shout petient
‘sufity and how to deal with conflicts 2t home, 2ad inform thim sbout communlty resources for dements

0 Topke Beprassion

[ Objeciive: Improve the prosess for Systemetioaly Scroening for and reougnizing depression e “ak risk” older

aduits

O Objective: Impreve the stendardiration of the diegeesis and documentation of depression n okder adults

O olsjeciive: Imgres documentation ef the presence or absencs of suicital ideation and popchosis in clder
adult with deprassion

O Objective: Imgcns the rate of nok presorbing of nelllng the following medications fir testment of
depiescion in alder adufte teritory anine iricyclizs, MAOFs, bevmdianrpine, or stimubants {except
methylotenidate)

O Tosic Fels

O Chjeciive: Improwe the rate and docmeniatian of asking elder adulic 2§ least annually about the acourence

of receni falls

[0 Objective: Improve the pecfonmamce and docunentation of a basic fall erakuation inolder adulls wha report
tworor mere falls inthe past year or single fall with injury

O Objective: Ingreve the rate of making spedific diagnostic and insaiment recommendations o older adelis
based on 2 basic fall avaluation

O Togic Urirary Incortinence
O Objective: Improve the determination of and documentation of the presence or absence of urinary
Incontinence in older adults new 1o the practice andak ksast annsally
[ Objective: Improve the performance and documentation of a recial examination and geniial system
emaminartion fincluding  pelvic xamingtion in somen) in older adelts with urirey incontinence:
O Objectie: Improve the rede of snd documestation of results.of 2 urinalysis and post-void residual in older
adults withurinary incontinence:

O Objective: Improve the rete of discussions of trestment options with clder adults with urinery incontinence

1 Whyis this gerkatrics tnpic important to you and your practice?

4, What s yoar plan to craats ehangs and achievs your chjective?

5. What major bariers do you antidp:e in sttempting to achieve this objective?

6. Howwill youselect charts for smdit (e.5. random selsction, consscutive patients, stc}?




Practice Improvement: PRAISING Project

Required patient audit forms




Train the Trainer: A Bridge to Quality Pilot

1 Collaboration of IUSM CME and CME
Enterprise

1 Hands-on workshop provides intro to LSS
— LSS tools
— Lessons learned from physician QI leaders
— Tool practice and project development and time
1 Bringing the “silos” together
i Focus on physician involvement (not necessarily

leadership)



Train the Trainer: A Bridge to Quality Phase 2

| New centers

1 Participant support
— Training in LSS methodologies/tools

— Web portal
I'Tool kits
1 Database

1 Outcome analysis

— “Community’” support


Presenter
Presentation Notes
in addition to IUSM, the academic health science centers of the University of California, Irvine School of Medicine; University of New Mexico School of Medicine; University of Wisconsin School of Medicine and Public Health; and the University of Arizona College of Medicine-Phoenix, in partnership with Arizona State Universit


Residents As Mentors

# Future initiative

1 Linking groups with complimentary skills
— Residents with practical QI knowledge
— Faculty with practical systems-based knowledge
1 Mutually beneficial educational experience
— Residents expand systems knowledge in chosen area

— Faculty expand QI knowledge to benefit practice
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