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Learning Objectives

At the end of this session, participants will be able to:

1. Define the new quality program at the college of medicine at Qatar university

2. Identify the components of the program

3. Determine the outcomes of the quality program
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Title

Body text.



The Qatar University College of Medicine (QU-CMED) program 
is a six years-program, that adopts an integrated curriculum in 
which Problem-Based Learning is the main pedagogy. Upon 
graduation, these students join residency programs at HMC. 

The National College of Medicine



Program 
benefits:

• Introduce our Qatar healthcare potential future workforce to QPS and PCC 

• HMC and QU Leadership support and collaboration 

• Open communication and Student feedback on Quality and safety 
processes and practices within the system ( fresh pair of eyes)

• Part of their preparation for transition to residency

• Publication opportunity!



The Program in a Glance!

Preparation started one year before 

❖ Two Month program at their final year 

medical school

❖ Involved theoretical and Practical parts

❖ Interactive lectures, videos, hands-on 

exercises, coaching

❖ Face-to-face and online part

❖ Launched on the 21st  of August till 

22nd of October
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Compassionate Humanization interaction Day!



​the Anatomy 
of the 

microsystem: 
5Ps Analysis



PDSA cycle

Also known as 

Shewhart Cycle

Deming Cycle

Learning and 

improvement cycle 

3 Questions

AIM

Measurement

Change concepts/idea

The Model for Improvement



Developing the team’s 

Aim Statement



A concise description of the issues that require improvement

❑WHO is affected?

❑WHAT is not occurring properly?

❑WHEN (how often) does this problem 
occur?

❑WHERE is it occurring? 

❑WHY is it a problem?

Example:

Currently in the Unit A of White
Valley Hospital, 58% of suspected
and confirmed sepsis patients are
not being given the Sepsis Six Care
Bundle within 1 hour. Failure to
provide the bundle will lead to
potential complications leading to
death.

Problem Statement



AIM STATEMENT

Specific Measurable Achievable Relevant
Time-

bounded

Explicit statement of team’s desired outcomes.



Aim Statement Is it a SMART Aim?

Exercise on SMART Aim

To improve the physician compliance with the
medication reconciliation process at the OPD Clinic from
60% to 95% by the end of October 2023

YES ☺

To reduce Patient No Shows at the Diabetes Clinic by the
end of October 2023 NO 
Reduce the food wastage by 50% NO 
To reduce the waiting time in the West Lake Hospital
Pharmacy from 72 minutes to 30 minutes from January
2023 to December 2023 YES ☺



Developing Measurement 
Plan



Outcome Measure 

Relates directly to 
the aim statement

Provides feedback on the desired 
impact on changes made

Identifies  the-end-result of 
improvement work

Where are we going?



Process Measure

Indirectly impacts 
the aim

Measures if an 
activity has been 

accomplished

Focus on the 
processes and systems 
that directly impacts 

the desired outcome 

Provides feedback on 
the changes made in 

the right order

What are we doing?



Balancing measure

What else is happening?

Looking at the system as 
a whole

Can be Positive or 
negative 

Ask the question? … Are 
the changes made in 
one system causes a 

problem in the other? 





Change ideas



CHANGE 
CONCEPTS

# of 
Concepts

Eliminate Waste 11

Improve Workflow 11

Optimize Inventory 4

Change the Work 
Environment

11

Enhance the 
Producer/Customer 
Relationship

8

Manage Time 5

Manage Variation 8

Design Systems to Avoid 
Mistakes

4

Focus on a Product/Service 8
Reference: The Improvement Guide, 2nd Ed. Langley, Nolan, 

Nolan, Norman  Provost, Appendix A; pgs. 357-408

72
Eliminate Waste

1. Eliminate things that are not used
2. Eliminate multiple entry
3. Reduce or eliminate overkill
4. Reduce controls on the system
5. Recycle or reuse
6. Use substitution
7. Reduce classifications
8. Remove intermediaries
9. Match the amount to the need
10. Use Sampling 
11. Change targets or set points

Improve Workflow
12. Synchronize
13. Schedule into multiple processes
14. Minimize handoffs
15. Move steps in the process close 

together
16. Find and remove bottlenecks
17. Us automation
18. Smooth workflow
19. Do tasks in parallel
20. Consider people as in the same system
21. Use multiple processing units
22. Adjust to peak demand

Optimize Inventory
23 Match inventory to predicted demand
24 Use pull systems
25 Reduce choice of features
26 Reduce multiple brands of the same 

item

Change the Work Environment
27. Give people access to information
28. Use Proper Measurements
29. Take Care of basics
30. Reduce de-motivating aspects of pay 

system
31. Conduct training
32. Implement cross-training
33. Invest more resources in 

improvement
34. Focus on core process and purpose
35. Share risks
36. Emphasize natural and logical 

consequences
37. Develop alliances/cooperative 

relationships

Enhance the Producer/customer 
relationship

38. Listen to customers
39. Coach customer to use 

product/service
40. Focus on the outcome to a customer
41. Use a coordinator
42. Reach agreement on expectations
43. Outsource for “Free”
44. Optimize level of inspection
45. Work with suppliers

Manage Time
46. Reduce setup or startup time
47. Set up timing to use discounts
48. Optimize maintenance
49. Extend specialist’s time
50. Reduce wait time

Manage Variation
51. Standardization (Create a 

Formal Process)
52. Stop tampering
53. Develop operation definitions
54. Improve predictions
55. Develop contingency plans
56. Sort product into grades
57. Desensitize
58. Exploit variation

Design Systems to avoid mistakes
59. Use reminders
60. Use differentiation
61. Use constraints
62. Use affordances

Focus on the product or service
63. Mass customize
64. Offer product/service anytime
65. Offer product/service anyplace
66. Emphasize intangibles
67. Influence or take advantage of 

fashion trends
68. Reduce the number of 

components
69. Disguise defects or problems
70. Differentiate product using 

quality dimensions 

Added for 2nd Edition
71. Change the order of process steps
72. Manage Uncertainty, Not Tasks

Q3. What change can we make that will result in improvement ?



Plan a 

Change
What exactly are we 

going to do?

Do the Change
When and how do we do it?

Act on the 

Result
What changes are we 

going to make based on 

the results?

Study the 

Results
What are the results?

Build knowledge Implement a change

The PDSA cycle





The Sequence of Improvement 

Sustaining  improvements and 

Spreading changes to other locations

Developing a 

change

Implementing a 

change

Testing a 

change

Theory and 

Prediction

Test under a 

variety of 

conditions

Make part of 

routine 

operations



Group coaching: 

• Students met with the coach online/face 
to face

• Communicated through group meeting
• Discussed about the 5Ps, problem 

identification, aim statement, measures, 
PDSA plan



Presentation!









Sustainability and Future Plans

• Develop a longitudinal program across the undergraduate medical 
education

• Incorporate the curriculum within the problem-based CMED 
curriculum

• Develop a scholarly activity through conference presentations
• This innovative curriculum is under the write up for publication for 

dissemination
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