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Learning Objectives
At the end of this session, participants will be able to:
1. Understand how to evaluate healthcare processes for reliability

2. Apply concepts to design reliable processes

3. Plan how you will use lessons learned in your work
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Name the process you want to make more reliable

What is you goal for the reliability of that process?




Our Critical Reliability Definitions

» Chaotic process: Failure in greater than 20% of opportunities

 Unsustainable Design Reliability: (80 or 90%) 1 or 2 failures out of 10
opportunities

« Final Design Reliability Goal : (95% or better) 5 failures or less out of 100
opportunities

(Accept the reality that perfection is the enemy of reliable process design
because otherwise the process becomes too complicated)
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PROCESS
IMPROVEMENT

HOW TO MAKE CHANGE STICK

outcome:
Evaluate if s
KEEP it SIMP!

KEEP IT SIMPLE

It is more imp: nt that the
STANDARD than it be perfect.

FOCUS ON PROCESS

If you think a PROCESS works pretty well,
test the FIVE ATTRIBUTES

* WHO does it

WHEN should it be done
* WHERE is it done

HOW is it done

* WHAT is needed to do it

* Ask 5 staff to describe the 5 attributes.

+ If 5 direct care staff can describe the work
with the 5 attributes, you have a good
chance to achieve 95% performance and
SUSTAIN the performance over time.

If they can't. determine which attribute they
can't describe and develop a simple process
for improvement

If you have a process that does NOT work so well

Determine if it is a COMMON or INFREQUENT failure.
Observation of ONE PERSON does not mean itis a
commoeon failure.

Fix ONE Attribute {who, when, where, how, what) at a
time.

.

Infrequent does NOT
mean you have a bad
process.

Don't try to make it
perfect - you will use
up too many precious

Don't rely too heavily on
education as THE FIX.
Cet CURIOUS to determine
WHY this is occurring
Inform staff on the WHY:

o WHY is this process

resources.

important
° WHY do we do it this * Talk to that one
way. person to reeducate or

.

Cet CURIOUS - WHY are
they NOT following the
process.

Develop a plan to fix ONE
process, test and refine.

.

determine WHY it is
occurring.

Accept defeat & MOVE
ON to focus on
another process

REMEMBER - HOW DO YOU EAT AN ELEPHANT?

Keep it SIMPLE!
olicy and procedure make look great
. but it if
or followed
fromn RESOURCE INTENSIVE

ONE BITE AT A TIME!
PERFECTION IS THE ENEMY OF RELIABLE DESIGN!

Process Improvement by Roger Resar and Frank Federico, IHI,
and Marla DeVries, THE GREEN HOUSE® Project




Common vs Infrequent

 Since perfection is the enemy of reliable design infrequent failures
are to be expected (95% is the goal)

« The focus on Non-Catastrophic process allows for infrequent

failure

» The focus of energy should be on common failure rather than

infrequent.



First Concepts Focus On Process

- Common Failures — 2 or more people or frequent occurrences
- Infrequent occurrence — one or two people or occurrences

» Each requires a different approach

11
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Reflection
Please share your responses

« How would a you approach a common failure?

« How would you approach an infrequent failure?




The User Test

* 95% performance has some variation but 5 front line
users can easily describe the process

(caution...just because one can describe a process we cannot
assume that it is being carried our as described)
“Work and imagined versus work-as-done”



Figure. Facets of the Work Process

Work as imagined

Work as
abstracted

Work as
claimed

Work as
documented

Work as
simulated

Work as observed



Which processes can we allow to be at
least at 95%?



Non-Catastrophic Processes

 Definition: Failure of the process does not lead to death or severe injury
within hours of the defect

* 95% reliability could give us world class outcome performance (hand-
washing as an example)

* Where a poor outcome does not occur with each defect due to either to
biologic or system resilience




Advantages of the 95% Thinking

» Process designs do not require contingencies for every possible situation

 Easier to design because of less complexity

» Moves away from the 100% process goal which is difficult and requires
multiple activities/steps to be added



Second Concepts:
Why and How To Engage Frontline Staff in
Reliable Process Design

Using conversation with anchoring questions
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FACILITATION
TECHNIQUES TO
DETERMINE KEY
DEFECTS

**s 20000000000 0000CCOCRRPRRIPSTEDILITBSL TS TS .
CONVERSATION SPECIFIC DESIRED

the

prOjE'Ct Revolutionizing care

To apply
facilitation
techniques

that will allow
leadership to
determine key
defects,
viewed from
direct care
staff, that risk
the health and
safety of
residents and
staff.

A que

easily and reliab

STEPS

DUTIES

OUTCOME

Organize the visit to
the neighborhood/hall
beforehand. Determine
the specific topic to be
discussed (PPE, for
example)

Select a mix of direct
care staff (6-8).

Select a small leadership
team.

Arrange for a location on
the neighborhood/hall for
the conversation.

A small cross section of
staff working on the
neighborhood/hall are
invited.

Enough time for all staff
to have an opportunity to
discuss their work.

A location for the
conversation with
minimal interruptions.

Have each of the

| participants describe

the job they do.

Establish a non-
threatening atmosphere.
The purpose of this
portion of the
conversation is to
understand the work and
the work environment.

TRUST from the direct
care staff that this is not
about assessing their
personal work
performance.
Participants should be
encouraged to talk about
the work, how they do it,
and how they add value
to the residents and the
organization.

Assess the work
| environment using
*anchoring questions”

.

Use questions like:

- Tell me what causes a
bad day for you
regarding PPE use?

- Tell me about the last
time you found yourself
unable to use PPE
perfectly.

- Tell me about situations
that make appropriate
use of PPE difficult.
Steer the discussion
AWAY from solutions.

Find a specific example
of a defect to anchor
subsequent questions
about frequency, type of
resident involved,
previous attempts to fix,
or what might happen
with their day if it were
resolved.

Keep the discussion to a
completely non-
threatening, blame-free
event to allow for
maximal information
sharing.

THE TIME WITHOUT SPECIFICS

Generate a list of defects
that the direct care staff
have surfaced.

Agreement on which
defect or problem needs
to be the focus of our
limited resources.

IS A PROBLEM THAT IS ALMOST IMPOSSIBLE TO FIX

Facilitation Techniques to Determine Key Defects by Roger Resar and Frank Federico,
IH1, and Marla DeVries, THE GREEN HOUSE® Project



Committee effectiveness varies
inversely with their size

2 4 6 8 10 12 14 16 18 20 22 24 26 28
Process Measure

20



Reliable Design Teaches

« Key process improvement works best by talking to those who use the
process and design and understand why it is failing

« Understanding what makes “what makes a bad day” can be the beginning of
a reliable design for process that is important to users

« Large system improvement work can also be designed by users applying
reliable design principles



The Simple Doable Low Resource Set Up

Leader of the effort organizes a visit with direct care staff (2-6)

Facilitate conversations to understand the work and work
environment

Use anchoring questions to learn about the “last time” an
actual issue affected their work

Generate a list of concerns that direct care staff have surfaced

Steer away from discussion of solutions

From the list of concerns achieve agreement on the focus for a
single improvement project for the limited resources
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FRAMEWORK FOR
RELIABLE DESIGN

« Reliability occurs by
DESIGN not by accident

« PROCESS is the action
point of all improvement
methodologies

« SEGMENTATION allows
the perfection of the
design

WHY
SEGMENTATION IS
HELPFUL

« Allows for the control
of some variables

More likely to test the
validity of the design
rather than deal with

barriers

Fosters a deeper
understanding of the
design complexity
required for the
project.

Forces understanding
of the differences
between segments as
design strategies

SEGMENTATION

WHAT IS SEGMENTATION?

Trying an idea on a portion of the population where you
stack the deck in your favor and are most likely to
succeed in order to test the idea without dealing with
all the obstacles.

FIND YOUR FIRST SEGMENTS

+ Implement on a neighborhood/hall with WILLING
PARTICIPANTS.

* Implement using ONLY SOME staff.

« Implement only on RESIDENTS WITHOUT DEMENTIA.

« Implement on a neighborhood/hall with the BEST
STAFFING.

e« The segment should allow for key articulated variables
or barriers to be neutralized.

IMPLICATION OF SEGMENTATION

+ Different segments will require slightly different
designs.

« Customization of the "how" is to be expected.

« One size really does NOT fit all.

If it does not work when you stack the deck in your favor
you are unlikely to see success elsewhere.

Segmentation by Roger Resar and Frank Federico, IHI, and Marla
DeVries, THE GREEN HOUSE® Project



What is SEGMENTATION? 24
Also known as SUBSETS

» Drafting and testing the proposed process on a segment of the population where

you will have the best chance of success

Small Test
of Change

Population




Why Segmentation/Subsets Are Helpful

« Allows for the control of some variables of the different situations and needs of
the patient

» Defines the boundaries for the work you want to do to an area that is easier to
work with

» Easier to test the effectiveness of the design rather than deal with barriers

» Helps develop a deeper understanding of the design complexity required for the
project

* Helps understand that one design might meet all situations H



Some Segments/Subsets

« A ward or unit with willing participants
« Small number of nurses and/or doctors
« Only on patients for that speak a particular language or dialect

« Ward with the best staffing




Implication of Segmentation/Subsets

Different segments will require slightly different designs
Customization of the “how” is to be expected

One size really does not fit all



What segment/subset will you select to start with?




¥the
PUTTING RELIABLE (green house

DESIGN TO WORK Sl

+ Regulatory documents Select and design a real
* Recent staff or resident issues that have surfaced process at your
+ Stafffeedback organization with step
« Ideas from other sources .

by step guidance over

the next sessions.
STEP @

CREATE A HIGH LEVEL FLOW DIAGRAM

SELECT THE SUBJECT AREA BASED ON ANY
NUMBER OF POSSIBLE INPUTS

Trying an idea on a

I I | ortion of the
D;:::z;:e . Detnine Try out - Evaluate P . .
Loraliness A . interventions success population - stacking
the deck in your favor -

so you are most likely

to succeed without
STEP obstacles.

SELECT A BOX FROM THE HIGH LEVEL FLOW
DIAGRAM AND DETERMINE A PROCESS THAT
WOULD BENEFIT FROM SOME REDESIGN OR A
NEW PROCESS YOU WISH TO DESIGN.

Ask 5 direct care staff

STEP
to describe the 5
attributes of a process.
EVALUATE THE PROCESS ‘
WHO does it
« «If redesign “Ask 5" or utilize Anchoring questions to ould it be

determine which attribute to focus your efforts (use

segmentation)
= +If a new design start from knowledge available but don’t

forget the use of segmentation.

Putting Reliable Design to Work by Roger Resar and Frank Federico, IHI,
and Marla DeVries, THE GREEN HOUSE® Project



0

Build a High-level Flow Diagram for a Process You
Which to Make Reliable

 Limit to 4 or 5 boxes
 Use verbs of action in each box of the flow diagram
» Use the high level to describe the whole process

 This is how your process works NOW



Patient Eligible

for Vaccine

Vaccine Administration

Doctor Nurse
Prescribes Administers

Vaccine Vaccine

Vaccine

Administration
Documented




Next Step

Draw a simple flow diagram of the process you want to

Improve
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Change Concepts

Simplification
» Make it easier to complete the procedure

Standardization

» Best known process to achieve desired results

« But known today-may change with new knowledge or new
context



Where on this pyramid would you place your change/idea?

Puolicies,
Training,
Inspection

Mitigate

Minimize consequences
of errors

Make errors visible

Facilitate Make it easy fo do
the right thing

Make it hard to do the wrong thing

Strong

Eliminate the opportunity for error

Eliminate

Standardization & Simplification

Adapted by Doug Bonacum




Simplification 35

Examples
* Remove steps in the process
» Use automation when appropriate

* Remove clutter and confusing instructions




NASA Task Load Index

Hart and Stavelands NASA Task Load Index (TLX) method assesses
work load on five 7-point scales. Increments of high., medium and low
estimates for each point result in 21 gradations on the scales.

Name

Task Date

Mental Demand

How mentally demanding was the task?

[ T T N T TN N N N T A A B

Very Low

Physical Demand

Very High

How physically demanding was the task?

Very Low

Temporal Demand

L1 1 1 1

Very High

How hurried or rushed was the pace of the task?

Very Low Very High
Performance How successful were you in accomplishing what
you were asked to do?
L1 1 1 1 L 1 1 1 I | I I N N N N N N
Perfect Failure
Effort How hard did you have to work to accomplish
your level of performance?
L1 1 1 1 AN N N N Y T N N N A O O
Very Low Very High

Frustration

|

How insecure, discouraged., irritated, stressed,
and annoyed wereyou?

[N T N N TN Y NN N TN TN A N B

Very Low

Very High




Your turn

Take out sheet number 1 from you packet

In the next 60 seconds, begin circling numbers beginning with 1, 2, 3 ....

until | ask you to stop.

IN THE CHAT BOX ENTER THE LAST NUMBER YOU CIRCLED
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NASA Task Load Index

Hart and Stavelands NASA Task Load Index (TLX) method assesses
work load on five 7-point scales. Increments of high, medium and low
estimates for each point result in 21 gradations on the scales.

Name Task Date

Mental Demand How mentally demanding was the task?
(I T T T T T T N A A O A
Very Low Very High

Physical Demand How physically demanding was the task?
(T T T T N T O Y O O
Very Low Very High

Temporal Demand How hurried or rushed was the pace of the task?
(N T T T N T N T N Y N Y N O O
Very Low Very High

Performance How successful were you in accomplishing what

you were asked to do?

IIIIIIlIIIlIIIIIIIII

Perfect Failure

e

Effort How hard did you have to work to accomplish
your level of performance?

Very Low Very High

Frustration How insecure, discouraged, irritated, stressed,
and annoyed wereyou?

(IR T T N N T T N NN N Y A Y IO

Very Low Very High




Your turn

Take out sheet number 2 from you packet

In the next 60 seconds, begin circling numbers beginning with 1, 2, 3 ....

until | ask you to stop.

IN THE CHAT BOX ENTER THE LAST NUMBER YOU CIRCLED
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NASA Task Load Index

Hart and Staveland’s NASA Task Load Index (TLX) method assesses
work load on five 7-point scales. Increments of high, medium and low
estimates for each point result in 21 gradations on the scales.

Name Task Date

Mental Demand How mentally demanding was the task?
N I I I I I I | | N N N
Very Low Very High

Physical Demand How physically demanding was the task?
N T T T O A O A O
Very Low Very High

Temporal Demand How hurried or rushed was the pace of the task?
Lt rrrrrrql I N I T I I A |
Very Low Very High

Performance How successful were you in accomplishing what

you were asked to do?

IIIIIIllIIIllIlIIIIII

Perfect Failure

Effort How hard did you have to work to accomplish
your level of performance?

Very Low Very High

Frustration How insecure, discouraged., irritated, stressed,
and annoyed wereyou?

T T B O B O

Very Low Very High




Your turn

Take out sheet number 3 from you packet

In the next 60 seconds, begin circling numbers beginning with 1, 2, 3 ....

until | ask you to stop.

IN THE CHAT BOX ENTER THE LAST NUMBER YOU CIRCLED
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NASA Task Load Index

Hart and Staveland’s NASA Task Load Index (TLX) method assesses
work load on five 7-point scales. Increments of high, medium and low
estimates for each point result in 21 gradations on the scales.

Name Task Date

Mental Demand How mentally demanding was the task?
N I I I I I I | | N N N
Very Low Very High

Physical Demand How physically demanding was the task?
N T T T O A O A O
Very Low Very High

Temporal Demand How hurried or rushed was the pace of the task?
Lt rrrrrrql I N I T I I A |
Very Low Very High

Performance How successful were you in accomplishing what

you were asked to do?

IIIIIIllIIIllIlIIIIII

Perfect Failure

Effort How hard did you have to work to accomplish
your level of performance?

Very Low Very High

Frustration How insecure, discouraged., irritated, stressed,
and annoyed wereyou?

T T B O B O

Very Low Very High




Please Share Your Experience




Why Standardize?

» Contributes to building an infrastructure (who does what, when, where, how
and with what)

« Supports training and competency testing to sustain the process
» Provides ability for staff to explain the steps of key processes
 Allows the appropriate application of Evidence Based Medicine consistently

* Enables learning and feedback about defects and application of principles of
reliable processes



The "Wrong Way" Standardization Strategies

» Expert meetings design comprehensive » Standardized protocols are expected to be
protocol using EBM over months of meetings stand alone and the end of the design (one size
fits all)

* The result of the expert meetings is a protocol

considered by the team as a finished product « Compliance strategy is vigilance and hard work
» Changes to the protocol are infrequently * No expectations form leadership regarding
tolerated reliability of the standard work



Standardization

Who will benefit
Who

What

When

Where

How

With what
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THE FIRST "TRY OUT"

PROFILE STEP (4

FINALIZE THE FIRST IDEA YOU ARE GOING TO TRY OUT

Reliable Design for Process The 2-person dyad finishes the tasks to do the 'try out’:
Improvement 1.Build the first version of the protocol or guideline.
= Use high level flow charts to 2.Gather any supplies needed for the try out.
design a process. 3.Dyad arranges for willing participant to try out the idea.
+ Select one box at a time to 4.Deliberately keep the 'try out’ very small (1 area, 1 nurse, a few residents).
design.
« The goal is to refine the STEP 2
process to develop a
STANDARD processjthatils DYAD DESIGNS THE 5 ATTRIBUTES OF THE "TRY OUT"
Al G 1.WHO will run the test.
+ You know it has become 2.WHEN will they run the test.
STANDARD WORK when you 3.WHERE will the test be done.
*ASK 5' people to name the 5§ 4. WHAT will be used to run the test.
attributes and they can. 5.HOW will the test be run.
SsTEP (3

Keep it Simple
Keep the test small PEREORM THE "TRY OUT"

1 CNA “fill use the checklist on a 1.The initial "try out" is carried out by
few residents. the designated tester.

A 'try out" can be done and

feedback given during regular

work activities.
You can quickly modify the

checklist to refine as many STEP 4
times as needed until you have
a STANDARD process EVALUATE WITH A HUDDLE
1. After the initial "try out' the dyad meets with the person who did the
SIMPLE...DOABLE...MINIMAL RESOURCE USE test to review these three questions:
a.What worked well?
b.What did NOT go well?
DJUST AS Y c.What would you change when you do this again?
2.Make changes to the idea based on feedback.
STEP (B

EXPAND THE TRY OUT
1.Make changes based on the first tests.
2.Retest using the changes
3.If few to no changes are needed, proceed to try out the idea on
more residents.
4.Continue to seek feedback and change idea as needed.

The First Try Out by Roger Resar and Frank Federico, IHI, and Marla DeVries, THE
GREEN HOUSE® Project



Worksheet For Testing Change

Aim: (Overall goal you would like to reach)

Every goal will require multiple smaller tests of change

Describe your first (or next) test of change

Person
Responsible

When to
be done

Where to
be done

Plan

List the tasks needed to set up this test of change

Person
Responsible

When to
be done

Where to
be done

1-
2.
3.
4-
5-

Predict what will happen when the test is carried out

Measures

to determine if prediction succeeds

1-
2.
3.
4-

1-
2-
3-
4-

Do
Describe what actually happened when you ran the test

Studg 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
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HUMAN FRAILTY AND WHAT TO DO IN
Focus on the WHY THE DESIGN PROCESS

Two DON'Ts and a DO

DON'T rely on humans to always do the right thing
It's a poor design assumption.

@ DON'T rely solely on education, training, and
e vigilance to guarantee process acceptance. It will

likely cause process failure.

DO assume human failure even if you have
Do they know focused on the WHY.
the WHY?

The LIMITS of Education & Training

Absolutely required but NOT sufficient.

Tends to be the ONLY implementation tool for most processes.
Uses and WASTES a lot of resources.

» Often uses compliance, feedback, and more training, rather
than accepting FRAILTY of the DESIGN

.

HOW TO THWART HUMAN FAILURE

@ * Checklists
W + Double checks

4 + Reminders

ves a reminder
n seatbelt" alert

ou close the door

an already
n or habit




Improvement Concepts Associated with less than 95%
Performance

(Bimail he described as | il | hard work

« Common equipment, standard order sheets, multiple choice
protocols, and written policies/procedures

Personal check lists

Feedback of information on compliance

Suggestions of working harder next time

Awareness and training H



Improvement Concepts Associated with 95% Performance

Decision aids and reminders built into the
system

Desired action the default (based on scientific
evidence)

Redundant processes utilized

Scheduling used in design development

Habits and patterns know and taken
advantage of in the design

Standardization of process based on clear
specification and articulation is the norm



Thank you Sl s
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