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Duration:
7 hours [9 a.m. – 4 p.m.]

Learning Goals:   Health professionals will learn how to implement and maintain a high quality of health services in their practice by defining expectations at every step (before, during and after) of a typical patient consultation and making sure that the expectations are met on a consistent basis [what] so they are “good enough for your mother.” [why]
Learning Objectives: 
During this session, the participants will:

a. Review the three types of quality issues;

b. Reconstruct and review every step related to a typical patient consultation in their practice;

c. Determine how well your practice currently handles every step of a patient consultation;

d. Describe the quality improvement cycle: Plan– Do– Check– Act;

e. Plan how to use the data from the Incident Reports and the PDCA cycle to improve the quality of services;
f. Conduct a root cause analysis;
g. Summarize quality assurance and improvement techniques they can use in their practice;

h. Discuss the next step; and

i. State their key takeaway from this session.

Pre-Session Preparation:
1.  Enough blue, yellow and green note cards so that each participant can have a set of all three differently colored cards. These should be placed at each participant’s place with the participant manual before the session begins.

	Start Time:  9:00
	SECTION 1:  WELCOME
	30 minutes

	Slides
	Pages
	Learning Activities
	Facilitation Notes
	Duration

	1-2
3-6

7

8
	1

2

3

4

5

	Pre-test

Lecturette overview of session format, agenda, and learning objectives

Brief introductions

Signaled large group discussion
	Pre-Test:  Hand out the Pre-Test and have everyone complete it and give it back to you in order to compare to the Post-Test at the end of the session.

Score each Pre-Test by putting a check mark in front of the questions participants answered incorrectly and then adding up the checkmarks, placing the number of wrong answers in the upper right hand corner.

Common Ground Questions:  Welcome the group and ask: “How many of you believe that your practice handles every step of a typical patient consultation (before, during and after) in a way that is good enough for your mother?” 

As you ask the question, model raising your hand, so the participants know to raise their hand if their answer to a question is “yes.”

“Well, by the time you leave the session today, you will know what to do so that you can raise your hand truthfully the next time that question is asked."
Opening Comments: Introduce yourself. Ask people to raise their hand if they have attended a previous session in this series. Explain the format of the session (start and stop times, 10-minute breaks approximately every hour, etc.)

[NOTE:  If this is the same group of participants who attended the previous session, all you need to do is to mention: “The materials are laid out the same way as before.” 

If the group has new participants, provide the complete explanation that follows:
Materials: Review how the materials are laid out in their manual.  Point out that the Table of Contents contains documents in bold print (agenda items), documents in italicized print (participant activities), and documents in regular print (reference materials). 

Training Approach: Explain the training approach: the major content is in their participant packet and not in the PowerPoint, which is why they will not receive a copy of the PowerPoint.

Agenda and Learning Objectives:  Read these out loud.

[Brief introductions, if necessary]
Learning Contract: Establish a “learning contract” with the participants. Tell them: “If at any time you feel that the program is not meeting your needs, please tell me. At the end of the session, instead of standing in front of the group telling you what you should have learned, I will call on each of you to identify your key learning or takeaway from the session.”
Signaled Large Group Discussion:  Say: “Before we get to today’s content, we need to make sure that all of us can recognize the difference between administrative, clinical and fiscal activities. As I read the situation on page 5, please hold up a blue card if an administrative activity is mentioned, a yellow card if a clinical activity is mentioned, and a green card if a fiscal activity is mentioned.”
A new patient arrives at your office. The receptionist, who is checking her Facebook page on the computer screen, asks the patient to take a seat in the waiting area.  administrative
The patient waits 15 minutes to be called to the reception counter and then is handed a bio-data and a registration form to complete.  administrative
The patient waits another half-hour before being called into an examination room. administrative
Another quarter hour passes before the doctor enters the examination room. The doctor is clearly behind schedule and says that he has an emergency awaiting his attention at the hospital.  clinical
The doctor fails to wash his hands before examining the patient.  clinical
After completing his examination, the doctor completes a laboratory order form for thyroid function and lipids screening.  clinical
He makes a note in the patient medical record, and completes the patient charge form. Clinical and fiscal
He forgets to note on the charge form that he has sent orders to the laboratory for thyroid function studies. fiscal

	10 minutes

10 minutes

10 minutes


	Start Time:  9:30
	SECTION 2: RECONSTRUCTION OF THE STEPS RELATED TO A PATIENT CONSULTATION
	30 minutes

	Slides
	Pages
	Learning Activities
	Facilitation Notes
	Duration

	9
10

	6-7
6-7

	Small Group Discussion

Debriefing


	Small Group Discussion:  Say: “Today we’re going to identify and then review every step that is related to a typical patient consultation in your practice (before, during and after a consultation).

Keep in mind that many aspects of the patient’s consultation often are “invisible” to the patient.  Think, for example, about the medical record.  Has all detail of the consultation been properly recorded?  Can it be read?  Are there appropriate flags for follow-up if necessary?  Are patient charges accurately tabulated?  Are fire exits clearly marked?  

Then we will apply the “is it good enough for your mother?” standard of quality to each step.

We need to arrange you into larger groups." [Note: a quick way to do this is to split up a table group, sending one or two members to other groups. You want to end up with groups of 6 or 7. Hopefully, this will result in 2 or 3 groups, thereby limiting the time necessary for report outs later.]

"Working with your assigned group, please fill in columns 1-4: (1) identify every step related to a typical patient consultation in your practice (occurring before, during and after the consultation) from the patient first calling to make an appointment to the final billing. (Note that some steps related to a patient consultation can fall into more than one category: administrative, fiscal or clinical); then (2) post your group’s answers to columns 1-4 on a flip chart."
Debriefing Discussion:  Ask: “Okay, what is the first step?” [Wait for an answer.] “Is it administrative, fiscal or clinical?” [Wait for an answer.]

[Repeat this process for every step. Note: It is possible that the group will identify a step we may not have included and that may be just fine.]
	15 minutes

15 minutes




	Every Step Related to a Typical Patient Consultation (occurring before, during and after the consultation)

1
	Adminis-trative

2
	Fiscal

3
	Clinical

4
	Rate Your Practice 

5

Yes     No

	1. The patient calls to make an appointment.
	x
	
	
	
	

	2. The day of appointment the patient’s chart is pulled from medical records files if a returning patient or a new patient chart is prepared.  


	x
	
	
	
	

	3.  The patient arrives and is checked-in.


	x
	
	
	
	

	4. The patient is taken to an examination room.  (Here is where variability begins. There may be an area outside the exam room(s) where the patient’s vitals (temperature, blood pressure, weight) are taken and recorded before entering the exam room.  Vitals may be taken in the exam room – by a nurse/nurse aide if there is one assisting the clinician, or by the clinician. Patient may be instructed to undress.)

	
	
	x
	
	

	5.  The patient is examined by practitioner.

(More variability – if the patient needs an IUD, blood tests, urinalysis, vaccinations, etc. – is this done in the office or does the patient need a referral to go somewhere else?)  If in the office:


	
	
	x
	
	

	6.  Patient diagnostic tests, vaccinations are done.  Will patient wait for results?  If yes, clinician cycles back for a second patient/clinician encounter.
	
	
	x
	
	

	7.  Patient is given results, prescriptions if needed, drugs if dispensing is done in the office, referrals to specialists if needed, instructions for follow-up appointment if needed.


	
	
	x
	
	


	8.  Patient proceeds back to reception for check-out, payment for services, follow-up appointment.


	
	x
	
	
	

	9.  Patient record is checked for completeness.  Follow-up tasks noted (i.e., need to receive radiology report of ordered studies), medical record is refiled if complete and follow-up tasks not pending.


	x
	
	
	
	

	Start Time: 10:00
	BREAK
	10 minutes

	Start Time: 10:10
	SECTION 3: ANALYSIS OF A PATIENT CONSULTATION IN YOUR PRACTICE
	30 minutes

	Slides
	Pages
	Learning Activities
	Facilitation Notes
	Duration

	11-12
13

	8
8

	Individual Assessment

Directed Large Group Discussion/ Lecturette
	Individual Assessment:  Say: “Please return to the steps related to a patient consultation that your group listed on pages 6-7 and rate how each step is handled at your practice using this quality standard: “Is it good enough for your mother?”  Your answer will either be “yes” or “no” on pages 6-7. 

After you have completed that, go to page 8 to write down any step where you answered “no”. Then prioritize them, with 1 being most important." 

Directed Large Group Discussion: Say: “So, how well does your practice do? If I bring your mother for a consultation, will she tell you later that her entire experience was pleasant, comfortable and professional? Or will she call you with a lot of angry complaints about the consultation?

As we discuss your conclusions, please keep in mind that some of our mothers may be more critical than others. Just because someone gave a “no” to a step does not mean that the step is not conducted well, it just means that the step would not meet their more demanding mother’s approval.

Please show me with your fingers (and possibly also your toes!) how many steps you identified that would not meet with your mother’s approval?” 

[Note: This signaled response is much more discrete than having people raise their hands in response to “How many had 1-2?  How many had 5?...” They are sitting with their peers and no one wants to admit to failure in front of professional peers.]
"Did a majority of the problem steps fall into a specific category: administrative? fiscal ? clinical? Or were there problem steps in more than one category?”

[Note:  Discuss their answers. Ask them if they are willing to explain the reason why they identified certain steps as problematic. Don’t be surprised if they decline.]  
Ask: “Regarding your prioritizations, what steps did you rank as a number 1 priority? “ [Wait for responses.]  “Why?”

Tell them: “After our break, we’ll look at an approach you can use to start to address and improve these problem steps.”
	10 minutes

 20 minutes



	Start Time: 10:40
	SECTION 4: QUALITY ASSURANCE AND IMPROVEMENT 
	30 minutes

	Slides
	Pages
	Learning Activities
	Facilitation Notes
	Duration

	14
15
16
17
18
19

	89-13
9

10
11
12
13

	Lecturette and Directed Discussion


	Lecturette and Directed Discussion: Ask: “Have you ever jumped in to solve a problem and made it worse because you didn’t have all the facts?” [Wait for responses.]  “We often make the assumption that we KNOW why a problem occurred and so the solution seems obvious to us. But there is a saying: ‘The obvious problem is rarely the problem, and the obvious solution is rarely the solution.’

In our last activity, you assessed your practice and identified steps in a patient consultation that need to be improved. We’re going to talk about using a quality improvement approach to help you address those problem steps.

Is anyone familiar with quality improvement?” [Wait for their answers.]

“We can define it as the combined and unceasing efforts of everyone—healthcare professionals, patients and their families, researchers, payers, planners and educators—to make the changes that will lead to better patient outcomes (health), better system performance (care) and better professional development (learning).

One way to identify and make those changes is to use the quality improvement cycle, otherwise known as Plan-Do-Check-Act. Has anyone heard of this before?” [Wait for an answer.] “Has anyone used this before?” [Wait for their response.]

[Note:  If someone is familiar with PDCA, have that person explain it rather than you explaining it.]

“The PDCA Cycle encourages you to be methodical in your approach to problem solving and implementing solutions. Follow the steps below every time to ensure you get the highest quality solution possible.

Step 1: Plan

First, identify exactly what your problem is. Then draw together any other information you need that will help you start sketching out solutions. This often includes finding the answers to How? What? Where? When? Why?

For example:  The clinician prescribes an antibiotic for a newly diagnosed infection.  The drug is stocked in the clinician’s office.  As the patient is checking-out and making a follow-up appointment, she notices that the drug she has been given has an expiration date that is four (4) weeks old.  

The nurse who retrieved the drug from the drug supply closet completes an Incident Report noting that an expired drug had been dispensed to a patient.  This is the third Incident Report in the past three (3) months reporting the dispensing of expired drugs.

In this case, the problem is that the dispensed drug was expired. We need to determine:

How: 

· Was this a drug receiving error?

· Was this a drug stocking error?

· Was this a drug inventory management error?

· Was this a drug dispensing error?
What:

· What drug was involved?

Where:  where in the chain of events was this error discovered?

· The office nurse notices the expiration date?

· The patient notices the expiration date?

When:

· Are the incidents occurring with any pattern as to day or time of day?

Why:

· Drug stored in the wrong area of the storeroom?

· A lapse in storeroom management and regular checking of expiration dates?

· Nurse is too distracted to check the expiration date?

Gathering Information:  The clinical manager, noting that there is a recurring problem, understands that the system for drug receiving, stocking, inventory management and dispensing needs to be thoroughly reviewed, even if there are just a small number of medicines stocked in the clinician’s office.  A simple flow chart is drawn and points of responsibility noted:

1.  
When the drug is delivered to the office, who receives the package, opens the package and puts the drugs in the drug store room?  Who is responsible for checking the expiration date of the drugs received to ensure that expired drugs have not been delivered?

2.  
Are there policies and procedures that ensure that the oldest drugs are the first to be dispensed to minimize expiration date wastage?

3. 
 Who is responsible for storeroom management/stock rotation and regular checking of expiration dates?

4. 
 Who is responsible for checking the expiration date on a drug before it is handed to the patient?

What do we mean when we say ‘identify exactly what your problem is?’ Can someone give us an example of where the obvious problem was not the real problem?” [Wait for a response.]

Step 2: Do

This phase involves several activities:

· Generate possible solutions

· Select the best of these solutions

· Implement a pilot project on a small scale basis

Keep in mind that "Do" means "Try" or "Test." It does not mean "Implement fully." Full implementation happens in the "Act" phase. 

Possible solutions for our example include several activities:

· Write/Review the policies and procedures in the office practice for assuring safe drug distribution

· Conduct regular staff training on the policies and procedures

· Rearrange the drug supply room/cabinet so that it is easy to arrange drugs with earliest expiration dates first accessible

· Conduct spot audits of the drug supply room to assure expired drugs are not on the shelves

Has anyone used a pilot project approach?” [Wait for responses. If someone has, ask: "What did you do?”]

Step 3: Check

In this phase, you measure how effective the pilot solution has been, and gather together anything learned from it that could make it even better. 

How have you measured the results of a change you’ve made to improve some aspect of your practice? [Wait for responses.]

In the example: Determine if there have been new Incident Reports since the new Policies and Procedures were implemented and/or staff training was conducted? 

Depending on the success of your pilot, the number of areas for improvement you have identified, and the scope of the whole initiative, you may decide to repeat the "Do" and "Check" phases, incorporating your additional improvements. 

Once you are finally satisfied that the costs would outweigh the benefits of repeating the Do-Check sub-cycle any more, you can move on to the final phase.
Step 4: Act

Finalize the Policies and Procedures and make sure that they are reviewed on a regular basis and that new staff are fully trained on drug distribution to patients.  
Now you implement your solution fully. However, your use of the PDCA Cycle doesn't necessarily stop there. If you are using the PDCA as part of a continuous improvement initiative, you need to loop back to the Plan Phase (Step 1), and seek out further areas for improvement.

When do you think using PDCA would be useful in your practice?” [Wait for responses]

PDCA provides a useful, controlled problem solving process. It is particularly effective for:

· Identifying new solutions and improvement to processes that are repeated frequently. In this situation, you will benefit from extra improvements built in to the process many times over once it is implemented. 

· Exploring a range of possible new solutions to problems, and trying them out and improving them in a controlled way before selecting one for full implementation. 
· Avoiding the large-scale waste of resources that comes with full-scale implementation of a mediocre or poor solution. 

True, a PDCA approach is slower and more measured than a straightforward "gung ho" implementation. This means it may not be appropriate in true emergency situations. However, it's easy for people to think that situations are more of an emergency than, in reality, they really are...”
	30 minutes



	Start Time: 11:10
	BREAK
	10 minutes

	Start Time: 11:20
	SECTION 4: QUALITY ASSURANCE AND IMPROVEMENT continued
	40 minutes

	Slides
	Pages
	Learning Activities
	Facilitation Notes
	Duration

	20
21
	14
15
15
	Large Group


	Large Group Problem Solving: Say: “Let’s put the PDCA cycle into practice. If you turn to page 14, you will see incident report data that identifies problem areas. Working with your small group, you will: (1) select one of the following “data” from incident reports, then (2) describe how you would improve quality of services by following the Plan- Do- Check- Act Cycle using the worksheet on pages 16.

First, we will work on #1, the wrong drug was ordered, together. 
Before you start your analysis, it will be helpful for you to know how to use a fishbone diagram. Is anyone familiar with this?” [Wait for response.]

Please look at the sample root cause analysis on page 15. You can see that the presenting problem is the fact that the wrong drug was ordered. 
We can use a fishbone (or Ishikawa) diagram to identify and organize possible causes of the problem or factors needed to address it.  The diagram provides a pictorial display of a list and shows the relationships between factors. The problem that is initially identified is frequently revised after the contributing branches start to be discussed.  

This fishbone diagram identifies six possible causes: miscommunication, incorrect test results, physician mistake, drug confusion, medical record issue, and mistake in the ordering process. There may be more than this, but this gives us a good start. Then we look at subfactors (or smaller fishbones) that may have contributed to these causes. During your analysis in the Plan stage of P-D-C-A, you would investigate each possibility to determine which is most likely. 
Plan:  How would you analyze the problem?

[Suggested answers: How/What/Where/When/Why?]  

Try to answer all of these questions:

How:

· Was this a written order that involved a spelling error that then mixed up two drugs?

· Was this a verbal order incorrectly written by the nurse?

What:

· What was ordered?

Where:

Where in the chain of events was this error discovered?

· A pharmacist questions the prescription?

· The office nurse questions the order?

· The patient is admitted to the hospital with complications and a wrong diagnosis is discovered?

· The patient has an allergic reaction to a medication for which there was a known drug allergy, etc.  
When:

· Are the Incidents occurring with any pattern as to day or time of day?

Why:

· Misdiagnosis

· Clinician too distracted/multiple interruptions while seeing a patient

· Clinician is not knowledgeable enough about pharmaceuticals on the market
Do:  What would you do to develop and test a potential solution?

Need to design the potential solution based on the analysis above.  If, for example, it is a knowledge problem, the clinician needs to learn more about the drugs he is prescribing.  If the incidents are all happening late in the day, fatigue of staff may be a problem and extra checks need to be built into the system at certain hours.

Check:  How would you measure how effective the test solution is? 

A decrease in the number of Incident Reports

How would you analyze it to see whether it could be improved in any way?

Act:  What would you do to fully implement the improved solution?

Training

Take a moment to decide with which of the remaining incidents your group wants to work. It would be best if there is no duplication, so first come, first serve." [Find out which group will work with which incident.] "We’ll take a break and then you can work with your group."
1. The wrong drug was ordered

2. The wrong dose was administered

3. The drug that was ordered was not what was dispensed

4. Failure to record prescriptions in the medical record


5. Failure to take and record vital signs 

6. Staff needle puncture
[Make sure each table quickly chooses a different incident.]


	30 minutes

10 minutes


	Start Time: 12:00
	BREAK
	10 minutes

	Start Time: 12:10
	SECTION 4: QUALITY ASSURANCE AND IMPROVEMENT continued
	50 minutes


	22

	17-18

	Small Group Analysis


	Small Group Analysis:  Say: “You’ll have 50 minutes to complete the worksheet on pages 17-18. Please draw your fishbone diagram on a flipchart so everyone can see it when you report your conclusions. Thank you.”

	50 minutes


	Start Time: 1:00
	LUNCH BREAK
	60 minutes


	Start Time: 2:00
	SECTION 4: QUALITY ASSURANCE AND IMPROVEMENT continued
	60 minutes


	22
23


	17-18

	Report Outs


	Report Outs:  Have the person whose birthday is the closest to today be the spokesperson (or spokesmodel). Let the groups decide who wants to report out first, second, etc. 
Incident of Concern: The wrong dose was administered
Plan:  How would you analyze the problem?

How: 

· Was an order misread by the person administering the drug?

· Was the order incorrectly written?

· Did the correct dose not exist in a dispensable form?

What:

· What dose was given vs. what dose should have been given?

Where:

· Are there multiple office locations?

When:

· Day, time – any patterns?

Why:

· Lack of knowledge or training?

· Drug label confusing?

· Drug stored in wrong area of the stock room?

Do:  What would you do to develop and test a potential solution?

[Note:  The Do/Check/Act depends upon the analysis.  Measuring often involves determining if the number of Incident Reports decreases.  Implementation usually involves staff training and a review and/or development of policies and procedures that address the root cause of the problem as determined by the analysis.]

Check:  How would you measure how effective the test solution is? 

How would you analyze it to see whether it could be improved in any way?

Act:  What would you do to fully implement the improved solution?

Incident of Concern: The drug that was ordered was not what was dispensed

Plan:  How would you analyze the problem?

How:

· Was this a written order that involved a mix-up of two drugs with close spellings?

· Was this a verbal order incorrectly written by the nurse?

What:

· Which drugs were mixed?

Where:

· Did the mix-up happen in the exam room?  Store Room?

When:

· Day and Time?

Why:

· Is stock not well organized on the shelves?

· Are labels unclear?

· Does staff have knowledge of the different drugs in inventory?

Do:  What would you do to develop and test a potential solution?

Check:  How would you measure how effective the test solution is? 

How would you analyze it to see whether it could be improved in any way?

Act:  What would you do to fully implement the improved solution?

Incident of Concern: Failure to record prescriptions in the medical record

Plan:  How would you analyze the problem?

An audit of a sample of medical records from the previous six months is initiated. The audit is intended to determine if there is a discrepancy between the clinician’s notes and the nurse’s notes.  If the nurse has documented that a drug has been dispensed, is there a clinician order documented in the medical record for that drug? 

Do:  What would you do to develop and test a potential solution?

Implement a procedure that no drug is to be dispensed without the nurse initialing next to the clinician’s order.

Check:  How would you measure how effective the test solution is? 

Re-audit medical records in three months.

How would you analyze it to see whether it could be improved in any way?

Act:  What would you do to fully implement the improved solution?
Incident of Concern: Failure to take and record vital signs

Plan:  How would you analyze the problem?

A sample medical record audit (see above)

Do:  What would you do to develop and test a potential solution?

Review requirements with all staff for the need to record weight, blood pressure and temperature of all patients at time of visit.

Check:  How would you measure how effective the test solution is? 

Re-audit of medical records

How would you analyze it to see whether it could be improved in any way?

Act:  What would you do to fully implement the improved solution?

Incident of Concern: Staff needle puncture

Plan:  How would you analyze the problem?

How, What Where When Why

How:

· How did the needle stick occur?
What:

· What are the consequences?  For example, if the patient is HIV+, does prophylactic treatment need to begin immediately? 

Where:
· Did this happen in an exam room?  In the waste disposal area?

When:

· Day and time of incident?  (Are there patterns?)

Why

· Was improper technique used for needle disposal?

· Are there Sharps Containers in the office?

· Are the Sharps Containers over-loaded?

· Is cleaning staff trained in proper disposal technique of Sharps Containers?

Do:  What would you do to develop and test a potential solution?

Check:  How would you measure how effective the test solution is? 

How would you analyze it to see whether it could be improved in any way?

Act:  What would you do to fully implement the improved solution?

	60 minutes




	Start Time: 3:00
	BREAK

[During the break, set up for the relay race. Take two different flip charts and easels and write vertically on each using two columns- in column one, write GOOD ENOUGH and in column 2 on each flip chart write FOR MY MOTHER (see the model on page 16). Put Team A in the upper right hand corner of one flip chart and Team 1 in the upper right hand corner of the other flip chart. Arrange the flip charts so that there is room for the teams to convene and run (walk 12 steps away from the flip chart for Team A and lay down some tape as a starting and ending line. Repeat the same process for Team 1. Make sure that the two teams will not be running into each other.] 
	10 minutes

	Start Time: 3:10
	SECTION 4: QUALITY ASSURANCE AND IMPROVEMENT continued
	20 minutes

	Slides
	Pages
	Learning Activities
	Facilitation Notes
	Duration

	24

	19

	Relay Race


	Relay Race:  Say: “We’re going to do an activity that will be a good quality check on your learning today.” [Break the group into two teams, Team 1 and Team A. Have them count off by 1, A, 1, A ). Explain the rules:

· Each team needs to line up behind their assigned starting line. 

· Taking turns, the members of each team will take the magic marker, race to the flip chart and write down one quality assurance and improvement word or phrase that begins with one of the letters spelling: GOOD ENOUGH FOR MY MOTHER. The other members of the team can assist the writer with suggestions. (If someone can’t run, they can designate someone else to run for them.)

· Once the writer is done, s/he must race back to the starting line and hand the marker to the next member of the team. 

· Points will be deducted if the magic marker changes hands before the writer has passed the starting line. 

· Each team member must have a turn before a member can have a second turn.

The team that effectively and appropriately fills in words or sentences to complete each of the letters spelling GOOD ENOUGH FOR MY MOTHER without any duplication (as determined by the other team) will win a prize.”

[Give the groups a few minutes to plan and get organized. Then clap your hand or make some noise and yell: “Start!” Then get out of their way! Encourage them to cheer for their teammates and help each other out.]

[Note: Even if one group finishes before the other, have the other group finish. Then bring the slower team over to review the faster team’s list, to make sure that they agree that what was written is valid and not duplicative as you read off the list. Repeat the process by having the faster team review the slower team’s list. Then give everyone a prize.]


	20 minutes



	Start Time:  3:30
	SECTION 5:  SUMMARY AND EVALUATION 
	30 minutes

	Slides
	Pages
	Learning Activities
	Facilitation Notes
	Duration

	25-26
27-28
29
30

	23-24
20
21

	Individual worksheet

Next Step

Post-test

Individual assessment and Report outs

Overview of next sessions and schedule


	Evaluation:  Have each participant complete the evaluation form for the session, tear it out and hand it to you or put it on a table.

[Note: You never want to end a training session with an evaluation, because all of the energy of the group dies down.]

Next Step:  Tell them: “Quality improvement takes the basics of risk management and builds on those to create a much safer and satisfying patient experience- and this will improve your business. You have identified where the quality gaps are in your practice. You now need to:

1.  Use the Plan- Do- Check- Act Cycle to investigate and propose solutions to incidents that are reported. 

2.  Implement those solutions to improve your practice’s quality of services. 

3.  As a clinician leader in your area, identify how these quality improvement techniques could be used in the larger public primary care clinics or in hospitals where you may practice.

Post-Test: Hand out the Post-Test and have the participants complete it. Go through the answers, drawing them from the group, so they can mark what is wrong (using the honor system). (Just have them put a check mark in front of the questions they got wrong and then add them up, placing the number wrong in the upper right hand corner.) Hand them their Pre-Tests for comparison purposes. Give a small prize to the people who learned the most (decreased the number wrong by the greatest amount). Then collect all Pre and Post Tests.
Key Takeaway:  Have each participant identify the most important idea or technique that they gained from the session and write it down.

Tell them:  “In lieu of a summary by me, all of you are going to stand and take turns (when you have a in your hand) identifying your key takeaway from the session. Once you have spoken, throw the ball to someone else to speak and then sit down. It will then be easy to tell who has yet to speak by those who are left standing. Don’t be concerned if someone says what you planned to say. If that was your key takeaway, say it anyway.”

Series Overview:  Make sure that everyone knows what the next session is (subject and agenda) and the necessary logistical information so that they can attend: day, time, place, how to enroll, etc.)

Thank them for coming, remind them about the Next Step, and close the session.
	5 minutes

5 minutes

10 minutes

10 minutes


	End Time:  4:00
	ADJOURN 

[Take digital photos of all flip chart work, including the relay race results, to send to the participants after the class to reinforce their learning]
	


DISCLAIMER

The author’s views expressed in this publication do not necessarily reflect the views of the United States Agency for International Development or the United States government.


