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Ensure Quality at Every Stage of a Patient’s Experience
Agenda:

· Welcome 
· Reconstruction of a Patient Consultation

· Analysis of a Patient Consultation in Your Practice

· Quality Assurance and Improvement
· Summary and Evaluation

· Close
Learning Objectives:  During this workshop, you will:
1. Review the three different types of quality issues;
2. Reconstruct and review every step related to a typical patient consultation in your practice;

3. Determine how well your practice currently handles every step of a patient consultation;
4. Describe the quality improvement cycle: Plan –Do– Check– Act;

5. Plan how to use the data from the Incident Reports and the PDCA cycle to improve the quality of services;

6. Conduct a root cause analysis;

7. Summarize quality assurance and improvement techniques you can use in

your practice;

8. Discuss the next step; and
9. State your key takeaway from this session.

Introductions  

	[image: image2.wmf]
	Instructions:
When the ball is tossed to you, please stand up and quickly introduce yourself by:

1.   your name;

2.   your position;

3.   your business; and

4.   how long you have been in business.

Then throw the ball to someone who is facing you and expecting it to come his or her way. 

Once you have introduced yourself and thrown the ball, you can sit down.




What are the Quality Issues?
	[image: image3.wmf]
	Instructions:   Working with your small group, please identify the administrative, fiscal and clinical quality issues present in this situation.

	
	


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.   ____________________
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.  ____________________
The patient waits another half-hour before being called into an examination room. 
____________________

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.  ____________________
The doctor fails to wash his hands before examining the patient.  ______________
After completing his examination, the doctor completes a laboratory order form for thyroid function and lipids screening.  ____________________
He makes a note in the patient medical record, and completes the patient charge form. ____________________

He forgets to note on the charge form that he has sent orders to the laboratory for thyroid function studies.  ____________________

Reconstruction of the Steps Related to a Patient Consultation
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	Instructions:  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. 


	Every Step Related to a Typical Patient Consultation (occurring before, during and after the consultation)
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How a Patient Consultation is Handled in Your Practice
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	Instructions:  (1) Please return to the steps related to a typical patient consultation that your group listed on pages 5-6 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 5-6.

(2) On this page, write down the steps that are not good enough for your mother and prioritize them:


Problem Steps That Are NOT Good Enough for Your Mother
	Problem Step
	Administrative, Fiscal, or Clinical?
	Priority

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


The Plan- Do- Check- Act Cycle

Something needs to change: Something is wrong and needs to be fixed, and you have worked hard to create a credible vision of how you want it to work in the future. But are you 100% sure that you are right? And are you absolutely certain that your solution will work perfectly, in every way? 

When the consequences of getting things wrong are significant, it often makes sense to run a well-crafted pilot project. That way, if the pilot doesn't deliver the results you expected, you have the chance to fix and improve things before you fully commit your reputation and resources.

So how do you make sure that you get this right, not just this time but every time? The solution is to have a process that you follow when you need to make a change or solve a problem-a process that will ensure you plan, test and incorporate feedback before you commit to implementation. 

A popular tool for doing just this is the Plan-Do-Check-Act Cycle

The four phases in the Plan-Do-Check-Act Cycle involve:

· Plan: Identify and analyze the problem.

· Do: Develop and test a potential solution.

· Check: Measure how effective the test solution was, and analyze whether it could be improved in any way.

· [image: image11.wmf]Act: Implement the improved solution fully. 

These are shown in the figure to the right:
There can be any number of repetitions of the "Do" and "Check" phases, as the solution is refined, retested, re-refined and retested again.

How to Use the Tool

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. You can do this using a root analysis. 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?

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 ensuring 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 the earliest expiration dates so that they are the first accessible

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

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. 
For our 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 the 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

Now you implement your solution fully. 
In the example, you would finalize the policies and procedures and make sure that they are reviewed on a regular basis and that new staff is fully trained on drug distribution to patients.  
However, your use of the PDCA Cycle does not 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 to Use PDCA

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, trying them and improving them in a controlled way before selecting one for full implementation. 

· Avoiding the large-scale wastage of resources that comes with full-scale implementation of a mediocre or poor solution.

Clearly, use of a PDCA approach is slower and more measured than a straightforward "gung ho" implementation. In true emergency situations, this means that it may not be appropriate. However, it is easy for people to think that situations are more of an emergency than, in reality, they really are...
Using Data from Incident Reports to Improve Quality of Service
	[image: image6.wmf]
	Instructions:  Working with your small group, please: (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 14-15.


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
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Sample Root Cause Analysis

Conducting a Root Cause Analysis
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	Instructions:   Identify the root causes that could possibly have resulted in the incident:
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Using PDCA to Improve Quality of Service
	
Instructions: Please complete this worksheet and be prepared to report   

                your group’s conclusions.

Incident of Concern: ________________________________________________

Plan:  How would you analyze the problem?

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?

Good Enough For Your Mother?

Instructions: 

· 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 cannot run, they can designate someone else).
· 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.
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The Next Step
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	Instructions:   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.

My Key Takeaway
	[image: image9.wmf]
	Instructions:   Please stand up when you have completed this sentence: 
My key takeaway from this session is:


This page is intentionally blank

Evaluation Sheet
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	Instructions:  Please answer the questions below as completely and constructively as possible. Thank you! 





Strongly
   Neither
Strongly




  Agree
Agree nor 
Disagree

This training:



   Disagree
covered the content as advertised
5        
4        
3         
 2       
1

was logical and effective  
5        
4        
3         
 2       
1

provided information I can apply in my work
5        
4        
3         
 2       
1 included useful handouts for future reference
5        
4        
3         
 2       
1

The facilitator:

was knowledgeable
5        
4        
3         
 2       
1

was effective
5        
4        
3         
 2       
1

stayed on topic and on time
5        
4        
3         
 2       
1

As a result of this workshop, I am better able to:

reconstruct and review each step related to a typical 

patient consultation;
5        
4        
3         
 2       
1
assess if my practice handles each step in a way 

that is good enough for my mother;
5        
4        
3         
 2       
1
describe the quality improvement cycle: PDCA;
5        
4        
3         
 2       
1

explain how to use the data from incident reports

and the PDCA cycle to improve the quality of our 

services;
5        
4        
3         
 2       
1

conduct a root cause analysis;
5        
4        
3         
 2       
1

summarize quality assurance and improvement

techniques I can use in my practice.
5        
4        
3         
 2       
1


Excellent
Average

Poor
Overall, I would rate this training:
5        
4        
3         
 2       
1

I would recommend this training to a colleague:
___
Yes          ___  No

Personal Significance of Workshop:

Of the ideas or techniques covered, I think that these will be of most use to me:


Recommendations for Improving the Training:

Additional Comments:

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.
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