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Chapter One

Quality in Medical Group Practice…and for Everyone: The importance of process
If I had to reduce my message for management to just a few words, I'd say that it all had to do with reducing variation.
--W. Edwards Deming
Medicine used to be simple, ineffective and relatively safe. 

Now it is complex, effective and potentially dangerous.

--Cyril Chantler

· Quality Improvement has a much different, more robust mindset than traditional Quality Assurance.
· Process-oriented thinking is the anchoring concept of any good improvement framework: ALL work is a process.
· Process-oriented thinking creates a common organizational language that will reduce defensiveness.
· At least 85 percent of an organization’s problems are due to bad processes, not the workers: Routinely blaming processes and not people will cause a quantum leap in morale.
· There are four other “C”s besides “costs” on which to concentrate instead: It’s about reducing “confusion,” “conflict,” “complexity,” and “chaos.”
· It’s not the problems that march into your office that are important – It’s the ones no one is aware of.
· There needs to be a broader understanding of the concept of “variation,” with an ultimate goal of reducing inappropriate and unintended variation while pushing for deep level fixes.
· There is no such thing as “improvement in general”: The 80/20 rule (Pareto Principle) needs to be applied to the overall improvement process via specific initiatives related to high level organizational strategy.

· Most current quality fads come out of sound theory that is over 30 years old. Deeper understanding of the theory is what is needed, not blindly applying its most recent straight-jacketed manifestation.

· “Improvement,” when integrated into a business strategy, is present in virtually every aspect of every employee's everyday work – it’s part of the organizational DNA.
· There is a road map with five distinct phases for implementing a culture of improvement, and it is a 5-10 year journey…with many guaranteed successes along the way.

Chapter Two

“Data Sanity”: Statistical thinking as a conduit to transformation
· Traditional report formats do not accurately represent true variation. 
· Data are usually heavily aggregated and comparisons are based almost exclusively in “this month/last month/12 months ago” thinking with variances to goals.

· The commonly used managerial summary technique of “rolling average” actually renders statistical analysis invalid.

· Half of executive meeting time and almost one hour a day of middle management time poring over data are a waste and…result in subsequent organizational waste in futile activity.
· A deeper, more profound question when meetings discuss and compare two different numbers is, “Is the process that produced this observation the same as the process that produced other observations?”
· Run charts and control charts must become routine analysis tools.
· A true statistically-defined trend is a relatively rare occurrence.  
· It is very easy to intuit patterns in data that aren’t really there: It’s amazing how non-random randomness can look!

· Preconceived notions of special causes – especially “seasonality” – can result in biased, inappropriate displays of data.

· Tampering – reacting to common cause variation as though it is special cause – results in incalculable losses for the organization.
· The capability of any process being improved must be assessed, i.e., its actual inherent performance versus its desired performance. Any goals must be evaluated in the context of this capability, and an appropriate strategy must be developed to deal with gaps.
· Quality assurance thinking and analyses that use rankings must be re-evaluated in a common cause context.
· Whether they realize it or not, people are already using variations of the ideas presented in this chapter.

· It’s all about understanding and reacting appropriately to “variation”

Chapter THREE
A Leadership “Belief System”: Some BASIC Skills for Transforming Culture

I suffer simultaneously from amnesia and déjà vu. I have the feeling that I keep forgetting the same thing over and over again.


–Steven Wright (surreal comedian)
Faced with the choice between changing one’s mind and proving there is no need to do so, almost everybody gets busy on the proof. 
–John Kenneth Galbraith

· Most quality improvement efforts have had disappointing results because of overemphasis on internal education focusing on “process,” “tools” and “data.” They are only the tip of an underlying seven-layer organizational pyramid, of which the underlying “human” process is actually more important

· Success will require dealing effectively with the natural cultural resistance to being changed

· People’s stated reasons for resisting change may not be what they really mean – all change is a perceived threat to basic needs

· A culture rich in feedback – and lots of it – will be required for true transformation

· Feedback needs to be “results-based,” in-the-moment and stay focused on specific behaviors that are not demonstrating commitment to organizational results

· Feedback needs to be given with genuine concern for individuals’ organizational success

· A simple, practical model based in cognitive psychology applies both to individuals’ behaviors and tolerated organizational behaviors…and subsequent results

· New results will require new organizational and individual “beliefs”

Chapter FOUR
An Executive Team Handbook – Creating the Culture to Deliver Desired New results
Part of the problem is that we're traveling in uncharted territory. Old maps and traditional compasses can easily lead management teams astray. Many of the routes and practices that senior managers followed for their own career success now lead to mediocre performance – or oblivion. Managers need to draw new maps for themselves, their teams, and their organizations. And since there's no certain path to higher performance or sure-fire formula for success, highly effective leaders are searching out, exploring, and blazing their own new and unique trails.

--Jim Clemmer

· The cultural change required for unprecedented results needs to be formally managed while avoiding eight common errors

· I get a consistent message from participants in my change agent seminars as to what it is going to take to make improvement an effective business strategy

· Leaders need to go beyond “passionate lip service” to active involvement and integrate  improvement into the organization’s daily fabric

· A culture that emphasizes good peer “internal customer service” will be able to truly serve external customers

· The “Mood Map” is a helpful organizational barometer for reading the culture

· Creating a truly empowered workforce is very difficult and requires seven elements to be in place

· Peter Block’s “Employee Manifesto” is a powerful context to deal with organizational victim behavior

· Addressing “demotivators” formally and through daily walkarounds are potential catalysts worth addressing for improving cultural morale and integrating accountability into a culture

· When people are unclear what to do, they may need to be formally facilitated as to what they need to stop doing, start doing, and continue doing…in the context of clear R2 results

· Communicating “mission, vision, and values” never ends: Leaders need to “connect the dots” and create the bigger picture for employees

· Good leaders seek feedback…don’t personalize it…and act on it

· Leadership must develop the skills for ongoing cultural coaching that is “from the heart”

· Integrating statistical thinking into daily management will liberate the time to create the desired culture

Chapter FIVE
The Deeper Implications of Process-Oriented Thinking…Including the “Data” and “Improvement” Processes

· While service outputs may seem more difficult to define than manufacturing outputs, all processes in both settings have measurable outputs.
· Significant quality improvements result only when data collection and analysis are used to establish consistent work processes and to identify elements of work processes that do not provide value.
· All work is a process, including the unique interactions between clinicians and patients.
· All processes exhibit variation and have measurable values associated with them.
· Outputs are those quantifiable things e.g., tests, reports, examinations, or bills, which go to internal and external customers.
· Inputs to a process include people, methods, machines, materials, measurements (including data), and environment. All inputs carry variation, the aggregate of which is reflected in the output.
· Flowcharts reduce problems created by disagreement and variation in perceptions (human variation) about how processes currently operate.
· Processes represent repeatable actions occurring over time and must be studied that way.
· Data collection is a process – actually four processes – with inputs, outputs, and variation.
· There are eight questions to answer for any data collection.
· Common errors in improvement  that result when process-oriented thinking is not used include action based on anecdotes and the addition of unnecessary complexity to a process.

· Operational definitions can prevent inappropriate actions based on anecdotes.

· To create significant lasting improvement, appropriately-collected data must be used for decision-making.

· Statistics can provide a unified language to break down barriers created by varied perceptions of how a process works.

Chapter SIX
Process-Oriented Statistics – Studying a Process in Time Sequence
· Clinical trial research statistical methods make assumptions and control variation in ways that cannot be replicated in the unstable environment of the real world, making them less suitable for improvement.
· Most basic academic statistics requirements are based in a context of “estimation” and teach methods appropriate for research. These, unfortunately, have limited applicability in everyday work, whose need is “prediction.” 

· The element of time is a key process input and generally neglected in most academic courses. This affects process data collection, use of statistical tools, and validity of analyses.
· Run charts and control charts must become routine analysis tools.

· Special causes merely indicate different processes at work. Many times the differences are unintended; sometimes they are appropriate and even desirable.

· Knowing how the data were collected is crucial to performing a good analysis.

· The stability and capability of any process being improved must be initially assessed – its actual inherent performance versus its desired performance. Any goals must be evaluated in the context of this capability, and an appropriate strategy must be developed to deal with gaps and/or lack of stability.
· Decreasing tolerance by patients and families to medical error means that “rare events” will have to be dealt with. The tendency is to use special cause strategies such as “root cause,” “sentinel event” and “near miss” analyses. An alternative view  is suggested.
Chapter SEVEN
 Statistical Stratification: Analysis of Means

· When looking at improvement opportunities, the mindset must change from “comparisons of individual performances” to “comparison of individual performances to their inherent ‘system’.”

· Analysis of means (ANOM) is a powerful, objective technique that assesses a current system and exposes potential opportunity.

· By identifying an individual as “outside’" the system, all one can conclude is that the process is different than the other individuals. It isn’t necessarily the “methods” (competence) input. Collegial discussion and data will determine whether the special cause is appropriate, inappropriate, and/or unintended.

· The control charts used to assess individual performance and obtain the summary data for the ANOM are also powerful individual feedback tools. They can assess an individual's efforts to improve.

· Common cause limits for the ANOM are obtained strictly from the data. There is no guarantee of finding special causes. One should not approach a problem with an a priori assumption that there should be a given percentage of special causes. There may not even be quartiles in the data!

· Rankings are ludicrous as a means for motivating improvement. People “inside” the system are indistinguishable from one another and cannot be ranked.
· Typical displays of percentage data are extremely deceptive.
· Any graphical display of numbers (except a Pareto bar graph) needs a context of common cause variation for proper interpretation.
· There are advanced statistical techniques based on “Normal” distribution theory. However, simpler, robust alternatives are available that work just as well. They are also easier to apply…and explain.
Chapter EIGHT
Deeper Project Issues Beyond Methodology – New Perspectives on project choice, Teams, Tools and Data Skills…and Standardization

Transitioning to implicit improvement teams can be awkward. Many problems in the transition relate to:


 Understanding a situation as an isolated incident rather than an ongoing process breakdown

 Solving “vague” problems, yielding “vague” teams, “vague” solutions…and “vague” results

 Implementing “known” solutions with neither a good baseline estimate of the problem nor piloting a solution with well-designed data collection to assess (and hold) the gains


 Overuse and improper use of tools


 Not recognizing the fact that all change has a cultural consequence, which requires different skills to solve


 Having ad hoc standardization processes that need more formality


 Previous poor cultural experiences with process documentation and standardization

Chapter NINE
Organizational Education in a Transformation Mindset – Cultural Education and Learning as a Process

· Improvement education isn’t about skills, but, rather, changing thinking.
· Learning is a process…and translating adult learning into behavior change is a very complex process.
· It is an unrealistic expectation for any education or training within a short timeframe to result either in self-sufficiency in what is taught  or observably changed behavior.
· One seminar will not change behavior, especially if delivered as an “information dump.”

· Do not expect a flurry of multiple simultaneous projects to create improvement.
· Creative curricula with continuous reinforcements are required, probably best accomplished through addressing everyday work issues related to desired strategic results…

· Physicians have different immediate needs than administrative personnel, even though many long-term needs are the same.

· A deeply entrenched physician “belief system” of individual accountability taken to an extreme, resulting from medical training and experiences, is unintentional…and a very serious barrier that must be overcome for success.
· Both clinical and administrative staff must be meaningfully involved from the beginning for an improvement effort to be successful. False distinctions between clinical and administrative projects can create confusion and waste because of inherent interactions.
· There are core concepts that need to be taught to create a common organizational language of “process” in the entire culture.
Chapter TEN
The Ins and outs of Surveys: The Goal is understanding the customer…not having them rate you!
· Surveys are only one method of obtaining customer feedback and should not be used exclusively
· Long, vague surveys that only track “How are we doing?” are relatively worthless

· It’s not “How are we doing?”, but understanding true customer needs

· Open-ended feedback is far more valuable for improvement and designing surveys to measure the effects of the subsequent improvement effort
· Surveys are most useful for testing conclusions made in face-to-face interviews
· The customer can only judge what he or she has received and may not know what they really “want” – they may even unintentionally lie to you!

· IF you must do surveys, there is a robust 12-step process for designing and using them

· Act on customer feedback!

· Customer satisfaction must evolve to customer involvement and integration into an organizational balanced scorecard
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