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AGENDA

« How are we doing on our Quality Agenda?
And why?

e Transformational change: IHI’s Leadership
Leverage Point framework — getting started
and then sustaining the improvements!

e The Board Quality Committee: What are six
of our key fiduciary responsibilities?



How are we doing on the Quality Agenda?
And why?




Six Nation Summary Scores on Health System Performance

AUS CAN GER NZ UK us
Overall Ranking 3.5 5 2 3.5 1 6
Quality of Care 4 6 2.5 2.5 1 5
Right Care 5 6 3 4 2 1
Safe Care 4 5 1 3 2 6
Coordinated Care 3 6 4 2 1 5
Pt-Centred Care 3 6 2 1 4 5
Access 3 5 1 2 4 6
Efficiency 4 5 3 2 1 6
Equity 2 5 4 3 1 6
Healthy Lives 1 3 2 4.5 4.5 6
Health
Expenditures per $2,876 | $3,165 | $3,005 | $2,083 | S$2,546 | $6,102

Capita

OECD, May 2007




Landmark Reports:
e 2002 IOM: Crossing the Quality Chasm

— “Serious and widespread quality problems exist throughout [American]
medicine. These problems occur in small and large communities alike, in all
parts of the country, with approximately equal frequency. Very large numbers
of [Americans] are harmed as a result...” Most patient injuries are due to
system failures

e 2004 Baker and Norton, Canadian Adverse Events Study

— 7.5% of patients admitted to acute care hospitals in Canada experience an
adverse event

— 36.9% of these have highly preventable adverse events

Legislative and Regulatory Changes in Other Jurisdictions:
¢ US Centre for Medicaid and Medicare

—Decision to cease paying hospitals for care made necessary by "preventable
complications”....”Never Events”.
e Blue Cross Blue Shield in MA

—Linked board certification in Ql to Pay for Performance (2% increase in
reimbursement)

e NJ State Legislation
— mandated Ql board education

e US Internal Revenue Service, General Accountability Office, Senate Finance
Committee, a growing number of state legislatures, and bond rating agencies are
looking closely at governance of hospital and health systems.




Other Well-documented Facts:

Yearbook of Medical Informatics: Patient Centered Systems. Stuttgart, Germany:
Schattauer Verlagsgesellschaft; 2000:65-70.

- It takes 17 years, on average, to transfer knowledge from clinical trials into practice.

Ekerstrom, Swedish Association for Local Authorities and Regions, 2008
- 60-80% of traditional improvement efforts fail
- Speaks to the strength of forces to preserve the status quo

- Speaks to the competencies senior leaders and others must acquire to carry out

transformation efforts

|

“Every system is perfectly designed to achieve
exactly
the results it gets.”

Paul Batalden, Dartmouth Medical School



Are there studies that associate Board engagement
with better clinical outcomes? (2 published in 2006)

e Lockee, Kroom, Zablocki, Bader — Governance Institute/ Solucient Top 100,
2006 :

e CEO held accountable for quality and safety goals

e Board participates in development of explicit criteria to guide medical staff
credentialling and privileging

e Board Quality Committee annually reviews patient satisfaction scores

e Board sets the board agenda for quality

e Medical staff is involved in setting the agenda for the Board’s discussion
surrounding quality.

e Vaughn, Koepke, Kroch et al, 2006:
— Board spends more than 25% of its time on quality issues
— Board receives a formal quality performance measurement report
— High level of interaction between the Board and the medical staff on quality strategy
— Senior executive’s compensation is based in part on Ql performance

— CEO is identified as the person with the greatest impact on Ql, especially when
identified so by the Ql Executive



Another US study published in 2009 correlating Board
engagement with quality & safety and better
performance ...

Jiang et al, 2009

e Board establishes a Quality Committee
e Board sets strategic goals for quality improvement
e Board uses indicators of quality and safety [in decision-making]

e Board spent more than 20% of agenda time on quality and safety
issues

e Performance evaluation for CEO tied to clinical improvement and
patient safety



Are there any Canadian studies providing us with
similar or different information?

e Limited amount of research available has been conducted in the US

e Ross Baker et al, Healthcare Quarterly 2010 (case studies of 3 Canadian
organizations and one US organization, 15 interviews):

Efforts to improve the quality and safety in Canada are still in early stages

For most of past decade, Canadian hospitals concerned with financial and
access questions

Board composition doesn’t always include individuals with knowledge of
guality and safety

Very few boards recruit using a skills matrix

Most Boards receive voluminous indicators, revealing little from an
information perspective

Organizations tend to struggle with compliance with adherence to the Carver
model of governance and engaging in meaningful discussions on quality and
safety



“It is ultimately the board’s responsibility to
ensure that the quality of patient services
provided by their [hospital] is monitored, and
to ensure that it meets the standard that can
reasonably be expected of the community it

serves.”
Anne Corbett and Michael Baker, 2008

The standard for what is reasonable is getting more
rigorous...

“Was the Board asking and was it listening?”
The Windsor Star, Aug 11, 2010




What has been missing
in our attempts to chase better quality and safety
over the past 15-20 years?




Today’s challenge is to move from islands of excellence
to transformational change....

+ Transformed

orgamnization with
high lewels of

guality and. safety
BYEryw here

Islands of excellenc= Mew idands appesar;
within sea of ordinary others go, but no
gquality and safety aowverall real change

e
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Ambitionto Improve Quality
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Source: IHI

It has become painfully clear to all those working to improve quality and
safety that what organizations require are not quick fixes. They require

complete transformation.

Jim Reinertsen, Quality & Patient Safety,
Understanding the Role of the Board, OHA, 2008




What accounts for this apparent contradiction between
Will and Execution?

e \We seem to be willing and able to learn...

e \We seem to want to change...

e We sign up in droves to improve safety/quality...

e We seem capable of succeeding on a small scale, some of the time...

Yet...we can’t seem to close the deal organization-wide or system-wide!

Those who study comparative health systems remind us that ... CONTEXT is
everything.

IDEAS Steven Lewis, 2008

N\
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Frameworks for Inspiring and Guiding Success....

G Ross Baker et al

Quality by Design
Case studies of 5 international
high performing case systems

Institute for Healthcare Improvement

Seven Leadership Leverage
Points

Don Carlow, Healthcare Quarterly, 2010
Closing the Gap between Knowledge and Practice: What Should Boards Do?

Accreditation is necessary but insufficient for closing the gap... “accreditation
generally does not provide a level of rigour that can ensure a well-functioning
system for quality and safety”.




Comparing the key attributes of different frameworks...

Quality by Design

7 Leadership Leverage Points

Getting Boards on Board

Strategic alignment
of aims, measures
and activities

Quality as a core
business strategy

Leadership

Meaningful
measurement to
support quality
improvement

Engaged physicians
and staff workforce

Capability for
improvement

Incentives and
accountability

Establish & oversee system level aims
at highest governance level

Develop an executable strategy &

oversee it at the highest governance
level

Channel leadership attention to
improvement (includes leadership &
transparency)

Engage physicians

Build improvement capability

Put patients & families on the
improvement team

Make the CFO a Quality Champion

Set a specific aim to reduce harm &
commit to measurable Q|

Oversee execution of the plan

Review progress as the 1t agenda
item at every Board meeting; use
stories to put a human face to data

Monitor a small number of big dot
measures that are transparent to
whole organization

Build Board capability

Commit to establish an environment
that is respectful, fair and just




IHI's 7 Leadership Leverage Points:




Leverage Point 1:
Set specific system-level aims and oversee their
achievement at the highest levels of governance...

e Senior leadership team has developed specific “how much, by
when” aims for system-level measures of quality and safety.

e Board has adopted the aims and is overseeing their
achievement using system-level measures of progress against
the aim.

e Accountability for achieving the aims is clearly established in
the board’s executive performance feedback system (and these
accountabilities are cascaded down through the organization).



Specific aims adopted by Boards

“We will achieve an 80% reduction in harm to our patientsin 3
years, as measured by Serious Safety Event Rate.”

Sentara

“We will achieve a 50% reduction in hospital acquired infections
within 12 months, as measured by the sum of Central Line
Bloodstream Infections, Ventilator-Acquired Pneumonias, and
Catheter-Associated Urinary Tract Infections.”

WellStar Health System




Sample Big

AIM &
BIG DOT MEASURE

Dot Aim with Related Projects and Measures
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From the patient’s/family’s perspective...

1. Keep me safe
2. Heal me

3. Be nice to me

...In this order

©2006 Healthcare Performance Improvement, LLC.
ALL RIGHTS RESERVED.



What would your Board say are your organization’s heart
burn issues & how will you set your targets?

= What are you willing to promise patients

about safety through your services? — Safety

=" What are you willing to promise patients _
about the use of evidence-based practice — Effectiveness
through your service delivery?

=" What are you willing to promise patients Patient
about the level of care and service that will be ——, Experience
provided?

= What are you willing to promise the ., Access &

i ?
community about access: Flow



Leverage Point 2: Build an Executable Strategy to
oversee the aims, and oversee the execution at the
highest levels of administration...

e Senior leadership team has developed a plan to achieve aims focused on
the right drivers, with the necessary scale and pace.

e Senior leadership team has resourced the projects necessary to achieve
the aim with effective leaders.

e Leadership team is steering and adjusting both the strategy to achieve the
aim and its execution, based on weekly and monthly review of measures.

Remember that 60 — 80% of projects fail due to inability to execute well!

Formal authority is just one tool, and it’s often the least important.
What leaders write and say, and how they allocate resources sends a
powerful message throughout the organization.

Reinertson and Shellekens
Great Boards. Bader & Associates Governance Consultants




It is critically important to focus the organization on a
small number of high level aims...

e Stop doing” lists are more important than “to do” lists. (Good
to Great, 2001)

e |f you have 20 priorities, then you have no priorities!



...and then to resource them appropriately

Energy Grid — Bellin Health

Organizational Priorities across the top

Depts/Divisions

[’“““‘JEH

AR bbb | |

High, Medium or Low Energy Contribution

Hghfep gy Comrimman = =, He ckiw Covrgy Cordnb2aban = B Low Crargp Cewrizaden =i




Leverage Point 3:

Channel attention to system-level aims and measures...

Senior executives personally
do executive reviews with key
project teams working on the
aims.

Measures of progress on each
project, and on the overall
aims, are widely distributed
throughout the organization
and the community, even if
you aren’t proud of the
measures (transparency).

Leaders are given sufficient
time to work on key projects
(the work is not just added on
to an already busy schedule).

Visible

Waterline

What enables the “Wall”
problem solving discussions to
be so effective is not
immediately visible — but is
critical for success

supports joint
problem
solving

Invisible
“Real fime” data in
graphical format
Clear accountabilities
and targets

/o Common objectives for the hospital

E.g. Patient Flow / Access

Executive Review of Improvement Projects:

A Primer for CEOs and other Senior Leaders
James Reinertsen
Michael Pugh
Tom Nolan




Getting more strategic about your corporate dashboard...
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) 4E Measurement Board

4 East Vision Statement:
To provide safe patient care in an environment committed to excellence in the workforce by empowering personal growth through

harmonized team work. Patient Safety / Reliability of Care

+ ®

Patient Experience Staff Well-Being

Taking a closer look at question 1

Taking a closer look at question 3 — "How well did —“The degree to which you have

staff an the unit keep you up-to-date about your adequate data/information to

readiness for discharge?” determine if the care you provide
meets the needs of your
patients...”

Releasing Time to Care ... \EFET.... Visit Pyramid: Quarterly MASTER  wuus o omeision

The Productive Ward T

Efficiency of Care

e
| | _ero
oy | ey | QuaRTe

Nurse quote: “Fewer interruptions will allow
me to spend more time at the bedside
completing new standards of care on our
unit such as risk assessments for complex
discharge.”

HE

What it is all about
This measurement board is a means to introduce measurement systems which are timely, accurate and important to you. The metrics displayed
are meant to allow us to understand our performance and make decisions on what to do to improve our performance. All feedback is welcome!
Please share your ideas with the Releasing Time to Care®© leaders K. Smith and J. Doe.



{Fisrgfetv Error Prevention for WellStar Staff

EXPECTATIONS TECHNIQUES

1. Patient, Personal and Peer | 1. Practice peer checking & coaching using

/Sa-u'-ely —l ARCC
| will d | and . .
< p\t,evtler (Z%rg‘?ﬂ)?itc:arg?nir?lzftotgas;‘r;ty ) Stop and resolve in the face of uncertainty
2. Clearf,Compt rmmely 1. Use the approved “handoff process” when
Communications transferring patient care responsibility

| am personally responsible for
professional, accurate, clear, and
timely verbal and written
communications.

2. Use SBAR to communicate patient concerns

3. Use Repeat-Backs and Read-Backs with 1 or
2 Clarifying Questions

4. Document legibly and accurately

3. Paying Attention to Detail

| will attend carefully to important

details.
ARCC = Ask a question, Request a SBAR = Situation, Background, Assessment,
change, voice a Concern, use Chain of Recommendation

Command when necessary
STAR = Stop, Think, Act, Review



Data transparency: Make data meaningful by removing
the denominator...

New Pressure Ulcer (Stage 2+) rate of 0.25/1000 client days

VS

3 new Pressure Ulcers (Stage 2+) last month

or
20 days since last new Stage 2+ Pressure Ulcer




Boards should be asking two types of questions about
quality and safety...

e How good is our care?

— How do we compare to others like us?

e [sourcare getting better?

Are we on track to achieve our key quality and safety objectives?

If not, why not? Is the strategy wrong, or is it not being executed
effectively?

How much variation is their among our providers? How much of a gap
is there between our current and desired performance?



When using data to determine whether your care is
getting better...

o Ask:

— Are we on track to achieve our key quality and safety
aims?

— If not, why not? Is the strategy wrong or is it not being
executed effectively?

e To effectively answer these questions requires:

— A few system level measures graphically displayed over
time

— Data displayed monthly, at worst, and should be close to
real time

— Data don’t need to be risk-adjusted

— Additional measures for strategic initiatives should be
available if needed to answer Board questions



Downside of using data for comparative purposes...

e |tis static (no data over time)
e Usually a time lag in getting the data

e |f you look bad, energy is spent on figuring out what’s wrong
with the data

e |f youlook good, you become complacent
e How you look is determined by how others perform
e Benchmarks are full of defects (ie “the cream of the crap”)

So............only do this to help you set targets, perhaps annually
& compare to the best, not the 50" percentile



The standard for measurement in quality improvement is run

charts or control charts...

When to be sceptical....

080

0.70
0.60

0.50

040
0.30

0.20

0.10

0.00 ;
Before After

NNNNNNNN
Site Name, Ward Name
BBBBBBBB

MMMMM

“Before” and “After” are based on

single points. This shows 110%
improvement, from 0.33 to 0.70
bed turns a week!

BUT...This run chart demonstrates that
these two data points are part of normal
random variation.




Leverage Point 4: Get patients & families on your

team...

e Patient stories about harm or quality
issues (either in person, by
videotape, or as told by front-line
personnel) are part of every board
meeting.

e Patients and families are deeply
involved in all improvement and
redesign teams.

e Some organizations include patients

and families on standing committees.

Strategtes for

LEADERSHIP

Patient- and Family-Centered Care

N/
L7

Develaped by INSTITUTE FOR FAMILY-CENTERED CARE Sponsored by American Hospital
Association



44 Patients/46 Events In 2008

John B. Shirley H. Florita H. Wade W. Baby Boy S. Joseph R.
9/06/2008 12/23/08 7/03/2008 7/16/2008 8/1/2008 9/08/2008
Delay in Dx Post Proced Death Delay in Tx Delay in Tx Wrong Pt. Procedure Delay in Dx.
: Jimmy P. Cynthia M i
Tamika M Joann E. y - ReginaD.
w008 G e Rl e 22008 208 12/9/2008
Wrong Site Surger Med Error Wrong Site Surger
Med Error Wrong Procedure  Med Error J gery J gery
Baby Girl V. Kvle W. Teodur C. Alvin G. Nicole S. Maraaret H.
£/19/2008 o/iamong  1/29/08,2/12/2008  8/17/2008 1/4/2008 5612008
Mother’s Delay in Tx Delay in Tx Delay in Tx Fall Delay in Dx Med Error
Karen G. i Lance D.
Ms. L. Cynthia K.
Ursula H. Sandra M.
2/14/2008 8/5/2008 11/10/2008 10/30/2008
Fall y Post Procedure Death y Dale W
. ale W.
sl;ylczo/lzeoglé RobertS.  Mary D. Baby Boy G. Lorena W. Priscilla W. 10/12/2008
Post dc 10/13/2008  3/9/2008 3/25/2008 11/10/2008 8/30/2008 Med Error
ost-proced Lx Fall Med Error Med Error Post Procedure Death ~ Delay in Tx
10/27/2008, 10/28/2008 12/16/2008 : 12/2/2008
Med Error, Fall Post Proced Loss Post Procedure Death
Virginia L of Function Calvin P Gwendolyn P.
irginia L. :
g Helene C. 10/28/2008
8/12/2008 4/4/2008 Wrong Implant
Fall 9/5/2008 Mary C Doug|as T
Chantal E. Gary B. Fall 12/19720(.)8 10/18/2008
6/26/2008 6/13/2008 Eall Med Error

Inapprop Touching Fall




23 Patients & Events — Jan-Dec,2009 vs 46 Total for 2008

Loueene D. Beverly S. Robert D. Peggy P. Shg;fgl%zw'
9/23/09 214109 711109 Med Error
Fall Med Error  Post Procedure Death Delay In Treatment Burn
Edward R. Brenda R. James H. Lilliam C.
412309 413/09
Wrong Side Procedure Delay In Treatment Post Procedure Death Retained foreign object
Dorothy R. 48% Reduction SSER from Dec. 08 Baseline Donna S.
1/28/09 50% Reduction in # of events year to year retainad oS
Delay In Treatment etained foreign object
Yoland C.
Monroe K. ‘]1?[;;3;0; 717/09
5/18/09 Fall Delay in Treatment
Post Procedure Death Scott G.
9/5/09
Juanita A. Alma M. Delay in Treatment
5/14/09 ‘]01279%98' 11/6/09
Delay In Treatment Fall Fall Rashandal M.
_ 11/3/09
Michael F. Willie B. Pauline M. Delay in Treatment
8/20/09 11/5/09 11F’2ﬁ)9
a

Retained foreign object ~ Med Error



Leverage Point 5: Engage the CFO in achieving the

aims...

CFO can articulate the business
case for each improvement
initiative and is a primary driver
of quality improvement.

Finance representatives are
integrated into improvement
project teams to support the
business case needs.

When times are tough, we invest
more in quality since it is our
primary strategy for removing
waste and improving efficiency.

Eliminate quality problems that
arise because customers’
(patients’) expectations are not
met (eg complications/adverse
events)

Reduce costs (waste) significantly
while maintaining or improving
quality (eg operational
efficiency/inventory/supply chain
management)




Articulating ROl by identifying light and dark green dollars...

Primary Drivers

Secondary Drivers

—

Malpractice claims

Clinical Quality +——— Coordination of Care

Problems

Staffing

Dark Green Dollars

Reducing Operating Flow

Budget by 1-3% a year

Supply Chain

Mismatched
Services

‘HH““hhm

Adverse Events and
Complications

— Turnover/Recruitment

«—

Premium Pay

T Work Days Lost Due to

Match Capacity:Demand

—
—
—
—

*-___\___“

Injury/lliness

Hospital Throughput

Ancillary Throughput

Mass Purchasing
Pharmaceuticals

Wasted Materials

Waste in Admin Services

End-of-Life Care

Projects

Reduce settlements by changing process
when sentinel event occurs

FPrevent infections (SSI, CLI, VAF)
Prevent Decubitus Ulcers

Prevent readmissions

Achieve optimum performance levels
Use a flexible staffing model

Reduce agency usage

Implement an acuity identification system

IUse appropriate patient lifting techniques

Redesign care management
Redesign ER processes

Redesign OR processes

Standardize purchasing

Base utilization on best practices
Furchase wholesale instead of retail
Switch from brand-name to generic

Prescribe based on industry norm

Stop denial rewaork

Stop services not adding value (ex.
unnecessary landscaping)

Improve chronic disease
management

Unnecessary Procedures/ Stop performing outpatient services

Hnanitalizatinns

ac innafient earvires



Leverage Point 6: Engage clinicians/providers in
achieving the aims...

e The executive team understands providers’ intrinsic motivation for
quality (outcomes, wasted time...).

e Providers are regarded as partners in the delivery of care, not as
customers. Similarly, all providers need to stop seeing their care
responsibilities solely from an individual perspective, and start
appreciating their responsibility to the system.

e |tisimportant to assess those aspects of the various cultures that
will predictably thwart (or enhance) successful engagement.

e We use quality methods that encourage provider engagement in
quality rather than driving them away (sensible use of data, make
the right thing easy to do — small tests of change).



Medical staff engagement tool correlates with hospital
performance....

e Applied Research Ltd in the UK, commissioned by the NHS
Institute for Innovation and Improvement, designed a Medical
Engagement Scale (MES) to assess medical engagement in
management and leadership.

e [talsoincludes a framework of organisational strategies to
enhance medical engagement and performance.

e Research conducted with 30 trusts in 2008, showing an
empirical link between medical staff engagement and hospital
performance; a larger follow-up study will be published soon

e Ql training for medical staff should be as important as training
for other staff



Leverage Point 7: Build the improvement
capability necessary to achieve the aims... N ...

e The entire senior leadership team
(including CEO and senior
managers) knows and uses the
technical and change leadership
knowledge required to achieve the
aims and execute the strategies:

® Content knowledge for each strategy

e Model for Improvement and rapid
tests of change

e A coherent improvement strategy
e Scale and spread

e Reliability science

e Flow management

e Safety systems

e The senior leadership team can,
and does, teach the technical and
change leadership knowledge to
others in the organization.

W. EDWARDS
DEMING

-.4
THE NEw
EcoNOMICS

Understanding
Variation

view — a lens — that I call a system of profound Knowledge. It provides a
map of theory by which to understand the organizations that we work in.”
Slide: 2 Copyvight ) Institute for Heseare Insprovemsent

Improvement

Improvement
Knowledge




The line between policy governance & fiduciary
responsibility for quality and safety can be fuzzy...

® Several potential avenues allow for balancing the fiduciary
responsibility for quality and safety while maintaining a
governance perspective:
o The Ottawa Hospital work on “generative governance”

o Virginia Mason’s Quality Oversight Committee reviews “red PSAs” as a
means of understanding key issues and the adequacy of management’s
response

® Both these approaches require considerable skill from board
members and attention to “investigating processes” not
people

® The Quality Committee and the Board need to start

demonstrating “organizational backbone” (Edgar Schein,
Organizational Culture and Leadership, 2004)



The Board Quality Committee:
Six charter tasks




Six charter tasks of a Board Quality Committee for
cons | d era t | on (Orlikoff & Reinertsen Boardworks, The Summit Series) ..

e Recommend annual quality and safety aims to the full Board for adoption
— Understand performance gaps
— See issues through the patients’ eyes
— Determine “how good, by when, as measured by”
— Establish a sense of urgency and will to achieve the aims
— Frame the aim so as to engage the hearts of all

e Qversee the achievement of the quality and safety aims
— Monitor performance measures and the key drivers of the measures

— Ask hard questions of management and medical staff if performance is not on
track

e QOversee the integrity and reliability of the credentialing process
— Annual audit of process, not of every decision



Six charter tasks of a Board Quality Committee for
consideration...

e Qversee compliance with Quality and Safety regulatory requirements
— Review periodic regulatory compliance status report from management

— Establish process for immediate notification regarding compliance issues with
oversight of corrective action

e Recommend new/improved quality & safety policies

e Send clear signals to management regarding desired quality and safety
culture
— Promote courage: give back-up to staff working to implement safety policies
— Demonstrate openness, candor and transparency

(If your lawyer isn’t nervous, you probably aren’t being transparent enough! — Jim
Reinertson)

e Ensure that appropriate levels of resource are available and allocated to
achieve quality and safety aims and targets

Ask hard questions — management should “sweat” the Quality Committee at least
as much as the Finance Committee! (Jim Reinertson)



Changing the culture at Committee Meetings...

e Stop death by 1,000 Power Points: the committee should
spend much longer asking questions & in discussion than
listening to presentations

e Always focus discussions on stories and data; ask probing
guestions to understand the data

e Four stages many committees go through: (Reinertson & Orlikoff)
— The data are wrong
— The data are right, but it is not a problem
— The data are right, but it is not our problem

— The data are right; there is a problem and we accept the burden of
improvement to make it better



Excellent Care for All Act...typical elements of a Quality
Plan...

* |nputs (Last year’s results, publicly reported indicators, accreditation, LHIN
Accountability Agreement, incident reports*®, Patient Satisfaction surveys®, Staff
Satisfaction surveys®, etc)

e Quality vision and alignment with corporate strategy
e Quality Framework/Dimensions ™

e High level aims (how much, by when?) & big dot metrics™®

e Portfolio of initiatives, outcomes and targets (rationale for targets)*®

— executive accountabilities, timelines (compensation tied to targets)*

e Board/executive scorecard

e Strategies to execute on the portfolio (investment in Ql capability,
provider engagement, decision supports, strategies to encourage just
culture, etc)

e Governance structure to support the quality agenda



How long does it take to reach the transformation
tipping point?

e Minimum of ten years of sustained effort to get measureable results
across a whole system or organization...earlier results in 3-5 years

e Threshold is only reached when a number of the infrastructure elements
that create the conditions that lead to better outcomes are in place for a

significant period of time

“The initial investment in change goes into the balance sheet, not operating
results...therefore, you need to be careful to stay the course, and not to
change direction before the old direction has had time to deliver.”

Anthony Staines, Doctoral thesis,
Universite Jean Moulin, Lyon, 2007



Which description best fits your Board’s current level of
engagement in improving quality and safety?

e Actively engaged and capable:

— Already leading a high-performance organization, and wondering how
they can do their board work even better

e Actively engaged:

— Often shows commitment through a high-profile event, but needs a
much stronger foundation for continual work on improvement

e Not fully engaged:

— But has strong, latent capability and talent on the board; looking to light
a fire with the full board, but now sure how to proceed

e Neither engaged nor capable:

— Feeling quality is just fine; don’t view quality of care as the board’s
proper business, but rather that of the medical and executive leadership



There are no short-cuts; this Is not a fad nor a passing
Idea. This Is a strategy for entering the future...

Strategies for Increased Efficiency and Effectiveness,
Swedish Association of Local Authorities and Regions, 2008




Building on lessons from high performing health care systems around the world, the Centre for
Healthcare Quality Improvement at The Change Foundation (CHQI) aims to assist organizations to
achieve breakthrough results in quality outcomes in areas of provincial strategic priority. The Centre will
accomplish this by working with senior health care leaders to build the case for improvement as a
business strategy, by initiating and coordinating large scale improvement initiatives, and by using action-
based learning to strengthen the capacity and capability for quality improvement among leaders and
providers in the system.

If you have questions, please contact:

Paula Blackstien-Hirsch

Executive Director

Centre for Healthcare Quality Improvement

At The Change Foundation

Phone: 416-205-1469

Email: pblackstien-hirsch@changefoundation.com
Website:www.chgi.ca
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