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Objectives of this session

* Understand WHY quality improvement is
important to everyone who works in health
and care

* Appreciate WHAT the different dimensions of
quality and the aims of health and care
Improvement are

 Know HOW to go about improvement in your
own setting
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What is quality improvement?

The combined and unceasing eftorts ot EVERYONE-
healthcare protessionals, patients and theiy tamilies,
researchers,payers, planners and educators—to make
the changes fhat will lead 1o better patient outcomes
(health), betfer system performance (care) and
better protessional development...

This definition arises Trom our conviction thaf
healthcare will not realise its full potential unless
changemaking becomes an intrinsic part of everyone's
job, every day, in all parfs ofthe system,

Paul Batalden and Frank Davidoff
What is “quality improvement” and how can it transform healthcare?
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A human spectrogram

What is your level of skill and confidence
in quality improvement ?
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The Academy of Medical Royal Colleges
framework:

 Understanding the system

e Human elements of change

* Measurement of change

* Implementing change

e Sustainability and spread of change

* Leadership and team-working

We are adding:

e Co-production with patients and families

e Safety
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My quality improvement (Ql) journey:
pick three cards

1. “Where are you from?”

One card that captures how you thought
and acted when you first thought about Ql

2. “Where are you now?
One card for how you are
using Ql now

3. “Where are you going?”
One card about how you would like to use Ql in
future



My quality improvement (Ql) journey:
pick three cards

1. “Where are you from?”

One card that captures how you thought
and acted when you first t

2. “Where are you now?| yerson should describe

One card for how you are their QI journey tO
using QI now date, using the three
cards

3. “Where are you going?
One card about how you would like to use Ql in
future




A history of quality improvement

Professional knowledge Improvement knowledge
¢ Subject knowledge ¢ Appreciation of a System
¢ Personal skill ¢ Understanding variation
¢ Values, ethics ¢ Psychology
¢ Theory of Knowledge

N\ /

Improvement of
processes and
system in healthcare

Improvement of
diagnostic and
treatment

Reference: Stoltz, Batalden

Higher value for the patients
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Cornerstones in Quality
Improvement

Work with cal
processes
Co-design
( and |
creation
Decisions Everybody
based on facts involved

Engaged leaders

Bergman & Klefsjo. Kvalitet fran behov till anvandning. Studentlitteratur, 2012.
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What are the differences between a
product and a service?
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Our reality

| want to feel welcome and
that they see me as a Bertil
not my disease. ...... Look even
to my wife Stina. Does she
need and get support?

We want to know what we
can expect, even if it is getting
worse, have a plan B what can

| do and in what way , where

can | turn to with my
guestions?




Our reality

| want to be a part of the
improvement work so that it
really will be for the best for
Esther and not for the
organisation.

It is not enough to have

good intentions and
methods.

All will come back to the
experience of the customer.
The customer defines quality
and by the way it is fun to be
a part of improvement work




Ladder of participation

Partnership

Shared decision making
Influence

Dialogue

Information

Vackerberg 2014 (inspired by Arnstein 1969 &
Castell 2013)
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Quality of Service

Reliability
Communication skills
Responsiveness
Credibility
Availability
Security
The desire to correct errors
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Quality can help to transform our
mindsets

* Expert eyes see what
IS Missing

* Loving eyes see what
exists and what you
have
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Today's
ambition of tomorrow -
explore and exploit

Co learning

Co llaborating

Co creating

Co nnectivity

Co Me Passion IT (festival)
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What really matters?

* https://www.youtube.com/watch?v=YG2xB
OpoGo0

“Behind her
smiles and
spritely
personality,

health is a worry
for Mdm Teo.”

>l o) 005/4:40

What really matters?
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Understanding the system
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Understanding the system

“Values are everything”
To give and support down-te=

arth, straightf "beople the 4
possibility to grow, both as /
individuals and in their life role)a%
so that we are strongly commi

to creating a better everyday lifg
for ourselves and our custo

' 4

7/////&
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10 BARRIERS TO STRATEGY EXECUTION AND
TRANSFORMATIONAL CHANGE

Efficient and effective strategy execution is difficult. Too often barriers get in the way.

Do you
recognise any
similarities to
your situation

at home?

Here are 10 common barriers you can avoid:

o Unclear and imprecise strategic thinking coming from the top team.

Lack of consistent support for strategic initiatives from the top.

o

Not having a clear project implementation model.

Poor separation between planning/design and implementation/doing.

https://t.co/WBYIfOfUVK?amp=1

Too many strategic initiatives.

Failure to kill off projects and reallocate resources.

o Lack of clarity over the role of strategy execution within the organizational structure.
o Inappropriate rewards i.e. rewarding short-term success rather than overall performance.
o Failure to manage change effectively.

Overpromising stakeholders through ‘pie in the sky’ strategy documents.

https://twitter.com/helenbevan/status/1172759046128058369
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It begins with 5Ps — and the
microsystem

P

P

P

P

P

Purpose

What are
our aims,
strategic

goals ?

Why are we
here?

What value
will we
deliver?

Patients/
Customers

Who are
they?

How well do
we know
them?

How do we
involve

them?

+Passion

Reference: Godfrey, Nelson

People
The staff — who

are they?
How do we
use their skills?

How do we
involve them in
improvement
work?

How do they
increase their
understanding
about what they
shall accomplish?

Processes/
Flow

How do we
learn more
about our

processes?

How do we
use our
outcomes?

How do we
become
better at
cooperating?

Patterns /
Results

What results
do we
follow?

How do we
evaluate
variations in
the clinical
work?

Patterns in
our business
over time?




System levels

Reference: Norman, Bojestig, Henriks
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Before and now

Dominant element

Disease
Care Drivers
Doctor and Nurse The development

of knowledge

ialization
SRR Demographics

Hospitals Epidemiology

Episodic treatment Technology

Standardisation Robotisation
Costs

Patients comes to CG  patients

The patient must have awareness
patience Social Networks

Complex systems
Produce
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The new

Health
Support

Prevention

Team

Integrated treatment
Network

Follow-up care
Individual

Interaction at a distance
Proactive patients
Quality and safety



We all strive for a learning
organisation....

* Alearning organisation is a social system
unlike a mechanical or biological system.....
the people in a social system—doctors,
nurses, technicians, and administrators—may
all bring different values and purposes to the
organisation.

* Without leadership there will be no common
purpose or values

Reference: Maccoby, Norman
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Quality as business strategy:
Promoting the idea of a learning

organisation

"For a good life in an
attractive region”

Vi leder, samordnar och utvecklar genom:

Invanarinflytande Beslut och ledning Omvérildsbevakning

Sa arbetar vi for att méta invanarens behov:

Vision for Region Jonkopings lan: For ett bra liv i en attraktiv region

Resultatuppfélining

Haélso- och sjukvard \

g ——— =

Skapa kontakt Analysera, Stgsrd Forbattra folkhalsan  Utbilda Stimulera Persoalkostnad
Semséende och folja upp o for v tillvaxt Qo
felefoni behoven inom emokrati Okad Infrastruktur
Bl P halso- och sjukvard Sysuslabtenisy
och tbildenng
| samverkan med
Ge stod till egenvird | | Gisgnostn S irasee nivieuny sch el
E-halsa Behandling
Larcatéer Omvirdnad froost et . ot
Rehabilitering och utsmyckning
b med kollektivtrafik

Samverkan i systemet och med
Sa arbetar vi for att utveckla och stédja verksamheten:

Ge service L
Vardpeng Loner 1T och telefoni Intern/extern webb- Metodutveckling
Ansiag Rekrytering Varu- och tisnste- utveckling 1 trwilaning

1OrsOrining Strategiskt/ntegrerad
Avgifter Jamstalichot
Frisktandvird Méangfald Transporter Aktiv kommunikations-

planering

mmulr teknik Utveckling av

Lokalforsonning

Stad

t vid hemgang (mar9g2 Nutrition
Omvardnadganamnes Omvardnadsstatus

ent

Act Plan

Study Do




The organisation viewed as a system

System for obtaining
information
{Customer focus)

Organization viewed as

a System

Normarer APT
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Is your organisation a cathedral or a
bazaar?

http://www.unterstein.net/su/docs/CathBaz.pdf




What is needed?

Changing Management Structures by moving from scalable
Efficiency to scalable Adaptability in order to succeed

The Digital Transformation of Knowledge Work

The traditional Org-Chart Team of Teams

Scalable Efficiency 5':3|3B?Lilidapl’[3bi“t¥
- xample

Shared Consciousness

Boaard of Carermory
_____________
r LY

i
.
i

1 | ! o :
it ad ey - aman = Teams of Teams I
— Digital : : _—\i.“r |
s [sun [ e [t [ Transformation : | [
o 5] 2t £ st ] I :
[t | = st st | = ot I I
= = = = = = L ]
N e e e e e e e e e e e oo
Empowered Execution
doing things right doing the right thing
Efficiency Adaptability
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The human elements of change
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The human elements of change

Think about a specific time when you were
trying to make change happen and you needed
to get other people on board.

Share your stories on the table and pull out
three factors that all your stories have in
common

w¥ @goranhenriks @helenbevan #Quality2019




Mark Jaben on the science behind resistance to change

What NOT to do

(but what we usually do)

ISsSue

l

desired outcome

l

options

l

choice

Engage
people here




Mark Jaben on the science behind resistance to change

What NOT to do What TO do

(but what we usually do)

1SSue
Issue Engage
l, people here l

desired outcome desired outcome —> Shared outcome
options |
1 options
choice l,

Engage choice
people here

We don’t need buyers (who “buy-in” to change)
We need investors



“people will
support what

they help
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Measurement of change
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Exercise

Moving from a concept to a measure

A friend asked you to consult on a personal
improvement project

Project aim: lose some weight

1. Identify the key concepts related to losing weight

2. Then specify measures that appropriately represent these
concepts

3. Organize your concepts and measures according to

— Outcomes
— Processes
— Balancing considerations



Project aim: lose some weight

Type of Concept Measure
Measure
Outcome |1. 1.
2. 2
Process 1. 1.
2 2
Balancing |1. 1.
2. 2




Five Core Components:
The Model for Improvement

Model for Improvement

Core Component

1) Goals
Aim Statement

2) Content Theory
Driver Diagram or Change Packag

3) Execution Theory
Logic Model

4) Data Measurement & Learning
Measurement Plan

5) Dissemination

Dissemination Plan
w¥ @goranhenriks @helenbevan #Quality2019

What are we trying to
accomplish?

How will we know that a
change is an improvement?

What change can we make
that will result in improvement?
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The Three Faces of Performance
Measurement:

Improvement, Accountability,
and Research

Lew L. Sousenc, MD
Gospon Mosser, MD
SHaron McDonawo, RN, PuD




implementing change:
Being a change agent
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old power hew power

Current

Currency

Held by a few Made by many

Pushed down Pulled in
Commanded Shared
Closed Open
Transaction ' Relationship

Jeremy Heimens, Henry Timms New Power: How it’s changing the 215t Century and why you
need to know (2018)




The Network Secrets of Great
Change Agents

Julie Battilana &Tiziana Casciaro
As a change agent, my centrality in the
informal network is more important than
my position in the formal hierarchy

e
E Ei EE'EEFED

=

i
,ITIT..

Designed for Designed for

DIVISIONS CONNECTIONS



People who are highly connected have
twice as much power to influence
change as people with hierarchical

power

Leandro Herrero
http://t.co/Du6zCbrDBC
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Find the 3% “super-connectors™!

Just 3% of
people in the
organisation or

system typically

g influence 85% of

. the other people
Influencers | 'F; . \

Source: Organisational Network Analysis by Innovisor



A major cause of change failure is poor
dialogue with the informal organisation

The 3% informal influencers:

Why superconnectors?

Have the relationships, networks, content and
context

drive the perceptions of other people
are the go-to people for advice

make sense of things and reduce ambiguity for
others

Are trusted by peers more than formal leaders are

Source of
trusted graphic: The
Are largely unknown to formal leaders Strategy Group

Source: Innovisor



Find the 3%: meet David Morgan,
North East Ambulance Service

“Dave knows everyone in
the ambulance service, not
just in the North East”

“He’s really influential on
Twitter and loads of
ambulance staff use Twitter
for work topics”

“Dave wants to help you
sort out issues”

“He is respected by senior
people and by frontline”

MOSTACTIVE &

 BR0MiZONSTIRS

5

igbevmatthews
Bav Matthews RN M3c 2

@ @aace_ong
The AACE
@ihbaines
an Baines

i@oliverevansry

iver Evans

@lleighakendall
Leigh Kendall FRSA

i@kathlavery
Kathryn Lavery

iglizharrisicpara
i Liz Hamis

i@ danr__
DanR



How do you find your superconnectors?

Ask other people!

Who's advice do you
trust and resect?

Who do you
go to for information
when you have concerns
at work?

Innovisor Evidence-based change
McKinsey Tapping the power of hidden influencers
Mike Klein Internal influencers: actionable and no longer optional
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What does this mean for me?

Be a
superconnector

- Build your connections
and relationships
- Be a model of trust and
positive behaviours
- Always, always follow up

Source of
graphic: The
Strategy Group
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What does this mean for me?

Be a

Find your
superconnector

superconnectors

- Build your connections
and relationships - Get their insights

- Be a model of trust and - Engage them in

positive behaviours change

- Always, always follow up - Stay connected for the
\ long haul

\ X
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As senior leaders, we may be less
influential than we think

If we want to get the same level of influence
through top down change as the 3% get, we
need four times @e people

| r—

Solirce : Jeppe Hansgaard

. =

E

Designed Ffor

Designed for

CONNECTIONS



HORIZONS

systems will need to value
diversity, dissent and
divergence as highly as
K conformance, consensus
SAh et and cohesion.”

Gary Hamel

w¥ @goranhenriks @helenbevan #Quality2019



What happens to
rebels/heretics/radicals/mavericks
In organisations?

Source of image: thinglink.com
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We need to be boatrockers!

* Rock the boat but manage to stay in

it

 Walk the fine line between
difference and fit, inside and outside RELLH"[' bot! L:ﬂm#ﬁ[

e Conform AND rebel Rock fle Laﬂ'l f-'-qt;

* Capable of working with others to Rock. e l:ad F'-ii-'uHL.
create success NOT perceived by Rock the-... by
others as a destructive dibi
troublemaker “‘““fij*i

Source: Debra Meyerson
w¥ @goranhenriks @helenbevan #Quality2019



>Rocking s

- Mission-focussed Eneq Y- generting

. Possionabe  Atkrocting Others | - Complaiing - Fnecqy -Sapping

. K%P PQFSPeCtl'VQ, - Seq PObS;biHHES -Me- FOCUSSQd . AL\QI\[},Q okhers

. Optimistic - Togekher. -Angry - S0 Problems
‘Pessimistic - None

@HorizonsNUS (@SthiChange HSUA



“A cynic, after all, is a
passionate person who
does not want to be
disappointed again.”

: ¥
W D

Source of graphic: Benjamin Zander’s TED talk



> ROCKLI\,O@ Boat

- Mission-focussed Eneq Y- generting

. Possionabe  Atkrocting Others | - Complaiing - Fnecqy -Sapping

. K%P PQFSPeCtl'VQ, * See possibilities -Me- FOCUSSQd . AL\QI\[},Q okhers

. Optimistic @h -Angry - S0 Problems
‘Pessimistic - None

@HorizonsNUS (@SthiChange HSUA



More reading

Lois Kelly and Carmen Medina The rebel at
work handbook

Harvey Schachter How to be a rebel, not a
troublemaker at work

Debra Meyerson Tempered radicals: how
people use difference to inspire change at work

Jane Watson A spotter’s guide fo rebels and
cynics '

Umair Hague How to be more loving |n’w,
cynical world ._ Pt

Clark Quinn Skeptical optimist or hopequ vnic?

wp @helenbevan #AfPPRES Source of graphic : Umair Haque
~AAiANAA MinAent




Sustainability and spread

w¥ @goranhenriks @helenbevan #Quality2019



Spreading and sustaining change

Spread: “when new practice is disseminated
consistently and reliably across a whole system
and involves the implementation of proven
interventions in each applicable care setting’.

Sustainability: “when new ways of working and
improved outcomes become the norm”

Shelly Jeffcott
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Across the globe, people are questioning the
conventional “spread” model

Pilot project — Rolling out —> C )

O
Pl
- D . f—wj | )
| S’

I JII LY .-ﬁ \ |
II\'H...___,..-*“; rf\:__{:l |:__ j \___f’"'
( ) N— I:”H“HI

“If we opened our eyes we would see the wonderful irony. Trying

to manage human change through pilot and roll-out has actually

grown something. A proliferation of project managers”.
John Atkinson



Be o
cause the reality is often different

with alarming regularity,

many promising pilots in the
health caré improvement
and implementation field
have little overall impact

when applied more broadly”

perla & colleagues, Health

Affairs blog,

April 2015

oy i
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The factors for sustainability and for
spread are the same

We have to think about them at Fit with gosls and culture
the beginning of change
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The Change Model: factors for spread and
sustainability from the start

Leadership Spread and
by all adoption

Qur

Motivate Improvement

and mobilise S h a r.E-d tools
purpose

Project
System and performance
drivers management
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What's our prognosis for this
asthma pathway project?

Our shared purpose
10

Leadership by all 8 Spread and

6 adoption
v
N
Motivate and mobilise ,A Improvement
\V‘ tools
AN 4
Q’\
System drivers Project and
performance
management

Measurement




The Change Model:

Think about a

T B e project you
are working
‘ Our on at present:
Mutuva1_:eﬁ Improvement .
and mobilise Sha rec:l tools lee yourself
purpose a score out of
Brojece five for each

System and performance

drivers management

factor




Leadership and team working
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https://www.youtube.com/watch?v=/ZTbZGAeJ374
78 133 has seen the Hand washing video

Develop the robust microsystem
Togetherness, passion, inspiration, patient
centeredness

About hand disinfectant, gloves and robustness

a¥ @goranhenriks @helenbevan #Quality2019



Strategic intelligence, leadership philosophy
and profound knowledge

AR il
%

Maccoby, Norman,
Norman, Margolies

ivati Visionin
Motivating Leadershio g
- Influencing Philosophy |dealized De3|9n of
- and Profound the Future:
- Persuading el  imenidgias
- Inspiring Practical Values,
Processes
Partnering &
859
- Team » of
/N
- Customers
- Suppliers
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Microsystem team work

Seven questions showing the way

for the microsystemteam on their journey to the best possible results.

How do we define the gap How do we identify waste and
. between today and the best 5 links that do not work?
What |st!1e purpose possible future? How do we integrate
of our existence? ) ) g , ; ] 1 : 7 improvementwork as
m a natural part of ever-

m » m m m / e daywork?

How do we prioritate
How ¥ i
X which processes that are in
do we develop connectionmaps to :

: : most need of improve-
describe the work that is being 2 P
mentwork?
done?

How dowe
measure?

Reference: Bardon, Bojestig, Nilsson, Henriks
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To make the
transformation happen

Change
s TR TEY
Attitwdes

Norman, API
a¥ @goranhenriks @helenbevan #Quality2019



A comprehensive leadership philosophy include
4 elements, based on the answers to these
questions:

1. What is the purpose of my organisation?

2. What ethical and moral reasoning determines the
key decisions we make?

3. What practical values do we need to practice to
achieve the purpose?

4. How do we define goals and results so they are
consistent with our purpose and values?

Transforming Health Care leadership
Maccoby, Norman, Norman, Margolies

w¥ @goranhenriks @helenbevan #Quality2019



Co-production with patients and
families

w¥ @goranhenriks @helenbevan #Quality2019
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Download App ~ Whatis Be My Eyes?  Android  Press ~ More

Be My Eyes

Lend your eyes to the blind

499,029 34,829 224,313

Sighted Blind Helped

N o 4 I

Be My Eyes is an app that connects blind and visually impaired with sighted helpers
from around the world via live video connection.

@SaraRiggare
http://bemyeyes.com/
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Quality 3.0

Goran Henriks & Paul Batalden
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How might we improve the value
of the contribution that

healthcare service makes to
health?

a¥ @goranhenriks @helenbevan #Quality2019




Quality 1.0

Professional
societies
Accreditation

“Be at least this
good...” (floor)
Standards
Discipline-focus
Audits/inspections
Indicators
Guidelines...

Not: 1.0vs 2.0vs 3.0
Rather: 1.0+ 2.0+ 3.0

w¥ @goranhenriks @helenbevan #Quality2019

Quality 2.0

System/process
Variation &

“statistical thinking”

Intrinsic motivation
Learning from
testing change
“Customer”
mindedness
“Improvement &
Implementation”
“Be as good as
possible” (ceiling)
Outcomes focus,
measurement

* Quality “in”...

Quality 3.0

Ownership of “health”
service & product
Relationship + action
Service coproduction
Lived reality of TIFKAP,
TIFKAPro

“As is” system journey
Science-informed practice
Heterogeneity
Integrative thinking
Prototyping
Value-creating system
architectures

Quality “of”...

Paul Batalden
August, 2019



Key principles

Making a service is different
than making a product...

Service
Economy

Victor
Fuchs
1924-

The coproduction
of a public service involves
two parties in some way.

Hinor Ostrom
1933-2012
Nobel Laureate 2009

. v .- —

Robert Lusch
1948-2017

Stephen Vargo
1945-

2018

Service-dominant logic

a¥ @goranhenriks @helenbevan #Quality2019

3 [ < “Co-production”

- 1973

Carl Gersuny
1928-2013

“Product-dominant” logic
confuses the way we think
about services

o

Stephen Osborn ~ Zoe Radnor



Relationship |-

Knowledge,
skill, habit,
ofrust
shared
respect
, pOWeEer,
*kindness . . willingness to
«truth-seeking/telling
. be vulnerable
econsistently

w¥ @goranhenriks @helenbevan #Quality2019

Action

contextually
sensible, timely
steps
escience-informed
good resource-use
eempirically
evaluated



...at an individual level
/\

Design, design science Integrative thinking
Relationship |- (howledze, | Action
skill, habit,
strust shared contgxtual!y
*respect sower sensible, timely
*kindness . ' steps
struth-seeking/telling :Illmgnessm *science-informed
: e vulnerable
sconsistently *good resource-use
sempirically
evaluated
Supportive system, context Agency

\/
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...at @ macrosystem

Patien
LY

level

Community and society

- -
o p .

- : ™
7 Co-execution ™~
I LY
ts { Co-planning
\\ \ Civil di f-
oS ivil discourse ¢ ¢
H_‘:-‘
L E— ]

Co-produced high value
healthcare service

O

Good health for all

w¥ @goranhenriks @helenbevan #Quality2019

| Professionald

F

N\

’ 7

M. Batalden, et al



w¥ @goranhenriks @helenbevan #Quality2019



Patient safety

“Patient safety is a discipline in the healthcare
sector that applies safety science methods
toward the goal of achieving a trustworthy

system of healthcare delivery.

Patient safety is also an attribute of healthcare
systems; it minimises the incidence and impact
of, and maximizes recovery from, adverse
events.”
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What does it mean to be safe?

Patient safety is the absence of
preventable harm to a patient during
Patient Safety health care.

Making health care safer

Patient safety is the coordinated efforts to
prevent harm, caused by the process of
health care itself, from occurring to
patients.

We always notice when
something unexpected
happens (accident, incident,
harm). We react to it, as
individuals and organisations.

a¥ @goranhenriks @helenbevan #Quality2019



Same process, different outcomes

Function (work (r?ougzi?@ . Hcceptable (o0

as imagined) events) outcomes -
Everyday work

(performance

variability)

Malfunction, Failure

| . . Unacceptable
non-compliance, (accidents, outcoﬁﬂee‘; f_: |

error ncidents) -
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What happens when
“nothing” happens?

Things can go wrong because “Nothing” happens because

~ |Physical items will always Systems are well designed and
eventually fail. perfectly maintained.
Humans do commit performance ||Procedures are complete and

errors and always will. correct.

Systems include unintended and ||People behave as they are
unrecognised functions. expected to - as they are taught

Combinations of components can |[|Designers can foresee and
hide sneak faults and other flaws. ||anticipate every contingency.

Humans find ways to overcome Humans find ways to overcome
design flaws and hindrances. design flaws and hindrances.

Safety -l Humans adjust their performance |[Humans adjust their performance
(productive to meet demands to meet demands

safety) Humans interpret and apply Humans interpret and apply
procedures to match conditions ||procedures to match conditions

Humans can detect and correct Humans can detect and correct
when things go wrong when things go wrong




Let’s
talk!

Safety |
SAFETY-|

Zero accidents —

clination of dmm 1+ o 41 goal o target? ™|

pr@veﬂtabl% harm

Counting adverse

and Safety I
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POSITION:

SAFETY-II

As much as poe‘ae'ble
goes well (AHARF)

Measuring processes

outcormes = things (G Where are e noy? ™= and functions -
that go wrong. | things that go well
Linear thinking: VEANS: Non-linear thinking:

eliminate, prevent, . =
P ’ How can we |mprove?

protect

Work-as-imaginea:
WAI-WAD compliance

-0CUo:
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Improve, support,
facilitate

Work-as-dore:
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A new safety mindset

* Focus on what is right rather than what is going
wrong,

* Change the definition of security from "avoid

something goes wrong" to "make sure everything
goes right."

* Specifically, the new safety awareness ability to
succeed under varying conditions, so that the
number of deliberate and acceptable results is as
high as possible.
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We will accelerate our efforts

 We are moving from reactive approaches to
proactive approaches and methods

 We have a center for learning and
innovation in patient safety

* \We have an academy which is jointly owned
by the college, region and municipalities
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A human spectrogram

What is your level of skill and confidence
in quality improvement ?
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Our finale: “Snowstorm”

Write down one key thing you have learnt
from this workshop on a sheet of white

paper
Screw the paper up

On the signal, throw your paper snowball in
the air

Pick up a snowball that lands near you and
read it aloud to the rest of your table



