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MAC ADMINISTRATION INSTRUCTIONS
These instructions are intended for your use and the use of the Module Leader.  They should not be duplicated in total for each Teamleader or member.  A complete copy of the High Quality Strategy  is to be provided to the Module Leader who will make a copy of each Initiative as appropriate for that Initiative Teamleader.  

The High Quality Strategy  contains a number of Initiatives, each to be headed by an Initiative Teamleader.  The coordination of the actions, and results of the Initiative Teams, comprise the overall Strategy.  Administration of the Guide  is as follows:

1.
The Module Leader is chosen by the MAC, in conjunction with the CEO, and is responsible for the completion of all items in 


Session IV and the High Quality Strategy Guide. 

2.
The Module Leader, in conjunction with the MAC, selects Initiative Teamleaders.  Initiative Teamleaders chair their respective Initiative Teams.  Note:  One person can be assigned several Initiatives within one module providing they have the time and talent to handle the workload.

3.
Initiative Teams work through their assigned projects, sometimes in conjunction with other Initiative Teams.  Initiative Teamleaders (being the Chairs of these groups) meet to develop a prioritized list of Tasks.  The prescribed time lines for each Initiative are to be met.  However, in the event that you cannot do all of the Tasks in the prescribed timeframes, this coordinated effort to prioritize Tasks becomes most important.  Some of the Tasks assigned to the High Quality Strategy  require more time than the standard 30 days allowed for a DIG.  Each Task in this strategy is assigned an appropriate period of time for completion.  30 day extensions can be granted by the MAC Chair.  No more than 90 days should be given to most Tasks.

4.
A copy of the Executive Introduction to the High Quality Strategy is to be distributed to the CEO.

5.
Identify Tasks to be completed prior to Session V and to be distributed now, thus allowing maximum time for completion.

NOTE:  In the Table of Contents, and again in the Task title a number of Tasks in this Module are to be lead by Management House staff. These Tasks are specifically identified with a "****" indication following the title of the Task in the Table of Contents and in the Task write up.  Tasks of this nature may indicate that the Module Leader is the responsible party, when it is a combined responsibility with Management House.  Specific Management House leadership will be provided for these Tasks although the actual development, improvements and implementations will be conducted with your staff.  
Session V Tasks are likely to require additional management and/or supervision from the MAC to assure that the Tasks are completed.  Beware of the inclination to let these Tasks drift due to the end of formal TUL classroom sessions.  Generally speaking, the classroom presenter has played an active role in breaking bottlenecks and leading organization change through group dynamics in the classroom.  Now, the MAC needs to take on the role of Master Change Agent, which was previously shared with MHI.   Should you find that completion of the Tasks is drifting, contact MHI for advice. 

Also, the practical number of Tasks in the High Quality Strategy Guide is somewhat less than the number of Tasks in some of the other guides.  Do not be misled by the number of Tasks as the complexity of the Tasks is sometimes greater in the High Quality Strategy Guide, and many of the Tasks are asking you to go into largely uncharted territory for most of healthcare.  Thus, additional time resources may be needed in order to complete the Tasks.  If, however, you find that any of the other Strategy Guides seem to be overwhelming that council, and you wish to take on the responsibility of a select few of their Tasks, you may do so.  As it has been repeatedly stated in the TUL Classroom, the connection between quality and cost is nearly inseparable, the connection between quality and customer satisfaction is extremely tight, and the relationship between quality and best people is non distinguishable. Therefore, the results and implications of the Tasks in the other strategy guides is also directly related to quality.

EXECUTIVE INTRODUCTION

The High Quality Strategy  is an organized approach to improving the quality of healthcare delivered in your organization.  At this point in the renewal process, your organization has processed many new ideas and improvements via the DIG process.  CI tools will be put into place at the conclusion of TUL Session IV to assist you in conducting more sophisticated analysis of work processes and systems as well as monitoring acceptable levels of performance within the clinical as well as managerial areas.  Quality is tightly integrated with each of the three other strategies of the New American Hospital:  High Quality, Low Cost, and Best People.  

This strategy is comprised of major Initiatives which are further broken down into multiple Tasks.  It is expected that new ways of doing old things will be recommended, as well as new ways of doing new things.  Your support and approval for pilot programs and efforts is imperative to successfully integrating the strategic process and the progress and systems adapted by NAH.  Many of the Tasks that are outlined in this strategy will seem extreme upon first reading.  The fact is that most of the healthcare industry is decades behind the times in terms of understanding and implementing appropriate quality measures, standards and performance levels.  The Tasks in the High Quality Strategy Guide are but a mere starting point for the rejuvenation and new birth that needs to happen within the Quality Initiative in healthcare.  Use these Tasks as a starting point.  They will help your organization and staff to become more organized, focused, and prepared to deal with the numerous difficult quality issues that are yet to become the healthcare industry.

Responsibility For The  High Quality Strategy 

One Module Leader will be assigned to Module IV.  S/he will be responsible for the successful completion of the Tasks in the Guide.  The Module Leader acts as Chairperson for the High Quality Strategy, and orchestrates the overall development and implementation of the Strategy.  The Module Leader is assisted by Initiative Teamleaders directing specific Tasks in their respective areas.  A dotted line reporting relationship exists between the MAC and Module Leader with both parties being of equal authority.  The MAC, however, remains responsible for overseeing the completion of all aspects of the change effort, and for assisting the Module Leader in removing barriers to this goal.  Both the MAC and Module Leader have a direct reporting relationship to the CEO.  In the event the Module Leader does not deliver the needed results, the MAC is to notify the CEO.

Because prescribed timeframes are crucial to the development and implementation of the Guide, the person assigned as Module Leader must be organized, results-oriented, unbiased toward current practices or policies, and in total support of the NAH philosophy.  A further requirement of this Module Leader is the ability to manage complex system projects, be politically savvy, galvanize the support of others who will be required to make changes within their operations, follow-through on multiple details, and be privy to strategic initiatives.

This assignment may or may not be given to a Vice President.  It should be assigned to the individual with the greatest probability of successfully completing the Tasks.  Considerations in making this assignment include: 

•
Ability to understand how strategic initiatives impact each aspect of the organization.

•
Above average skill level with CI tools.

• 
Technical knowledge regarding major product lines, systems, and how they work.

•
Leadership ability.

•
Aptitude for logic and systems flow.

•
Discipline for details and follow-through.

•
Time availability. 

•
Political positioning or power to lead difficult discussions among the executive group regarding quality performance issues, people, patients and physicians.

•
One who highly respects the rules of confidentiality.

The Module Leader should plan to involve all staff members who participate in quality initiatives as a part of the various Tasks.  

The Module Leader position carries with it the functional authority of a Vice President for purposes of implementing the High Quality Strategy.

The High Quality Strategy Council is comprised of 7 or less people:

•
1 Module Leader/Strategy Chairperson

•  
6 or less Initiative Teamleaders. (Two Initiatives can be combined for one Initiative Teamleader if you choose.)

•
Multiple DIGs, DIG members, and people with assignments.

MODULE LEADER INSTRUCTIONS

As the Leader and Chairperson, your responsibility is to use the High Quality Strategy , and DIGs they develop, to carry out and embellish the attached comprehensive strategy, including specific assignments, accountable parties, and due dates for implementation.  The final accountability and responsibility for the strategy design, implementation, and results, lies with the Module Leader who reports to the MAC and CEO.

To organize this work, the Module Leader should follow these steps:

1.
Read this manual thoroughly before taking any action.

2.
With the MAC, select and orient Initiative Teamleaders.  There are 6 or less Initiative Teamleaders; one for each of the major Initiatives.  An Initiative Teamleader can be a manager or executive.  A combination of managers and supervisors is preferred.  Unlike the Task assignments in previous strategy guides, many of the assignments in this guide require a heavier participation from executives.  


Qualities to consider in selecting Initiative Teamleaders:

•
Ability to simultaneously lead multiple complex DIGs.

•
Ability to understand how strategic initiatives impact    each area of the organization.

• 
Results-oriented.

• 
Open-minded and creative.

• 
High aptitude for logical systems flow.

• 
Self-discipline for details and follow-through items.

• 
Willing to work many extra hours.

•
Viewed as politically neutral, yet has the position power and personal charisma to discuss difficult personal and systematic quality issues.

3.
Orient Initiative Teamleaders.  Conduct a meeting with all Initiative Teamleaders to review strategy objectives, Tasks, timeframes, etc.  A sense of the scope of the entire Strategy and an idea of what each Initiative involves creates cohesiveness within the group.  Provide a copy of these directions, and the entire strategy to each Initiative Teamleader.

4.
Prioritize Tasks for each Initiative Teamleader.  All “A” priority Tasks must be completed within the prescribed time frames.  “B”  priorities are ideally completed within the prescribed times frames in order for the most effective change effort to be achieved.  However, if circumstances prohibit this, the timing of “B” Tasks can be extended up to 60 days from the prescribed starting time.  A longer delay would be unacceptable.  Extension of timeframes must be approved by the MAC Chair.   


The extended time period for Tasks in this guide is needed due to the complex nature of the scope of the projects.  A suggested timeframe for each Task is 30-60 days.  Beware of extending the time line too long.  It is common to exaggerate the complexity of these projects.  “C” priority Tasks are optional, but recommended.


Many of these Tasks must be self-motivated.  The classroom presenter and change agent will not be returning within the next several months to assist you in further motivation on these Initiatives.  Therefore, strong leadership from the Module Leader is required to keep the program moving.

5.
In conjunction with each Initiative Teamleader, the Module Leader is to recruit membership for the Tasks.  The Initiative Teamleader is expected to chair each of the DIGs within their Initiative unless otherwise indicated, and to be responsible for the oversight of each JDI.  This assures continuity of efforts within the Initiative and the Strategy.  Tasks are frequently complex and require specific coaching, leadership, and problem-solving skills, which the Initiative Teamleader will have.

6.
Develop a Gantt Chart for managing this project.  Each project in the High Quality Strategy  should be managed with a Gantt Chart.

7.
Replace Initiative Teamleaders, or DIG members, who demonstrate a lack of performance.  The performance of each DIG under the Initiative Teamleader is of such importance that poor performance cannot be tolerated.

8.
Successful management of the High Quality Strategy by the Module Leader could result in a special recognition and reward as this is one of the more complex assignments of the The Uncommon Leader course.




Role Of Initiative Teamleader
Each Initiative Teamleader serves as chairperson for a series of Tasks with a common theme.  The Initiative is carried out via a number of DIGs or Just Do It (JDI) approaches.  If a DIG is required, the Initiative Teamleader serves as the Chairperson, unless otherwise indicated.  It is the Initiative Teamleader’s responsibility to organize and lead all DIGs and JDIs in their area, and to represent, coordinate, and assure proper implementation of DIG recommendations. 

Barriers to implementation are to be removed, or worked around, through the leadership of the Initiative Teamleader, with the assistance of the Module Leader and/or MAC as needed.  Call upon the CEO as needed.  Final accountability and responsibility for the success of the Initiative lies with the Initiative Teamleader. 

Timeframe For Work
Each Initiative Teamleader is to begin work immediately by:

1.
Identifying Tasks requiring immediate attention and action; where the project involves a presentation to TUL Session V participants at the session.

2.
Scheduling Tasks into the next 3 month period based on the required time frames in the attached Strategy.

3. 
Identifying DIG members or JDI assignments for each Initiative, and distribute work accordingly.  

4.
Orienting DIG members and JDI assignees to the work. This includes providing each Task member with a complete copy of Tasks within their Initiative.  Even though a Task member may be assigned to work on one particular Task, the comprehensive understanding of all other work that is being done within the Initiative provides them with a better perspective within which to work. 

5. 
Breaking down Task assignments into smaller Tasks, if needed, and then assigning individuals with prescribed due dates.

6. 
Routinely reporting the status of the Initiative to the High Quality Strategy Council.  The Council will synchronize the work of all Initiatives, thus avoiding conflict and redo. 

7. 
Beginning the work.

Nearly all Tasks can be accomplished within the prescribed time frames.  Exceptions are noted in the “Timing” element of the Task description.  Tasks in the Guide are generally more complex that those experienced to date.  Therefore, these Tasks are given a longer time period within which completion is expected; something in the neighborhood of 60 - 90 days at the outside.  Note that the greatest portion of the work in this Strategy occurs after Session V.  

Key To Task Code

Each Task is coded to prioritize the work.  The following key defines the codes.

A
A “must do.”  It is essential to a successful change effort; to be accomplished within a prescribed time frame in order to gain maximum impact in the change process.

B
A “must do.”  The start time could be delayed up to 30 days from the prescribed timeframe in order to accommodate other priorities.  In any case, these Tasks must be accomplished.

C
Optional, but recommended.

Approaches To Work

Task assignments can be undertaken in one of two ways:

1.
DIG structure.  This is recommended for complex assignments.  It involves multiple people working together to achieve the end results.

2.  Just Do It (JDI).  This is an assignment completed by one person who “just does it,” whatever “it” is.  

Note For High Strategy Guide 

The ideas presented in this Strategy have a substantial impact on the way incoming DIG ideas are processed as well as where future organizational emphasis for innovation and problem-solving is placed.  In no case are Initiatives to be dismissed.  Delays on “B” priorities are acceptable if approved by the MAC Chair.  The delay should not exceed a total of 90 days investment in any one Task.  Additional Tasks may be added to the list.

Initiative Structure
Each Initiative is organized in a common fashion with the following categories of information provided:

•
Description and objective of Initiative

•
Explanation of why the assignment is made

•
Listing of Tasks to be done

• 
Title for each Task

• 
Priority listing

•
Recommended timing

•
Initiative teamleader

•
Recommended approach 

•
Listing of other assignees to be represented

•
Listing of work to do

•
Interactions with other people; a listing of people or projects where coordination, input, or information, would facilitate the process and avoid conflict or problems.

A special assignment of the High Quality Module Leader is to assure that each Task in this Module Guide as assigned a return on investment value.  If the work is worth doing, then the value should be captured for the MAC to record.  The High Quality and Lost Cost Modules contain the greatest percentage of Tasks with the potential for substantial tangible cost savings and return on investment.  Do not take these tasks lightly or allow department managers to slide on the quality of work done.

INITIATIVE TEAMLEADER INSTRUCTIONS

The assignment for each Initiative Team is to review their Initiative which is a portion of the High Quality Guide.  The entire Strategy has been distributed to each Initiative Teamleader and is available for your reference.  Read the section describing your Initiative and be prepared to discuss the merits of these ideas with other members of your Initiative Team.  Your team is being asked to implement ideas included in the Initiative, and make recommendations of additional ideas to support the overall objective of the Initiative.  It is crucial that you read and understand the packet before any meeting is called in order that you are able to make informed decisions and recommendations.  Prereading your Initiative Team’s information packet allows you to identify and obtain needed information regarding existing systems in advance of the meeting.

Action Steps:

1.
Read your Initiative Team’s portion of the Strategy.  It may also be helpful to read the entire Strategy for a comprehensive view of how your Initiative plays into global changes that will be occurring.

2.
Conduct additional fact finding that you think will be necessary. Within the High Quality Strategy there are a number of Tasks that represent a great deal of research as the Task is either very sophisticated, or the concept is so new to you and/or the healthcare industry, that there is no rapid answer to the question.

3.
Evaluate each Task.  Think through how to best implement it.  Identify other systems which will require consideration and possible modification due to implementation of your Task.  Be sure to include these people in the decision making and/or implementation plan.

4.
Evaluate the potential impact, value or return on investment that each Task will have on the organization.  If you do not see the value in the Task, please call Management House immediately for a discussion.  If the work of the Task is not viewed as valuable to the organization, it should not be done.  By the same token, if the value of the Task is understood, then a return on investment should be apparent as a result of the work done.  Beware of department heads who attempt to avoid these Tasks as they are time-consuming and represent changes in their operations which require new thinking and additional time and work to install.  

5.
Think through what additional action items might be generated to further support the main objective of the Initiative.
NEW AMERICAN HOSPITAL ASSIGNMENT

INITIATIVE HQ.1  CHANGES ADDRESSED AT THE UNCOMMON LEADER SESSION

Description And Objective Of Assignment:  

Session V involves modifying the organization’s strategic planning process, and integrating it into KRA/BHAG management, and the greater development of the Quality KRAs.  This first initiative addresses the numerous pieces of work to be done in preparation for Session V and immediately following the session to the extent that the Task is closely identified with the contents of the classroom session.  

Why Is This Assignment Made?
This assignment is made in order to assure that the necessary preparation for TUL V classroom occurs, and the specific work Tasks that seem to be naturally subsequent to the content of the classroom session are acted upon in order to bring the content and vision of the session V materials into reality at your organization. 

NEW AMERICAN HOSPITAL ASSIGNMENT

INITIATIVE HQ.1  CHANGES ADDRESSED AT THE UNCOMMON LEADER SESSION

TASK HQ.1.1 CREATE A HOSPITAL MAP

Priority: 
A

Timing: 
To be presented at Session V.

Teamleader: 
Module Leader

Recommended Approach: 
JDI

Other Assignees: 
To be determined

Interactions With Others: 
None

Work To Do: 
Using the attached work traffic diagrams as examples, create a map of a portion of your hospital layout, including multiple floors.  All areas relating to patient care and processing are to be included.  Include primary, ancillary, and support services.  If more than one building on the campus is utilized for this purpose, create a campus map as well. (The sample maps show only a portion of a hospital.  Use them as conceptual aids only.)  The map will be used as a classroom aide to make the point that strategic location of services and supplies has a direct impact on the productivity of staff and possible quality of patient care given.  This should not be an excessively time consuming Task.  

The value of this Task is in the interpretation of the value of travel time and service delivery as it relates to the location of various aspects of work.  For example, if pharmacy supplies are located on each patient floor, then distance traveled, time consumed, service delivery, and cost of delivery are considerably less than if there is one central pharmacy that is considerably inconvenient to patient care locations.  

This same concept is to be applied over and over again in every department. Where are the frequently used work supplies kept? Where are the office and clerical support supplies kept?  Where are the computers and processing support machines located in relation to the work that must be done?  Is the equipment located in a logical sequence that is easy to reach and avoids walking back and forth, back and forth in order to process one order?  The application of the concept of appropriate location of supplies, support and layout of equipment has everything to do with cycle time reduction, speed of delivery, reduction of errors and cost management.  Make this point in your training session, and assign participants the Task of revising the location of supplies, support and processing of work for the five most highly requested work processes in each department, as a starting point.  Managers are to calculate what the redesign of equipment and supplies will save in terms of time saved and travel distance eliminated.  Translate this savings into return on investment for the department as it means that more work will be able to be done in the same amount of time due to the more efficient management of the work system.  Managers are to use the Cycle Time Reduction form to chart their current and revised work processes.  

NEW AMERICAN HOSPITAL ASSIGNMENT

INITIATIVE HQ.1  CHANGES ADDRESSED AT THE UNCOMMON LEADER SESSION

TASK HQ.1.2 
PRESENT SUMMARIZED HOSPITAL STRATEGIC PLAN DOCUMENT TO SESSION V TUL GROUP

Priority: 
A

Timing: 
To be presented at Session V

Teamleader: 
CEO and Module Leader

Recommended Approach: 
JDI

Other Assignees:


Interactions With Others: 
Strategic planning person.

Work To Do:  There are two parts to this Task.  First, send a copy of the hospital strategic plan to MHI at least two weeks before Session V.

Second, the lengthy, detailed Strategic Plan is to be boiled down and summarized into a one page document using the attached sample format as a guide.  Review the enclosed examples created by Motorola, and Lima Memorial Hospital as your guide.  Create a summary of your organizational strategic plan using this one page summary format and be prepared to share it in a five minute presentation with your management group and Associates. 

The objective is boil down the strategic plan into the essential components and translate it into an easy-to-understand, over-simplified version that all Associates can identify with.  Never mind the details behind how each goal will be achieved.  Simply state what the goals are.  Emphasize the value of your commitment to these goals, and the value of on-going new ideas that Associates have to offer relative to the achievement of the strategic plan and these goals.

Upon completion of sharing the one page summary document with managers, then move to share the one page summary with all Associates.  For some, this is the first time they have been advised on the strategic plan or direction.  The sharing of this information alone will have an immense impact on the Associate audience.  Invite questions for clarification.  The goal is to educate everyone in on the specific goals of the organization for the short term.

The Key Beliefs Section is where your organization values are inserted.  These are base beliefs around which your organization operates.  These beliefs are unlikely to change.

The Key Goals Section represents overall organization goals for the next 

five to seven years or longer.  Key Goals should be stated in terms that are easily understood by all Associates.  These goals should be in place for a period of time that spans five or more years.

Key Initiatives are one to three year Initiatives.  They are stated in terms that can be understood by all Associates.  Supporting details for these Initiatives are included in the lengthy annual Strategic Plan which is not presented to Associates.  

By sharing the simplified, yet complete strategic plan with all Associates, it will make decision-making more clear for Associates, help interpretation of changes that Associates see happening around the organization, and it will act as a unifying, common directional indicator for all Associates.  Do not fear that your competition will see your document.  It is highly probable that they already have seen or heard the core elements of your plan already.  

The plan should be simple enough to be explained in five to ten minutes of time.

NEW AMERICAN HOSPITAL ASSIGNMENT

INITIATIVE HQ.1  CHANGES ADDRESSED AT UNCOMMON LEADER SESSION

TASK HQ.1.3
COORDINATE STRATEGIC PLANNING PROCESS 




WITH BUDGET PROCESS

Priority: 
A

Timing: 
 TUL Session V 

Teamleader: 
Module Leader

Recommended Approach: 
DIG 

Other Assignees: 
CEO, VP Finance, Strategic Planning Dept.

Interactions With Others: 


Work To Be Done:  Consider the process used to prepare your strategic plan.  Did it include the following characteristics:

•
Intelligent gathering of market data including:  Customer needs, competitor standing/market share, competitor plans,


regulatory changes?

•
Identification of existing services as “Stars,” Dogs,” or “Getting Bys.”  Which of the current programs are clearly winners and should be reinforced with additional resource needs? These are your "Stars".  Which programs or services are clearly losers and should be discontinued?  These are your "Dogs".  Which programs or services are “middle of the road” programs, meaning they are financially feasible, but not necessarily a big winner for the organization?  These are potential targets for additional support to grow them into winning services for the organization. 


Before beginning the program/product identification process, lay out the criteria by which all programs/products will be judged.  This will standardize the process and keep it objective.   Some criteria to consider would include:

•  
What is the profit generated by the program/service?


If there is no profit, but only a loss, then what profitable services does this program/service feed in the organization which cannot be captured any other way?  If the answer is "none", then this is clearly a program/service that should be considered for discontinuance.  

•  
How many patients are served by this program/service annually?  If the number of patients served is relatively low, and it does not generate a profit, then there is even more reason to consider discontinuance of the service/product.


The “Stars, Dogs, and Getting By” program identification process pinpoints sources of financial utilization which can be shifted from a loosing program to the expansion of a winning, or new program.  Are you ready to shift resources to winning strategies?  A winning healthcare organization can no longer afford to try to be all things to all patients.  Choose the service/products that you do well, efficiently, and with a high degree of quality and seek to expand them to greater market share.  Think outside the normal marketing box.   The healthcare market along with all other markets is no longer a local market.  

•
Identification of market demand, supply, and opportunities to be seized.

•
Probability of success of achievement/not of strategy elements, and the ramifications of success or failure for each.

•
Identification of risks or threats to the organization.  This means risks of taking on the strategic challenge, and threats of not taking it on.

•
Identification of “High Impact Results” areas.  These are areas where achievement or lack thereof can have a life threatening impact on the organization in the short or long term. 

•
Feedback from and to managers.  Input from managers should be sought out at the start of the process.  They are often the keepers of the best market research and market intelligence in the product lines that they manage.  Seek their input early. 


As the strategic planning process progresses and many early entries to the plan are deleted due to resources and priorities,  managers need to be kept informed.  This is particularly important after the plan has been approved.  Each manager will need to know what the goals and objectives are in order for the organization to achieve them.  Portions of the Strategic Plan should be translated to department and individual level goals and objectives measured in individual performance evaluations.

•
The strategic planning process must be coordinated with the budgeting process.  Resources are required to achieve the approved goals, therefore they must be incorporated into the budget.  If the two planning cycles are different, the budgeting process will constantly chase the strategic planning process and it will difficult to manage performance evaluations.


When the system of strategic planning comes first, followed by the budgeting process, and then integration of the Strategic Plan and budget into individual performance evaluations comes third, it is easier to hold managers accountable for performance and to raise the standards of performance accordingly for the entire organization. 

•
Are all four strategies of Best People, Low Cost, High Customer Satisfaction, and High Quality covered in your strategic plan?

Coordination
The strategic planning process needs to be sequenced to conclude immediately prior to the initiation of the budget process.  The results of the final Strategic Plan should be fed to department managers who, in turn, knowing what their role in each of the strategic Initiatives is, will build their departmental budget, capital and operating, around the forecasted Strategic Plan.  The result is a financial budget that is in sync with the strategic plan thus giving more value to the exception reporting activity that should occur when actual costs and productivity are outside of the budgeted costs and activity.  This event may need to be phased-in on a pro-rated basis in this first year and then moved into tight sync with the financial budgeting for the second year.  Do not let politics get in the way of this Initiative.

NEW AMERICAN HOSPITAL ASSIGNMENT

INITIATIVE HQ.1  CHANGES ADDRESSED AT UNCOMMON LEADER SESSION

TASK HQ.1.4
ESTABLISH BHAG COUNCILS FOR TUL YEAR TWO

Priority: 
A

Timing: 
Begin following TUL Session V.  
Teamleader: 
Module Leader and MAC.

Recommended Approach:   DIG

Other Assignees:  Executives, as needed.

Interactions With Others: 
None

Work To Be Done:  BHAGs were introduced early in the TUL process and are, by this time, starting to settle in as a concept and goal for all Associates to understand.  If you have not noticed yet, BHAGs are a simplified, or consolidated version of the seven KRAs.  

As the formal portion of TUL comes to a conclusion, it is imperative that the BHAG/KRA focuses, and innovation around them, remain among the very highest of priorities for the organization.  Now that you have had some experience with managing around the BHAG concept, it is time to prepare organization BHAGs for year two.  Where do we take the organization in year two?

BHAGs should be directly related to the Strategic Plan and focused around High Quality, Low Cost, High Customer Satisfaction, and Best People.  Raise the bar higher in year two than what was achieved in year one.  You are just getting started.  The momentum is just beginning to roll in the organization as Associates are now becoming accustomed to a faster rate of innovation and implementation.  The healthcare industry cannot tolerate a go slow pace. 

Establish one Council around each of the four BHAGs for year two.  Council members should have the qualities desirous of New American Hospital leadership.  Their job is to help lead and direct BHAG efforts in the organization from the leadership position all the way through to the departmental & Associate level.  BHAG Councils identify the BHAGs for year two, break them down into departmental goals and even Associate specific goals where appropriate, communicate BHAGs to department managers and Associates, monitor departmental and organizational progress toward the BHAGs, and help problem solve wherever needed in order to assure that the organization reaches it’s goals. 

BHAG Councils should consist of no more than five people per council.  A Chairperson for each council is to be identified.  The BHAG Council Chair reports directly to the CEO or COO with respect to BHAG management.  The scope of each BHAG Council includes the entire organization.  For example, the BHAG Council for Low Cost will address cost management issues across all aspects of the organization.   

At the time that BHAG Councils are created, the corresponding Module Leaders transfer responsibility and "to do" lists over to the newly appointed BHAG members.  In other words, the Modules now become the BHAG councils with a scope of responsibility that covers the entire organization, not just the assignments from Management House that are still left undone in each of the Module Guides.  (The undone work of the Module Guides is to be completed by the BHAG Councils). 

Carefully choose the membership of the BHAG Councils as these are critical positions in the organization and require top management endorsement for effectiveness.  Selection criteria would include managers/executives who:








 
•  Performed extraordinarily well in The Uncommon Leader process


•  Understand the concept of the respective BHAG they are assigned to 


and are free and unconventional thinkers


•  Have a following of people who will listen to their ideas and 



support implementation of the concepts


•  Are interested in the progress of the organization, and in investing 


their time and learning to help the organization move forward even 


though some of their ideas and Initiatives may not have popular 



endorsement to begin with because they will represent new thinking 


and new ways of doing things


•  Who are politically sensitive and understand how to sell ideas 



effectively without being offensive.

Bring copies of your organization's BHAGs for TUL Year I to the Retargeting Conference.

NEW AMERICAN HOSPITAL ASSIGNMENT

INITIATIVE HQ.1  CHANGES ADDRESSED AT THE UNCOMMON LEADER SESSION

TASK HQ.1.5
IDENTIFY TOP 10 DRGS AND WORK ACTION GROUPS (WAGS) FOR TUL SESSION V ****

Priority: 
A

Timing: 
To be delivered at TUL Session V.

Teamleader: 
Module Leader, MAC and Management House

Recommended Approach:   JDI

Other Assignees:  Finance staff, Quality Assurance staff, decision support staff.

Interactions With Others: 
None

Work To Be Done:   Determine what the top (10) DRGs are for purposes of work systems review, revamp and redesign.  Criteria to be used are as follows:


•  Based on the volume of procedures conducted last year, choose 

those DRGs with the highest volume of cases conducted, and


•  The greatest variance between cost to deliver the service and 


revenue received as payment for the services.

Prepare the information in a table format using the following column headers

vertically across the report.

 DRG #         # Cases Done           Cost to Deliver        Revenue Received Variance

If possible, also include each of your competitors's costs to deliver the same DRG by adding additional columns for each competitor for whom you have information.

Make an overhead acetate of this data and bring it to TUL Session V, and bring paper copies to the conference for each TUL participant.  Fax a copy of the report to Management House 5 days in advance of the scheduled TUL session.
NEW AMERICAN HOSPITAL ASSIGNMENT

INITIATIVE HQ.1  CHANGES ADDRESSED AT THE UNCOMMON LEADER SESSION

TASK HQ.1.6
STAFFING/PRODUCTIVITY ANALYSIS FOR TUL SESSION V 

Priority: 
A

Timing: 
To be delivered at TUL Session V.

Teamleader: 
Module Leader, MAC and Management House

Recommended Approach:   JDI

Other Assignees:  Finance staff, Quality Assurance staff, decision support staff.

Interactions With Others: 
None

Work To Be Done:   Prepare a table of current YTD FTEs paid for each department and compare that figure to the FTEs paid for comparable departments in the top 25 percentile productivity.  In other words, what is the current level of paid FTEs at your organization, department by department, compared to what the paid FTEs are at organizations in the top 25 percent of best performing comparable organizations.  

Print this chart on an overhead/acetate and bring to TUL Session V.  

The objective of this Task is to identify where work systems in departments are causing additional expense or additional paid hours of work—where if work systems were smoother, different—they would result in fewer FTEs for the same level of work.  

Expense is an indicator of quality out of control. 

NEW AMERICAN HOSPITAL ASSIGNMENT

INITIATIVE HQ.2  QUALITY IMPROVEMENT IN WORK PROCESSES

Description And Objective Of Assignment:  This Initiative addresses the fundamental internal change that needs to occur within the work processes of the organization.  These Tasks are to be considered universal for all departments to complete regardless of their size, location, or business objectives.  At this point there are still a great many fundamental business operations that are in need of improvement, so departments should consider themselves exempt from any of these assignments.  In addition, there should be a tangible return on investment calculated by each department for each Task completed.  If the MAC does not feel that any one Task holds value for their organization, please contact MHI before discarding the Task as the true interpretation and value of the Task may need clarification.  In essence, every Task in this Initiative should be completed by every department.
Why Is This Assignment Made? There is a direct correlation between the quality of work processes, the cost of services delivered, staff productivity, Customer Satisfaction, and the bottom line for the organization.  Winning organizations operate tight work processes and with little room for variance.  This Initiative addresses basic steps to shoring up work processes within the organization which is the prelude to increased overall quality outcomes, improved Customer Satisfaction, productivity, and financial rewards. This is the first step in pragmatic improvements to quality.

NEW AMERICAN HOSPITAL ASSIGNMENT
INITIATIVE HQ.2  QUALITY IMPROVEMENT IN WORK PROCESSES

TASK HQ.2.1
CREATE DEPARTMENTAL QUALITY CHARTS:  





EVALUATE QUALITY MEASURES ****

Priority: 
A

Timing: 
Prepare departmental quality charts 

Teamleader: 
Module Leader

Recommended Approach: 
JDI/DIG

Other Assignees: 
 Director of Quality

Interactions With Others: 
Information Systems/services as needed.

Work To Be Done:  The current measures of quality within each department are up for review.  Department managers are to review their quality measures to assure that they are representative of core, critical processes within departmental systems as well as core clinical or Customer outcomes, rather than traditionally dictated measures of quality prescribed by someone outside of your department or organization.  Do not assume that the quality measures that you are using for JCAHO purposes are good enough.  Why not develop additional quality measures to augment what JCAHO requires?  At what point can you really have too much quality monitoring occurring?  

Department managers are to review their current measures of quality.  Do the measures of quality pass the test of the following questions:


•  Is this a measure that will provide an early warning signal that 



something is wrong in the system within a time period that will allow 


correction in the situation before it gets worse, and before the final 


deliverable product or service is rendered?


•  Is this a measure that will tell us if the final deliverable product 



or service will meet raised quality standards for our organization?  We 


are no longer interested in obtaining minimal quality standards as 


dictated by an outside agency.  We are interested in raising the 


standards of performance.

Determine the number of quality measures that each department can reasonably monitor.  The number should be substantial.  Do not rely on the minimal numbers required by JCAHO.  In their defense, they will tell you that they are "minimal standards".  

Can any of the current quality measures that appear to be under control and stabilized be replaced with new quality measures that require heavy monitoring and system adjustments without jeopardizing the integrity of overall quality?  

Quality measures are to be identified and actual departmental performance for each measure graphed, displayed in the departmental communication centers, and entered as an agenda topic for Associate departmental meetings.  Associates need to be routinely informed of the quality and performance levels of their work.  

NEW AMERICAN HOSPITAL ASSIGNMENT
INITIATIVE HQ.2  QUALITY IMPROVEMENT IN WORK PROCESSES

TASK HQ.2.2
FLOW CHART EACH SERVICE LINE ****

Priority: 
A

Timing: 
To begin following TUL Session V.

Teamleader: 
Module Leader

Recommended Approach: 
JDI/DIG

Other Assignees: 
 Department managers involved with piece of a particular service line, and Management House.

Interactions With Others: 
CI specialists as needed.  This is not the same as Task QI 1.2 which employs a small portion of this Task. Task 1.2 addresses the layout of equipment and supplies in the work process.  This Task addresses the the work process from start to finish and all components of it.  The work done in Task 1.2 can be incorporated into this Task as a part of the total work process. Task 1.2 is a warm up and practice for the overall Task implementation which occurs here.

Work To Be Done:  Identify the primary service lines in your organization.  They would be the service lines that represent high volume, high cost, and high number of customers.  

For each service line in your organization, chart all steps in the processes from admission to discharge and follow up including actions required of patients/customers as well as the work and movements of the staff to provide the services.  This is a complex Task and requires the concentrated work of Associates who are comfortable flow charting work processes, and who are aggressive in asking probing questions about each detailed step.  

A Cycle Time Analysis tool is suggested for this assignment as we are looking not only for each step in the process, but distances traveled as staff walk to and from supply/equipment locations, patient and treatment rooms, administrative locations, telephone locations.  We are looking for wait times and service delivery times for each step in the process.  The Cycle Time Analysis tool is perfect for this assignment.

The objective is not only to document each step in the delivery of service, but the amount of time consumed waiting, and the amount of distances traveled, both for the patient/Customer and staff workers.  You should have one chart for the patient’s experiences, and one chart for the staff/worker’s experiences.

The end result will be an extensive documentation of each service line process in your organization including the patient’s experience and the staff’s experience with specific identified opportunities for improvement and problem-solving.  You would pay handsomely to have an outside consulting firm conduct this for you.  Wherever there are waiting times for patients/Customers, a red circle should be made as this is a point where change is needed.  Wherever there are excessive distances traveled by staff or Customers as a part of the service line or work process, another red circle should be made, and the question should be asked, "how can we reduce/eliminate transport/travel distance or number of trips?"  

Additional points of attention warranting a red circle and a change in process include duplicative work steps, i.e. duplicate collection of data, redundant steps in different processes that could be combined into one step to serve many processes.  There should be hundreds of opportunities for improvement in each service line as a result of the flow charting and cycle time charting.  The goal is improved quality, Customer Satisfaction, productivity, and reduced cost as a result of changes in these processes.  If there are questions on this Task, please call MHI.  If done correctly, the results of this Task will provide significant contributions to each of the High Quality, Low Cost, High Customer Satisfaction and Best People Strategies as well as substantial improvements in productivity, quality, and cost. 

This work is to be done for each service line in your organization.  If you cannot conduct this simultaneously, then work first on those service lines where you intuitively think there is the greatest need for quality, cost, and productivity improvement.  If you have no clue as to which to work on first, then choose the service lines with the highest volume and highest cost first.  At the conclusion of your first service line analysis evaluate the process used looking for ways to improve upon your implementation of this Task.  Make those changes as you prepare to conduct the flow/cycle time analysis on remaining service lines.  If you are not finding substantial value in this process, then call MHI immediately as there is something wrong with the implementation of the Task.

PS.  Do not dissect and delegate this Task to department managers.  The integrity and value of the Task can only be achieved if there is continuity in the process.  Therefore a small team of CI specialists at best should be assigned to each service line.  One/two trained individual(s) per service line is the recommended arrangement.

NEW AMERICAN HOSPITAL ASSIGNMENT
INITIATIVE HQ.2  QUALITY IMPROVEMENT IN WORK PROCESSES

TASK HQ.2.3
CONDUCT “BREAKTHROUGH BENCHMARKING” FOR 


QUALITY PURPOSES—USE ADDITIVE PROCESS 




THEORY ****

Priority: 
A

Timing: 
To begin following TUL Session V

Teamleader: 
Module Leader

Recommended Approach: 
JDI/DIG

Other Assignees: 
 Task 1.5 data, Decision Support Staff, Financial staff, QA/UR staff

Interactions With Others: 
Task 1.5 data, Decision Support Staff, Financial staff, QA/UR staff

Work To Be Done:  The Additive Process Theory which was explained in TUL Session V is the basis for this Task assignment.  In summary, the Additive Process Theory suggests that if one identifies the core components of a process, then one can benchmark the very best practices and outcomes for each of the core components of the process, thus taking the very best application for each component from whatever source is best performing the  component, and by “adding” the best of each component together you will “breakthrough” to a new and greater level of performance created by a sum of the best of all the parts.  

The Task is for each product line manager to conduct “breakthrough benchmarking” for at least one of their major products/DRGs each quarter of each year.  Use the criteria of high volume, high cost, and high variance in results to help prioritize which products will receive attention first.  

For example, if your organization performs a significant number of hip replacements annually, and your comparative cost for hip replacement is more than the 25th percentile, you might want to consider this product for breakthrough benchmarking.  

Product line managers should report to their Vice President and High Quality Module Leader the results of the breakthrough benchmarking.  The report should include:


•  The process that was benchmarked


•  Components that were assessed


•  Leading organizations that were contacted


•  Comparisons of how you rated compared to those benchmarked (the 

    best) prior to the research


•  Conclusions of what/how you plan to change your processes to 


 
“breakthrough” to a new level of performance at your organization 


and among your peers and competitors.  


•  What is the value of the new “breakthrough” process is for each 



product line.  

Each of the major service lines in your organization are to be analyzed for cost and quality outcomes.  How do your costs to deliver compare to competitors?  Create a chart indicating not only the total cost figures at your organization but the components of each of the costs.  i.e. tests, pharmaceuticals, nursing, etc. for your organization and for competing organizations.  

To remain viable in a cost reduction environment, innovation is key.  One way to innovate is to take the best performed pieces of the service line from your organization as well as from competitors, and using the additive process theory, create an entirely new process that is the consummate cost effective manner to deliver the service—use the additive process theory.

Then, to create market differentiation for the customer, find some aspect of the service line that you can add a "wow" factor to—value added component—and you will have a true winner in the market for all aspects of all Customers!

Continue to use the additive process to create breakthrough benchmark performances for all service lines.  

NEW AMERICAN HOSPITAL ASSIGNMENT
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TASK HQ.2.4—DEPARTMENTS TO UNDERTAKE & COMPLETE 

QUALITY IMPROVEMENT INITIATIVE EACH QUARTER ****

Priority: 
A

Timing: 
To begin following TUL Session V

Teamleader: 
Module Leader

Recommended Approach: 
JDI/DIG

Other Assignees: 
 Department managers and Management House

Interactions With Others: 
Department managers and Management House

Work To Be Done:  Task HQ.2.2 calls for each department to undertake and complete one (1) quality improvement process each quarter.  This means that one major aspect of the performance of each department is to be analyzed and significantly improved each quarter, every (90) days.  

Flow charting or using Cycle Time Reduction formats for assessment of service lines or work processes within the department is one way of identifying quality improvement opportunities.  Wherever there is any work re-do, or wherever there is any waiting time for any reason, or wherever there is customer complaints, there is inherent opportunity for quality improvement.

The objectives of each Quality Initiative are one or more of the following:


•  Eliminate all work re-do


•  Reduce waiting times to -0-. That means that the system is smooth 


and efficient. If time is needed to process a test, that waiting time for 


the patient is filled with other relevant care giving needs, such as 


other testing, education, preparation, etc. rather than just "waiting". 


•  Eliminate customer complaints


•  Reduce the cost to deliver that part of the work process by 20- 25%. 


•  Improvement in clinical outcomes.

If your goal is not directed at achieving one or more of the above stated goals, then it is not a worthy quality improvement initiative.

To assure that all TULers are working on worthy QI initiatives that will further support the organization BHAGs, Quality Initiatives for each supervisor for each quarter are to be reviewed by the High Quality BHAG Council prior to initiation.

When recommendations are ready to be made, they are made by the supervisor to the High Quality Module, and are to be accompanied by a Return On Investment report along with a clinical outcomes report and detailed documentation of what will be changed, when and by whom.

The High Quality Module team will approve recommendations.
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INITIATIVE HQ.2  QUALITY IMPROVEMENT IN WORK PROCESSES

TASK HQ.2.5
EVALUATE ORGANIZATIONAL RESPONSES TO 




ERRORS IN PATIENT CARE ****

Priority: 
A

Timing: 
To begin following TUL Session V

Teamleader: 
Module Leader

Recommended Approach: 
JDI/DIG

Other Assignees: 
 Department managers and Management House

Interactions With Others: 
Department managers and Management House

Work To Be Done:  Errors in patient care come in various sizes and intensities.  Extreme errors cause death, and minor errors cause discomfort, expense, delays, dissatisfaction, work redo, lost customers, lost confidence and/or public relations, etc.  

Healthcare organizations have in large part been less than passionate about errors in healthcare delivery.  In the new culture, no error in patient care is tolerable for any reason.  A “no tolerance for patient care error” attitude must be put in place.  Communicate the new attitude to all Associates and use any error in patient care as a burning platform for immediate change in the system, processes, operations, and possible staff, of the departments involved in the error.  The expectation should be immediate correction and new safe guards to assure that the same error cannot and does not occur again.  The new standard of “no tolerance for patient care errors” must be uniformly applied to your staff, physicians, and anyone involved with your patient care delivery, i.e. temporary staffing agencies, ambulance services, etc.  

To reinforce the point of “no tolerance in patient care errors", it is suggested that the CEO visit each department that has had a patient error of any size.  The first CEO visit should be at the time of the error.  During this visit the CEO reemphasizes the performance standard of "no tolerance for errors in patient care" directly to the departmental staff, gets their assurance that changes will be immediately made, and tells them that s/he will be back to revisit when the changes have been made.  

At the second visit, the CEO applauds the staff for the changes made and in a concise fashion reemphasizes the need to maintain the excellent standard of “no tolerance for patient care errors” at all times.  The departure should be one leaving the group with a positive message.  

It is imperative that the CEO make the second visit if s/he is making the first visit.  This is a one-two punch, with the first visit delivering the “this is not good enough message,” and the second one applauding the changes and reinforcing the unity of understanding of what the performance standards are.  Each CEO can customize this to his/her own style.  

NEW AMERICAN HOSPITAL ASSIGNMENT
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TASK HQ.2.6
TAKE ACTION ON TRENDS IN ERRORS IN 




PATIENT CARE ****

Priority: 
A

Timing: 
To begin following TUL Session V

Teamleader: 
Module Leader

Recommended Approach: 
DIG

Other Assignees: 
  Quality Assurance/Risk Manager

Interactions With Others: 
Quality improvement, safety, risk management manager
Work To Be Done:  Someone needs to be tracking each and every error in patient care delivery from the smallest, or what might be considered the most insignificant error, to the most devastating.  Information to track includes the type of error, who committed it, circumstances surrounding the error, results of the error, corrections made in the system/process to assure the same error cannot be made again, and names of people responsible for assuring that the changes were made.  Merge the error data with infection control data, particularly infection control data that may have staffing policies, protocols, or performance problems at their core.  

Monitor trends in errors and infection control, looking for similar types of errors, common locations of errors, common staff involved in errors, sources or types of infection by particular causes, etc.  Where there are trends, the source of the problem has not yet been corrected although some attempts may have been made.  It is the goal of this Task to establish a comprehensive error and infection tracking process that has at its' core a rapid action agenda for correcting the system/process pieces contributing to the error/infection.  This means that errors in patient care that are occurring more than once in a short period of time, which can be as long as one - three months, in either the same department or throughout the organization, represent a trend to be addressed.

At the time that the trend is identified a rapid problem-solving DIG is convened to address the problem and implement a solution.  No longer will committees of research and data gathering bodies commissioned to consume processing time while additional errors are being made.  The objective of this task is not only to establish the criteria for when a trend in errors of patient care is occurring, but to assure that rapid-fire corrections are put into place.

This Task may need to be integrated with your present Safety Council, Infection Control Council or others that are already in place.  Establish a uniform definition of what a "trend" will be, and make the definition aggressive in nature.  Then, establish a uniform operating procedure for how rapidly and completely the problem will be addressed.  Set a time limit of 30 days—a DIG.
NEW AMERICAN HOSPITAL ASSIGNMENT
INITIATIVE HQ.2  QUALITY IMPROVEMENT IN WORK PROCESSES

TASK HQ.2.7
IMPROVE PHYSICIAN & CLINICAL PROTOCOLS IN 




THE TRANSFER OF PATIENTS ****

Priority: 
A

Timing: 
To begin following TUL Session V

Teamleader: 
Module Leader

Recommended Approach: 
DIG

Other Assignees: 
Management House  

Interactions With Others: 
Medical staff leadership as needed

Work To Be Done:  Many problematic situations occur at the point of transfer.  “Point of transfer” refers to any transfer of the patient from one department or service to another, or one section of the facility to another.  This could be the transfer of the patient from one physician to another, from one department to another, from one shift to another, etc.  

The core of this Task is to identify specific roles and responsibilities for the transferor and the transferee in any transferring situation.  For example, it may be stated that the transferor is responsible for assuring that all medical records are up-to-date at the time that the transfer is made, that the patient is actually delivered to another individual in the receiving department, etc.  These roles should be formalized into each departmental operating manual.  Associates are to be trained on what the responsibilities of the transferor and transferees are.  

Physicians also need to be involved in this Task as many problematic situations arise when a patient is transferred from one physician to another.  The roles and responsibilities of physicians who are transferring their patients to another doctor should be explicit and fully understood by hospital staff.  A seamless transition is the goal.  All problems are solvable in some manner.  Your Task is to assure that “transfer” protocols and responsibilities are clearly documented and understood by each department for each type of transfer (patient, record, etc.) that might occur with the objective being continuity of care without delay or quality decline.

NEW AMERICAN HOSPITAL ASSIGNMENT
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TASK HQ.2.8
TAKE ACTION ON PATIENT TREATMENT DELAYS, 




RISKS, & LIABILITIES ****

Priority: 
A

Timing: 
To begin following TUL Session V

Teamleader: 
Module Leader

Recommended Approach: 
DIG

Other Assignees: 
 Department or clinical specialists as needed 

Interactions With Others: 
Medical staff leadership as needed.  You may want to coordinate with those on leading Task 2.2 and 2.4.  Work from these Tasks may support the work of this Task.  

Work To Be Done:  Patients are routinely experiencing delays of various lengths and for various reasons in nearly all departments.  Your Task is to have managers identify the number, type, and length of delays that patients experience within their department.  Delays represent liability risks, customer defection and dissatisfaction risks, lost customer possibilities, and bottlenecks in other portions of the service line that the patient may be a part of.  No delays are acceptable.  

The goal of this Task is to have managers problem-solve with their staff and others on how to eliminate any waiting time for patients.  Make changes in staffing, scheduling, or other protocols to eliminate delays in patient services.  That means patients are to be served at the time they are scheduled to be served.  Regardless.  Contingency plans for emergencies and staff shortages should be built into the improved operational plans.  

Tasks 2.2 and 2.4 are to address the flow charting of product lines in the organization, and smooth out points within the product/service line experience where patients are inconvenienced, service is delayed, costs are higher than needed, etc.  To that extent, some of the work processes of your department may already be in the pipeline for improvement.  

This Task addresses department work processes that are not a part of the special product/service line that is being presently worked on.  Departmental managers need to grappled with the waiting time issues that are directly experienced by Customers and patients in their department.  This is not a redundant task assignment.  Eventually we will get at all the work processes in the organization for improvement.  This Task is getting at your departmental work processes.  Among your very own department staff there are bottlenecks of work occurring that, in turn, are holding down the entire patient experience.  By looking at the service/product line alone we would not get to these second tier work process problems which can have a substantial and positive impact on the entire patient flow experience.

When reviewing the scheduling portion of a waiting problem, seek to smooth out the work load rather than jumble it all together at peak periods.  Consider revising your hours of operation to coordinate more closely with Customer and patient needs, revising staff schedules to better coordinate with peak work load times, and consider the idea of smoother work loads that allow for it, over a period of time, a more even flow of work.  

NEW AMERICAN HOSPITAL ASSIGNMENT
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TASK HQ.2.9
IDENTIFY CRITICAL CLINICAL CONTROL POINTS 




AND INSTALL SYSTEM ALARMS ****

Priority: 
A

Timing: 
To begin following TUL Session V

Teamleader: 
Module Leader

Recommended Approach: 
DIG

Other Assignees: 
  Management House

Interactions With Others: 
CI specialists as needed.

Work To Be Done:  For each service line, clinical system, or key department process, there must be a number of critical control points for quality monitoring.  Just as there are vital signs indicating the level of stability of a patient, there are also critical control points or vital signs within each patient care system or process that indicate the health or illness of the functioning of the system or process; the quality of the process that is being delivered.  

At this point in time, there are probably fewer standard critical control points within the system than what is truly needed.  Within each department, critical control points need to be established for the mainline services provided.  The critical control points serve as early warning signals that this particular patient’s service/care is not as good as it needs to be, or that this department's productivity or quality outcomes are not what they should be.  The warnings provided by the critical control points allow us to make adjustments to patient care, service, or work systems before it is too late; it allows us to correct and recover from an otherwise unsatisfactory customer experience or process outcome, thus concluding the customer/patient experience in a positive way.

Simple examples of critical control points might be:  a standardized timeframe for admission. When the admission process takes longer than a preestablished period of time, then the process alarm is sounded and special procedures are put into place that correct the situation. This might mean that managers go to work to assist the clerical process and eliminate the bottleneck of work load that is being created; or it may mean that additional staff are called in to process the extra paperwork that is generated, etc.  The point is, the alarm sounds notifying management that the system is not operating up to standards and something must be done—now.

A clinical example of a critical control point may be predetermined standardized points of recovery within prescribed timeframes for each diagnosis—a timeframe within which specific clinical improvements in the patient are expected to have taken place.  If these expected clinical improvements have not taken place, then a prescribed course of action would be taken to rectify the situation.  

Other examples would include a standard time frame for lab test turnarounds, or a standardized time frame for personal responses to call button requests, etc.  

Take each service line and work with all contributors to the service line to establish critical points of monitoring for each component of the service provided.

When the service lines have been analyzed, then managers are able to establish critical control points for the major processes within their department. 

NEW AMERICAN HOSPITAL ASSIGNMENT

INITIATIVE HQ.3  QUALITY IMPROVEMENT IN PHYSICIAN PRACTICES

Description And Objective Of Assignment:  The objective of this Initiative is to expand the scope of quality improvement work to arenas involving physicians.  
Why Is This Assignment Made?  Physicians are your partners as well as Customers of your services.  To the extent that they are in the role of a partner, there are specific changes or Tasks involving physicians which also need to be reviewed, revised, and/or changed for the better.  Tasks in this Initiative focus on activities that will impact the behaviors of physicians using your organization’s services. 

NEW AMERICAN HOSPITAL ASSIGNMENT

INITIATIVE HQ.3  QUALITY IMPROVEMENT IN PHYSICIAN PRACTICES

TASK HQ.3.1
PHYSICIAN DIRECT VARIABLE COST MANAGEMENT 



FOR TUL SESSION V PRESENTATION ****

Priority: 
A

Timing: 
Prepare and bring to TUL Session V.  Additional work to follow TUL Session V

Teamleader: 
Module Leader

Recommended Approach: 
DIG

Other Assignees: 
  Management House, PAC Chair, Decision Support Staff,

Quality Assurance Staff

Interactions With Others: 
Task 1.5, CEO and physician leadership input will be required.

Work To Be Done:  Bring to TUL Session V, a sample of a physician resource utilization chart for (2) of the top 10 DRGs identified in Task 1.5. (Reminder:  The top 10 DRGS for purposes of this task are identified by a combination of the following factors:


•  DRGs with the greatest volume of cases preformed each year, and 


•  DRGs with the greatest unfavorable variance between cost to 


deliver the service and rate of reimbursement for the service. )

You are to choose (2) DRGs from this list of the top 10.  Work processes for the (2) DRGS selected will be  reviewed, revamped and redesigned in the next 90 days.  

Part of what will need to change is the manner in which physicians performing these DRGs utilize direct variable costs.  A more uniform approach to utilization of direct variable costs will be needed.  In other words, the amount of variance between physician direct variable costs for the same DRG needs to be minimized.    In order to identify which physicians have the best performance records, the following data is to be collected and charted.

For the two (2) DRGs selected, provide the following data:


•  For each physician delivering the DRG, chart the individual   



physician's specific direct variable costs. i.e. tests, pharmaceuticals 


ordered, etc.



•  Add to that chart the acuity factor for the patients served by each 


physician.  (See attached sample).

The objective is to identify direct variable costs as generated by all physicians for each DRG. This data is then used to coach physician behaviors and create/modify clinical paths resulting in less variance in how physicians utilize resources.

What you will likely find in the data is that some physicians are able to serve the most seriously ill of patients with a lesser amount of direct variable costs, which then becomes a benchmark for other physicians to see and follow. 

Unfortunately, doctors are not likely to make changes in their practice patterns without direction and guidance from the hospital.  Use the data from the best practicing physicians, as identified in these charts, to create or improve clinical protocols for each of the top 10 DRGs.  Move forward (2) DRGs at a time.  Establish a time period of 90 days to collect and analyze the data, making recommendations of what practice changes should be made.  The PAC Chair may need to play a significant role in this Task.

Bring paper copies of these charts for each TUL participant and prepare an overhead/acetate for each chart to be shared with the TUL group.  Fax a copy of the data to Management House 5 days in advance of your scheduled TUL Session.

NEW AMERICAN HOSPITAL ASSIGNMENT

INITIATIVE HQ.3  QUALITY IMPROVEMENT IN PHYSICIAN PRACTICES

TASK HQ.3.2
EVALUATE PHYSICIAN CONTINUING EDUCATION

Priority: 
A

Timing: 
To begin following TUL Session V

Teamleader: 
Module Leader

Recommended Approach: 
DIG

Other Assignees: 
  CEO

Interactions With Others: 
Director of Medical Staff, possibly Task HQ.3.3

Work To Be Done:   The Customer population wants state-of-the-art medicine and healthcare.  If your organization is not able to provide physicians who have skills and protocols along these lines, then the Customer will go to a facility that does provide them—meaning lost business for your organization.  

Are physicians who are practicing at your organization using approved state-of-the-art protocols?  Do they attend and utilize the most current medical information opportunities, or are they stuck in what they consider to be the old tried and true approaches which you know are no longer applicable, or no longer the optimal or preferred approach?  What can the organization do to enhance physician continuing education and application?  

If you find that you cannot move your physicians to incorporate more state-of-the-art services, or current medical staff will not embrace the idea of new medical members joining your facility, then one solution is to take the administrative position that your organization will adopt and embrace the written, tested and approved professional clinical protocols of one or more credible professional sources such as the Lippincott Manual of Nursing for nursing practices, or the published standards and protocols for each respective professional specialty, i.e. College of Surgeons for surgery, College of Cardiology for cardiologists, as the required protocol for all who are practicing that skill or service.  This is the short-hand approach to standardizing patient care practices within your organization.

By taking this approach, you can cut through the politics and barriers associated with changing clinical protocols.  Of course, there must be some appeal process for special situations.  The appeal process can be worked out as a part of the overall implementation of what might be a dramatic change in clinical protocols.  Do not allow the sometimes "little mindedness" of people who are satisfied with the status quo to drag down your efforts to improve quality of care in your organization.  This "little mindedness" can occur within physicians as well as staff or leadership.

NEW AMERICAN HOSPITAL ASSIGNMENT

INITIATIVE HQ.3  QUALITY IMPROVEMENT IN PHYSICIAN PRACTICES

TASK HQ.3.3
EXTEND BROAD USE OF CLINICAL PRACTICE 





GUIDELINES ****

Priority: 
A

Timing: 
Session V

Teamleader: 
Module Leader

Recommended Approach: 
DIG

Other Assignees: 
 Chief Nursing Officer and Management House.

Interactions With Others: 
Director of Medical Staff, possible coordination with Task HQ 3.2.

Work To Be Done:  Standardization of clinical practices and protocols is essential to high quality and stable clinical outcomes.  There are likely to be some clinical paths or practice guidelines in place at your organization already.  However, there needs to be agreed upon and enforced clinical practice guidelines, which largely dictate physician and clinical care activities, for at least each major service line and all major DRGs at your organization.  

Implementation of standardized clinical protocols will standardize the level of care that patients receive as well as standardize the costs and potential outcomes.  Of course, an appeal process, or an exception to the approved clinical pathways, must be made available for extenuating circumstances.  However, the use of appeals should be relatively infrequent.  

Move rapidly to adopt and enforce clinical practice guidelines for all service lines, key DRGs, and strategic DRGs.  Utilize "breakthrough" benchmarking: efforts in a previous Task to gather the information needed, then identify the most expedient manner of installing the new and improved version of conducting this work with all staff and physicians.  

Some aspect of accountability will need to be involved in the roll out of the breakthrough processes or else you will not get the uniform change among all staff and physicians.  The accountability might take the form of an appeal process, or it might take the form of economic credentialing in which case, physicians who practice outside the approved guidelines are not paid for the additional resources and costs that they incur on behalf of the patient.  Generally speaking, economic approaches to accountability are most effective for rapid and wide spread change.  When you tie new or revised behavior to compensation, you will get the greatest amount of change in the shortest period of time by the greatest number of people.

You will also need to develop and enforce a policy for how to handle physicians who choose not to comply with the approved protocols.

NEW AMERICAN HOSPITAL ASSIGNMENT

INITIATIVE HQ.3  QUALITY IMPROVEMENT IN PHYSICIAN PRACTICES

TASK HQ.3.4
IMPLEMENT COMPUTERIZED DIAGNOSTIC 





SYSTEMS AS SECOND OPINION/CHECK POINT 




FOR PHYSICIANS

Priority: 
A

Timing: 
Session V

Teamleader: 
Module Leader

Recommended Approach: 
DIG

Other Assignees: 
 Chief Nursing Officer

Interactions With Others: 
Director of Medical Staff

Work To Be Done:  Physicians have grown cautious in making diagnosis and  largely employ a second opinion from a colleague in either a formal or informal manner, as a check point in the determination or confirmation of a diagnosis.  The problem with this approach to second opinions is that often the second opinion is gathered from a familiar colleague who shares the same knowledge and experience base as the originating physician, and therefore is more easily persuaded to a common stream of thinking by the primary physician.  Thus, the second opinion is not as objective and valuable as it could/should be.  

Computerized diagnostic systems are purely objective in nature and often provide new ideas and state-of-the art information for the primary physician to consider.  

Because the state of knowledge in medicine is changing so rapidly, and because of your quest for high quality, a second opinion from an objective, knowledgeable base such as a computerized system would serve as a safe guard against inaccurate or partially accurate diagnosis.  If computerized second opinions were made a standard part of physician protocol at your organization, then those physicians whose opinion might ordinarily be challenged, or should be challenged, will be advised in a respectful and unbiased manner using the same standard set of protocols applied to all other physicians.  It takes as much subjectivity out of the process as is possible, and reduces the liability of misdiagnosis or partial diagnosis.

Computerized diagnostic programs can also serve physicians and your organization by checking on the lab tests and pharmacology orders prescribed.  There are specific regimens of drugs and lab tests ordered that correspond to specific DRGs.  These computerized software systems double check to assure that what should have been ordered for a particular DRG and patient type was indeed what was ordered.  They can also identify pharmacy charges and prompt physicians to utilize less costly drugs in particular instances where a choice of pharmacology can be made.  

This approach serves as a second opinion on ancillary services while simultaneous providing the most cost effective alternative for the physician thus reducing physician error.

NEW AMERICAN HOSPITAL ASSIGNMENT

INITIATIVE HQ.3  QUALITY IMPROVEMENT IN PHYSICIAN PRACTICES

TASK HQ.3.5
EVALUATE PHYSICIAN PEER REVIEW PROCESS

Priority: 
A

Timing: 
Session V

Teamleader: 
Module Leader

Recommended Approach: 
DIG

Other Assignees: 
 To be determined.

Interactions With Others: 
Medical staff leadership

Work To Be Done:   The peer review process in most organizations is somewhat limited to the scope of a few primary items.  The objective of this Task is to evaluate your physician peer review process with the intent of creating a comprehensive assessment of physician performance by peers.  It is of no value to your new organization culture to allow physicians with inappropriate behaviors—behaviors not compatible with the high quality, high satisfaction, low cost, and best people focus to practice in your organization.  Unacceptably performing physicians can contaminate the culture and workers that you have worked hard to build.

Components of a comprehensive peer review process would minimally include the following:




•  Credentialing



•  Continuing education



•  Adherence to clinical practice guidelines 



•  Utilization of resources review 



•  Economic contribution or drain to the organization



•  Quality outcomes



•  Customer Satisfaction levels 



•  Relationship development 



•  Consistently respectful to patients and staff

You may have additional components that you wish to add to the list.  Which of these components are missing from your peer review process?  How can you move to incorporate these into your process?  Do not allow political webbing to defeat you in this Task.

NEW AMERICAN HOSPITAL ASSIGNMENT

INITIATIVE HQ.4  NEW THINKING IN QUALITY MANAGEMENT

Description And Objective Of Assignment:  The objective of this Initiative is to expand the thinking and practices of management in the organization to a level above what they now consider to be Excellent—to a specifically redefined level of minimal quality performance.  

Why Is This Assignment Made?  The typical middle manager in a healthcare organization has a perception of quality that does not equal what is needed in order to compete in what has become a rigorously competitive environment.  Their perception and understanding of what excellence in healthcare performance is will need to be recreated.  Through the Tasks in this Initiative, managers will be required to continually reestablish and increase what will be viewed as ever rising minimal quality performance levels.

NEW AMERICAN HOSPITAL ASSIGNMENT

INITIATIVE HQ.4  NEW THINKING IN QUALITY MANAGEMENT

TASK HQ.4.1 
DEFINE NEW ROLES OF CI SPECIALISTS IN 





QUALITY INITIATIVES ****

Priority: 
A

Timing: 
Begin following TUL Session V 

Teamleader: 
Module Leader

Recommended Approach: 
DIG

Other Assignees: 


Interactions With Others: 


Work To Be Done:  CI Specialists (Continuous Improvement) are staff members with an acute understanding and aptitude for the application of CI tools to assist in diagnosing system and work process problems.  These are staff members who hold regular positions in other parts of the hospital but have been trained in CI tools and enjoy the challenges of working on projects involving them.  CI Specialists are called upon to assist in projects where their skills are needed, then they return to their usual job duties.  

CI Specialists play a leading role in all current and future Quality Initiatives.  They conduct and/or facilitate the conduct of an analysis of current systems/processes as the first step to making changes, followed by brain-storming, and concluding with an in-depth analysis of the proposed changes made prior to the piloting of the change and tracking of expected results of the changes. 

Planned changes in information systems should always include a CI Specialist in the planning phases.  The operating system, represented by the users in an organization, should drive the information/automation system, not the reverse.  The CI Specialist and organization users can outline what information/automation needs will be within the changed work processes/systems.

Because healthcare operations have traditionally had to work around whatever information/automation systems were available to them, with many information/ automation systems being inadequate, staff have become accustomed to allowing information systems to dictate what they needed and how they would operate.  

The objectives of this Task are:

1. To identify CI Specialists in your organization

2. Integrate CI Specialists into the analytical and developmental


role of assisting in determining how information systems are 


designed in order to support optimal departmental operations.

Three decisions that will need to be made are:

1.  How many CI Specialists are needed?  It is recommended that


three to five specialists be trained and available to work in these Tasks.  

Only one CI Specialist should be assigned to work on each 



work/system process.

       2.  To whom will CI Specialists report during project work?  It is 


recommended that CI Specialists report to the operational manager 

rather than the Information Services manager for CI project work.

       3.  When should we begin to use CI Specialists?  Answer: As soon as 

is possible.

NEW AMERICAN HOSPITAL ASSIGNMENT

INITIATIVE HQ.4  NEW THINKING IN QUALITY MANAGEMENT

TASK HQ.4.2 
IDENTIFY CLINICAL OUTCOME MEASURES USED 




TO EVALUATE THE "100 BEST HOSPITALS"LIST &




MOVE TOWARD THEM RAPIDLY ****

Priority: 
A

Timing: 
Begin following TUL Session V 

Teamleader: 
Module Leader

Recommended Approach: 
DIG

Other Assignees: 
Management House

Interactions With Others: 


Work To Be Done:  The 100 Best Hospitals list is compiled on a comparative basis using quality and financial performance statistics for various categories of hospitals.  i.e teaching, rural over 250 beds, etc.  If you are to compete in the delivery of healthcare in your area, you must know who your competitors are, and at what level they are competing in order to gauge your advancement.  If you do not feel that your organization is interested in competing for the honors of being included in this list, then the comparative information provided by HCIA, who compiles the 100 Best Hospitals list, will serve as a benchmark of what others can and are doing in your class of competition.  

Your Task is to contact Jean Chenoweth at HCIA at 1-800-568-3282 for information on the 100 Best Hospitals list and where your organization performance stands comparatively.  Then, with the assistance of the Executive Team, determine which performance statistics your organization will focus on first.  Create a tactical plan for achievement of those new performance goals.  

(Note:  Management House has no affiliation with HCIA)

NEW AMERICAN HOSPITAL ASSIGNMENT

INITIATIVE HQ.4  NEW THINKING IN QUALITY MANAGEMENT

TASK HQ.4.3 
BOOST JCAHO STANDARDS OF PERFORMANCE IN 




YOUR ORGANIZATION

Priority: 
A

Timing: 
Begin following TUL Session V 

Teamleader: 
Module Leader

Recommended Approach: 
DIG

Other Assignees: 
Director of Quality

Interactions With Others: 
Director of Quality

Work To Be Done:  JCAHO, by their own admission, represents the minimum standards of performance to be provided by a healthcare organization.

New American Hospital standards of quality need to be among the best in the industry, thus comparisons of your organizational quality measures with JCAHO standards is not good enough.  Use JCAHO survey results to identify areas for immediate change in your organization.  Then, take JCAHO standards and boost them by a multiple of at least two, meaning that your new organizational standards are at least twice as stringent as what JCAHO would require.  These new quality standards are to be met routinely by departments.  

An indication of the consistency with which "minimal JCAHO" standards are met is indicated by the amount of anxiety and clean up that department managers experience as they prepare for JCAHO survey. If you see that department managers are preoccupied with getting ready for JCAHO, then you know that their standards of daily operation are not even at the minimal level.  There should never be a concern that JCAHO surveyors are coming.  An unexpected visit by JCAHO should be a non event in the life of department managers as they are operating at above JCAHO standards routinely.  Those who are not operating at above JCAHO levels are in need of assistance or replacement.

Create departmental tactical plans to arrive at this new level of performance within the next nine months.

NEW AMERICAN HOSPITAL ASSIGNMENT

INITIATIVE HQ.4  NEW THINKING IN QUALITY MANAGEMENT

TASK HQ.4.4 
EVALUATE NCQA OR OTHER ACCREDITING BODY 




AS SUBSTITUTE FOR JCAHO ACCREDITATION

Priority: 
A

Timing: 
Begin following TUL Session V 

Teamleader: 
Module Leader

Recommended Approach: 
DIG

Other Assignees: 
CEO, Director of Quality

Interactions With Others: 
CEO, Director of Quality

Work To Be Done:  The value/cost ratio of JCAHO services and accreditation has come under substantial criticism in 1995+.  Alternative accreditation bodies have been identified by a number of leading states.  This Task is responsible for identifying and evaluating alternative accreditation bodies in lieu of JCAHO, or in addition to JCAHO.    

What other accreditation bodies are there?  What states and organizations have had success transferring from JCAHO to another body? What costs/benefits would accrue to your organization if you were to take the lead in making the change?  The objective of this Task is to answer these questions and then facilitate executive decision-making along the lines of "what additional accrediting bodies" should your organization support and adopt and why, or what components of alternative accrediting bodies would represent good measurements against which your organization can measure its' performance?  

If no change is made, then how can your organization get greater value out of the JCAHO relationship?  

NEW AMERICAN HOSPITAL ASSIGNMENT

INITIATIVE HQ.4  NEW THINKING IN QUALITY MANAGEMENT

TASK HQ.4.5 
RESTRUCTURE QUALITY, UTILIZATION REVIEW, 




ACCREDITATION & RELATED SERVICES UNDER 




ONE DEPARTMENT

Priority: 
A

Timing: 
Begin following TUL Session V 

Teamleader: 
Module Leader

Recommended Approach: 
DIG

Other Assignees: 
CEO

Interactions With Others: 
CEO

Work To Be Done:  Take an inventory of all services that fit under the umbrella of “Quality” within your organization.  This would include utilization review, peer review, quality assurance, safety/security, infection control, risk management, and possibly a few others.  

The objective of this assignment is to consolidate all such services under the umbrella of one director for greater synchronization within the organization and more effective management.

Your Task is to identify the various departments and functions that fit under this umbrella, and consider the benefits of consolidating these services/functions under one direction in order to expedite services and reduce management variance further.  Seek approval of the various authorizing bodies to make this change in organization design.

NEW AMERICAN HOSPITAL ASSIGNMENT

INITIATIVE HQ.4  NEW THINKING IN QUALITY MANAGEMENT

TASK HQ.4.6 
STUDY NCQA STANDARDS AND HEDIS QUALITY 




INFORMATION

Priority: 
A

Timing: 
Begin following TUL Session V 

Teamleader: 
Module Leader

Recommended Approach: 
DIG

Other Assignees: 
Director of Quality

Interactions With Others: 
Director of Quality

Work To Be Done:   The National Council on Quality, and the Health Employers Data Information Set (HEDIS) are two sources of quality based statistical information that can be used to gauge your organization's quality performance, share Quality Initiatives and information, and watch for trends in quality and healthcare business in general.

The NCQA is intensively addressing quality issues and houses information on Quality Initiatives from all industries.  Thus, this is a valuable source of information for quality best practices from the most excellent organizations as well as healthcare organizations.

HEDIS, on the other hand, is primarily interested in cost, quality outcomes, and most recently added to the list is their interest in Customer Satisfaction results from healthcare providers.  Thus, knowledge of organizational performance statistics as housed by HEDIS provides you with competitive data—what you need to meet or exceed in order to remain or become competitive in your area.  They are also rapidly becoming a powerful source of information for employer coalition negotiations for healthcare coverage, as well as a source of information for managed care companies who are negotiating contracts for the coming period of time.  

Your Task is to find out how your organizational performance statistics compare with others in the HEDIS bank of information.  Evaluate your comparative performance and set new, greater and higher standards of performance.  If you cannot address all of the performance areas simultaneously, then choose those statistics that will have the greatest impact for the effort and begin work rapidly on those Initiatives.  Create a tactical plan to meet or exceed the HEDIS performance stats identified as being a priority.  

NEW AMERICAN HOSPITAL ASSIGNMENT

INITIATIVE HQ.5  QUALITY DEVELOPMENT OPPORTUNITIES

Description And Objective Of Assignment:  The objective of this Initiative is to simultaneously develop the skills, knowledge, and abilities of managers and staff while making progress in the improvement of quality outcomes.  In order to accomplish this, there are numerous Tasks in this Initiative which create opportunities to further develop the organizational infrastructure and personal knowledge level of managers which is necessary to achieve higher quality results.  

Why Is This Assignment Made?  As a group, the probability that hospital middle managers will unify under a common banner to uniformly improve their collective knowledge and practices as they relate to quality seems highly unlikely.  Hence, the Tasks in in this Initiative move the understanding and opportunities to use quality-based knowledge to a uniformly higher level among managers.  As a result variance in management practices should be reduced.

NEW AMERICAN HOSPITAL ASSIGNMENT

INITIATIVE HQ.5  QUALITY DEVELOPMENT OPPORTUNITIES

TASK HQ.5.1 
EVALUATE PC AVAILABILITY & SOFTWARE TRAINING NEEDS FOR QUALITY CHARTING

Priority: 
A

Timing: 
Session V
Teamleader: 
Module Leader

Recommended Approach: 
DIG

Other Assignees:
Director of Information Technology

Interactions With Others:  Information Services staff

Work To Do:  “A picture is worth a thousand words.”  A quality chart is a picture of the department’s quality performance and it is worth a thousand words in explanation and communication to department Associates who are responsible for quality outcomes.

An earlier Task in this module guide requires department managers to chart and publish quality performance for critical control points and outcomes in their department.  In order to do this, management must have access to software and PC’s upon which they can create the charts.   

Your Task is to determine how managers can access necessary hardware, software, training and/or assistance for creating quality charts in the short term, and in the long term.  The solution for the short term may be different from the solution for the long term.  Make it easy for managers to chart the information, but do not provide the service for them.  Managers must learn how to operate the fundamental tools of computer spread sheets and charting.  

Organize the requirements for charting and include charting requirements in every managerial presentation.  In other words, require managerial presentations to include at least one chart.  Presentations without a graphic chart will be considered non starters and will not add to the business agenda.  Be firm in the standard.  It is important for purposes of decision-making and for purposes of professional development of management staff.

NEW AMERICAN HOSPITAL ASSIGNMENT

INITIATIVE HQ.5  QUALITY DEVELOPMENT OPPORTUNITIES

TASK HQ.5.2
EVALUATE FREQUENCY OF QUALITY AUDITS IN ALL SERVICE LINES  ****
Priority: 
A

Timing: 
Session V
Teamleader: 
Module Leader

Recommended Approach: 
DIG

Other Assignees:
Director of Quality and Management House

Interactions With Others: 
 Director of Quality and Management House

Work To Do:  A centralized quality function is essential in each organization, and your organization probably already has this function isolated as a specialty.  

In a previous Task it is recommended that all functions related to Quality Initiatives be consolidated under one department manager.  This department manager is then responsible for Quality Initiatives within the organization.  To assure that the highest possible quality standards are being maintained, it is recommended that quality audits be conducted on/through each major service line at a minimum.  A quality audit is an intellectual, informational, and physical review conducted by the quality department/professionals utilizing the checks and balances as well as the quality standards that are in place within each service line.  

The purpose of the audit is to assure that no critical control point has been overlooked as a necessary quality monitoring point, to help assess potential quality problems, provide reinforcement for high quality outcomes, problem-solve as needed, and assist in the movement to even higher quality standards.  

This is a team approach to quality management.  It is a hands-on approach as the quality manager should be physically viewing and reviewing the steps in each service line.  

The reason this assignment is important to your organization is that the High  Quality Initiative, which should be objective and rational in it’s origin, has traditionally been accepted at the status quo level, or a level that is less than aggressively viewed as high quality within the larger scope of the healthcare industry.  Thus, the collective view of numerous skilled and objective minds is greater than the view of any one mind.  

The quality audit should not be viewed as a threat or negative experience.  It should be viewed as a positive opportunity to problem-solve and create greater quality outcomes.  

The objective of each quality audit is to pin-point areas where standards have been stabilized and can now be raised to a higher level, and to shore up points in the process when opportunities for quality mishaps may occur.

NEW AMERICAN HOSPITAL ASSIGNMENT

INITIATIVE HQ.5  QUALITY DEVELOPMENT OPPORTUNITIES

TASK HQ.5.3
ABOLISH ISOLATION: ESTABLISH NETWORKS & WEBS OF BEST PRACTICE STUDY GROUPS FOR SPECIALITIES AMONG ORGANIZATIONS  

Priority: 
A

Timing: 
Session V
Teamleader: 
Module Leader

Recommended Approach: 
DIG

Other Assignees:
Director of Quality

Interactions With Others: 
Director of Quality

Work To Do:  Information, knowledge, and change is occurring at a rapid rate within the healthcare industry.  In order to boost organizational performance organization-wide, and to maintain this new level of performance, it is essential to be properly and widely connected with those people and organizations that are successfully applying what have come to be viewed as best practices, including best management practices and best clinical practices.  

Imagine an extensive web of relationships, communications and information to and from each of your managers, executives and physicians, and other leading providers, vendors, and researchers within your organization and among other excellently managed organizations. This web of relationships is continuously sharing new and better ways of doing old work, and new and better ways of doing new work.  

As the speed of communication becomes more and more rapid with the use of computers, e-mail, electronic information and the internet, the speed of change and improvement in quality in healthcare within your organization should also ramp up as it is within the healthcare industry as a whole.  Without a corresponding increase in the speed of change within the organization, there is no hope for your competitive future.

The objective of this Task is for each department leader to establish a web of networks and relationships with the sources of best practices in their clinical field and the professional management field.  Search out the sources of best practices in each of your service lines and major DRGs as well as strategic DRGs for the future.  Search out relationships with leading managers and executives in excellent organizations outside of healthcare.  Exchange challenges and solutions.  Adapt their successful approaches to your organization. 

 Make the assignment for each department manager to create a web of contacts and information sharing sources that extends to a minimum of at least five different organizations, at least one of which must be an organization outside of healthcare.  Other sources of information include the world wide web and internet web sites which make it easy and affordable to research best practices and communicate with those who are having success with them.   Publish the consolidated listing of contacts with each of the various organizations each manager networks with.  The published list allows other managers to piggy back on the already established relationships that their colleagues within your organization have established, thus leveraging your professional relationships further.

Follow up on this assignment in three months to see what it is that managers/executives have learned that they can apply to your business.  If they have not learned and applied something new and of value, then they have not completed the assignment.  Relationships are a give and take, ebb and flow.  There must be value if managers are to invest time in it.  Calculate the return on investment by calculating the value of the ideas, techniques, solutions, etc. that managers acquire through their web.  

PS.  This is a form of networking, which is more popularly referred to as webbing these days.  This is a dual payoff for the manager’s career development as well as the organizations' investment in time.

NEW AMERICAN HOSPITAL ASSIGNMENT

INITIATIVE HQ.5  QUALITY DEVELOPMENT OPPORTUNITIES

TASK HQ.5.4
IDENTIFY DIAGNOSIS WHERE RISK OF COMPLICATIONS HAVE PROVEN TO BE GREATEST IN YOUR ORGANIZATION & MAKE CHANGES ****

Priority: 
A

Timing: 
Session V
Teamleader: 
Module Leader

Recommended Approach: 
DIG

Other Assignees:
Director of Quality and Management House

Interactions With Others: 
Director of Quality and Management House 

Work To Do: Certain DRGs have commonly related risks of complications.  However some organizations and physicians have a more impressive record of preventing and/or managing the outcome of such complications.  These are the organizations and/or physicians that are sought out by patients.  These are also the organizations and/or physicians who are better at managing the costs of such DRG cases.  

The objective of this Task is to identify DRGs and case profiles where the risk of health complications and associated quality and health costs is high.  Assess why complications are occurring.  Sometimes complications are a direct result of the patient’s condition, and sometimes they are the direct result of staff performance and/or protocols.  What changes can be made in the way that these specific DRG cases are handled?  What protocols and staff performances can be changed or reinforced to assure that the variables which are within your control, i.e. proper supplies & tools, proper staff, proper sterilization, etc. are consistently adhered to?  Progress, thus changes need to be made.  

The DIG group should research and brainstorm using the information available in-house initially, then using breakthrough benchmarking techniques and the webs and contacts of others as well as themselves, to find and adapt the best practices elsewhere.  The goal is zero complications.  Be cautious of the Old American Hospital tendency to rationalize situations where results are not as good as desired.  Rather than rationalize, look at each situation as an opportunity for improvement, even those situations where the outcome would be described as unexpectedly good.  

The final question should always be:  What could have been done that would have made this even better?

Monitor the number and acuity of complications in these identified DRGs to assure that the changes being made are making a difference.  What is the value of the reduced number of complications?  To calculate the economic value of reduced complications, determine the difference in the length of stay for patients without complications and the average length of stay for the patients with complications.  Multiply this difference in length of stay times the average cost per day for the care of this particular DRG.  Take this figure and multiply it by the number of reduced patient cases with complications for the year.  The number of reduced patient cases with complications can be determined by taking the average number of cases with complications for last year less the average number of cases with complications for the year following the process changes.  Report this value to the MAC.
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TASK HQ.5.5
IDENTIFY DIAGNOSIS WHERE RISK OF DEATH IS GREATEST IN YOUR ORGANIZATION & MAKE CHANGES  

Priority: 
A

Timing: 
Session V
Teamleader: 
Module Leader

Recommended Approach: 
DIG

Other Assignees:
Director of Quality and Management House

Interactions With Others: 
Director of Quality and Management House

Work To Do:  This Task is concerned with improving the mortality rate (clinical outcome) of those DRGs in your organization where the risk of death is greatest and the volume of patients is substantial.  Admittedly, there are some DRGs where the risk of death is consistently high among all healthcare providers.  These DRGs are not necessarily the target of this Task.  

The targets of this Task are those DRGs where the risk of death is greater at your organization than at other organizations.  Where in comparison to peer organizations your statistics are in the 50th + percentile range.

There may be a host of reasons why the risk is greater at your organization than at other organizations.  It is that host of reasons that represent the challenges to overcome or neutralize in caring for these DRG patients. 

Begin by identifying the DRGs where the risk of death is greatest.  Then, DRG by DRG, compare your mortality rate to the most excellent healthcare organizations for the same specific DRG.  What degree of difference is there in the mortality rates?  What can you learn and adapt from the organization that has the better mortality rate?  Do not be fooled into rationalizing the reasons for differences as due entirely to factors that are outside of your control.  Learn what you can from others and apply it at your organization.  Monitor results to see if the changes are having an impact.  

Conduct a mortality check on all DRGs where you organization has experienced a patient death.  One death is one death too many.  How do you fare in all categories?  Unless you are leading in the region, meaning a substantial geographic region at a minimum, then there is more that you can learn and do to improve the quality outcomes for these and future patients.  

After monitoring results for three to four months, determine if the changes have made a difference.  If they have, translate the value of the changes to the organization into estimated quantifiable figures and report it to the MAC.  If the changes made have not made a difference, start again to figure out what can be done to indeed make a difference.  Your assignment is to make a difference in this area.
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INITIATIVE HQ.5  QUALITY DEVELOPMENT OPPORTUNITIES

TASK HQ.5.6
ESTABLISH QUALITY READING STANDARDS AND APPLICABLE DISCUSSIONS

Priority: 
B

Timing: 
Session V
Teamleader: 
Module Leader

Recommended Approach: 
DIG

Other Assignees:
Director of Quality

Interactions With Others: 
Director of Quality

Work To Do:  Department managers and executives need to be more widely read and state-of-the art knowledgeable about what is going on in the areas of Quality Initiatives, leadership, change and people growth topics.  The Uncommon Leader program provides some sources of reading and knowledge building.  However, in an industry that is changing at the speed of light, it is imperative that managers and executives develop and remain knowledgeable in these topic areas.   

The commitment to reading and self-development is dramatically different from person to person, manager to manager.  Many managers simply do not understand the value of being on the leading edge of knowledge.  

Because an organization cannot afford to have management staff that are unaware of, or uninterested in leading practices and knowledge, it is important that the organization establish learning, development, application standards for all managers/executives.  One way of managing this Task with relatively little or no cost and direct application of the concepts at your organization, is to establish “Quality Reading Standards” as well as other reading standards on the above listed topics.  But, for the moment, let’s focus on quality reading standards.  

This can be accomplished by undertaking a couple of different approaches.  One approach is to send out copies of one or two key articles on quality topics each month for all managers to read.  Augment this reading with the assignment that all managers are to read the articles and investigate some improved means of building the newly learned quality concepts into their department operations.  The second part of this assignment fits nicely with Task HQ.5.4 “Abolish Isolation:  Establish Networks & Webs of Best Practice Study Groups for Specialities Among Organizations” which requires managers/executives to actively cultivate a web of contacts and sources for best practices information exchanges.  

VPs are to follow up with managers relative to departmental activities on this assignment.  The question is: What does this article mean to you in your department?  What can you take from the information and put to use at our organization?  When VP follow-up assignments of this nature are not universally carried out, stale mentalities once again start to emerge. 
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TASK HQ.5.7
MOBILIZE JOB ENRICHMENT & REDESIGN WITHOUT LAYOFFS ****

Priority: 
A

Timing: 
Session V
Teamleader: 
Module Leader

Recommended Approach: 
DIG

Other Assignees:
Director of Human Resources, Chief Clinical Officer, TAC

Interactions With Others: 
 Director of Human Resources, Chief Clinical Officer, TAC

Work To Do:  Based on the staffing needs of your organization and evolution of the way that healthcare will be delivered in your organization in the relatively near future, look forward to the type of jobs your organization will need in the next 12 - 36 months.  

Strategically plan for the combination of more jobs among support functions as well as technical and direct patient care functions, and not to forget administrative functions.  Create your strategic plan of which job tasks will be combined to create new types of positions that provide a better patient care delivery model.  

Work first discretely among support functions as one group, then among technical and direct patient care functions as an overlapping group, and among administrative functions as a separate group.  It is easier and more effective to make the initial radical changes among like types of jobs.  The goal is to design jobs that are broader in scope, more patient/Customer focused, and more efficient to manage.  The result will be a need to do massive retraining among certain positions.  As a result of the job redesign portion of this Task, there should also be a resulting surplus of people resources.  

In addition to the surplus of staff resulting from the consolidation of job tasks on the growth and development side of the business, there should also be a demand for people to fill other new types of positions/jobs which will be needed as your organization progresses.  Thus, there should be a redeployment of people to the new type of positions/jobs that will be created by the new way healthcare will be delivered, expanded services/market share, and new services added, without the threat of or occurrence of layoffs.  Again, the goal is no layoffs.

All of this cannot occur without a well laid strategic plan for current position redesign, new position design, aptitudes of people affected, training and transfer, etc.  Begin your plans now.  Assuredly the types and number of staff in place now will not be what is needed in the next two to three years.  Waiting will simply compound the difficulty of making the transition, and heighten the risk of layoffs and other objectionable approaches to a crisis situation.  If you need additional help in the redesign of work or the strategy for the redesign of work, contact Management House, Inc. 
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Description And Objective Of Assignment:  The objective of this Initiative is to focus quality improvement initiatives in departmental operations and service lines.  Regardless of the current level of excellence within your organization, there is substantial room for improvement in work systems/ processes and overall quality outcomes.  

Tasks in this Initiative are generally directed toward all managers.  Read each Task and ask yourself, “Could this assignment be made to all managers?”  In most cases, the answer is “yes.”  If yes, make the assignment to all managers, including a designated due date for results, and calculated return on investment.  

It is the responsibility of vice presidents to monitor the completion of Tasks by managers who report to them.  One measure of the quality of work done by each manager is the amount of change they install in their department, and the calculated return on investment derived from that change.  

If all managers implement the Tasks within this Initiative in a quality manner, a significant amount of productivity improvement and quality improvement will be seen in organizational operations.  Productivity and quality will be enhanced and costs should be positively affected.
Why Is This Assignment Made?  At this point in time there is no common consensus among all managers and executives regarding the amount of quality improvement opportunity currently residing in your organization.  Assuredly, because of this variance in opinion, there is also a variance in the level of quality and efficiency operating within each department.  

This Initiative was created in order to move all departmental operations in a synchronized movement to a higher level of quality and productivity performance.  Therefore, it is essential that leaders of this Initiative not accept anything less than an implemented Task with a positive return on investment from each department manager.  There is opportunity for improvement in every operation, regardless of its' current state of operation.
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TASK HQ.6.1
REVIEW DEPARTMENT PHYSICAL 


ROOM LAYOUTS  ****

Priority: 
A

Timing: 
Session V
Teamleader: 
Module Leader

Recommended Approach: 
DIG

Other Assignees:
Management House and Department Leaders

Interactions With Others: 
 Management House and Department Leaders

Work To Do:  As a follow up to a previous Task for each department manager to flow chart department systems and processes, this Task identifies physical changes that are required within a department in order to improve quality and productivity.  

The systems and work processes have been flow charted and cycle time analyzed.  The question is, "What needs to change in the physical layout of the department to facilitate higher quality results, and more efficient utilization of people and time?"  Physical layout of the department includes the administrative areas as well as clinical and operational areas.  For nursing units this would include patient rooms, storage rooms, nursing stations, and so on. Keep it simple.  Look for opportunities to batch work of like kinds in one physical area, to reduce travel or transport distance between sequential steps in a process, to reduce work redos, to share more information more rapidly and easily, to keep communication open and easily flowing, to monitor critical control points in processes, to minimize travel for use of tools or equipment.  

Changes in the physical department layout should not entail expensive reconstruction.  There are opportunities for improvement in every department.  Do not accept the response from any department manager that their department is already optimally designed, as there is surely room for improvement.  

For starters, department leaders can ask staff for their ideas on how to refigure or modify current department layouts for purposes of improving efficiencies in work.  Surely those who are doing the work have a number of ideas for you.  The test will be in management's willingness to implement the ideas.

When you have solicited all the ideas currently available from staff, go to your customers and ask for their ideas on how you can improve the output of your department.  Very often it is the Customer who sees what is wrong with your operation.  Simply ask them, and they will tell you.  Start with internal Customers first.  

Each manager is to calculate what the changes represent in terms of greater productivity, improved quality, economic savings as calculated by less time to complete a process.
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TASK HQ.6.2
REVIEW PATIENT ROOM LAYOUTS  ****

Priority: 
A

Timing: 
Session V
Teamleader: 
Module Leader

Recommended Approach: 
DIG

Other Assignees:
Management House and Select Department Leaders

Interactions With Others: 
 Management House and Select Department Leaders

Work To Do:  The physical layout and location of facilities and supplies, etc. within patient rooms was designed some time ago.  It is time to review the physical layout of patient rooms looking for ways to rearrange supplies, equipment, patient location, lighting, etc, in order to more efficiently and conveniently (for staff and patients) deliver patient care within that room.  This may include ideas along the lines of adding common pieces of equipment that are routinely used to service patients of a particular diagnosis in certain rooms where patients of that diagnosis or related diagnosis are most commonly assigned.   

You should also look at supply sources and supports needed to add speed, efficiency, and comfort to the patient care process.  There is also a Customer Service Task assigned to look at ways to improve the friendliness, comfort and acceptability of patient rooms.  You may wish to coordinate this Task with the Customer Service Strategy as there is some degree of overlap.  However, the scope and objective of this Task is different in many respects from the Customer Satisfaction Task.  This Task is focused on efficiency of care delivery rather than on Customer Satisfaction.  The two are related, but the work to be done in each Task is considerably different.

PS.  Involve physicians in this Task.  After all, they are delivering a substantial amount of the care in patient rooms and care delivery areas.  What is it that they would like to have in terms of equipment and supplies that should reside in each particular type of patient care area?  Where would it most effectively be placed?
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TASK HQ.6.3
REVIEW VISITOR AND PATIENT WAITING AREAS AND LAYOUTS  ****

Priority: 
A

Timing: 
Session V
Teamleader: 
Module Leader

Recommended Approach: 
DIG

Other Assignees:
Management House and Department Leaders

Interactions With Others: 
 

Work To Do:  Visitor waiting areas are not always considered in the full realm of the patient delivery experience, yet they should be.  Constant communication with family members or patients in waiting areas is a simple, yet time consuming Task required of patient care givers.  Although simple, it can consume an extraordinary amount of staff time if visitor and/or patient waiting areas are not designed to most efficiently accommodate the needs of patient care providers in the interaction/communication with visitors.  Further, lack of communication with waiting patients/visitors can result in patients leaving without your services which represents a loss of business as well as a potential legal liability.  

The objective of this Task is for each department manager to review visitor and patient (if applicable) waiting areas in order to identify opportunities to improve the layout to better facilitate frequent communication from your staff.

Look for such things as distance from departmental staff to waiting area.  Is it easy for staff to make eye contact or talk to people who are waiting, or does it require staff to move from one location to another in order to communicate with patients and visitors?  Can staff observe patients who are waiting to ascertain if an emergency situation or even frustration from waiting begins to occur?  What other incidents do your staff experience with waiting visitors and patients?  How can these situations be resolved to benefit staff time and visitor/patient satisfaction? 

Each department manager is to make improvements in visitor/patient waiting areas and report to the MAC or VP as to what the changes are.  In consideration of the changes made, some value has been received by the organization.  Department managers are to calculate the value of the changes made.  Consider efficiency in staff time, relief of staff, patient and visitor stress, and any other benefits the manager might realize.
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TASK HQ.6.4
ASSESS NEED FOR MANAGEMENT ENGINEERING PROFESSIONAL

Priority: 
B

Timing: 
Session V
Teamleader: 
Module Leader and Executive Team

Recommended Approach: 
DIG

Other Assignees:
Quality Director, CEO, Executives

Interactions With Others: 
 Quality Director, CEO, Executives

Work To Do:  This Task requires the participation of a combination of module leaders and executive team members.  

Your Task is to assess the need for a management engineering staff position, full or part time.  Often these positions are titled, "Performance Improvement" professional, or something along those lines.

The need for a position of this nature is directly correlated to the intensity of your organizational needs for system and work redesign, as well as the readiness of current staff to undertake the work of substantial system/process redesign in a fresh, open-minded, radical approach.  

Would a trained management engineer on staff at your organization be an asset that you can use, or do you feel that you can adequately handle major system changes, etc. with existing staff in the timeframe needed?  Carefully weigh the benefits of both alternatives.  If you choose to use internal staff to handle the redesign of work processes and systems, then check your choice by answering the following questions:


•  Does the person selected have an extensive aptitude for


systems and work process redesign work?


•  Is the person selected viewed as politically neutral throughout the 

organization?


•  Does the person have a balanced communication style 



represented by non emotional responses and presentations and a 

calm voice tone, or are they prone to get emotional and loud in 


order to try to make a point?


•  Does the person possess skills which allow him/her to be politically 

sensitive and smooth ?


•  Does the individual possess excellent negotiation and persuasion 

skills?


•  Is this person able to facilitate discussions, yet draw consensus, and 
make decisions that might not always be the popular decision?


•  Will this person be respected by physicians?

Beware that a staff Performance Improvement professional has limited ability to impact the organization because they, in fact, also live in the organization.  Therefore, with each change that they sponsor, they are expending political points, and in order to earn their place on the payroll, they must find ways to improve organization performance, which means continuously expending political points until such time that they have no more points, thus no more power to effect change directly.

In all cases where the Performance Improvement professional is on staff, the ability for the organization to make true change, that is for the organization to address the long-standing sacred cows that haunt it, is nearly nil.  In cases where performance improvement staff attempt to address sacred cow issues, they are typically squashed by the protectors of those sacred cows, and no change occurs other than the demise of the Performance Improvement professional.

Performance Improvement staff do play an important role in leading and directing the model for change which is provided from an outside source or change agent.  In this arrangement, the external change master absorbs the political hits necessary to make the change occur and to address the sacred cows which must be extinguished in order to move the organization forward.

Your Task is to assess the viability of a Performance Improvement professional for your organization, including what the scope and expectations for this job will be, and what the limitations will be.
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TASK HQ.6.5
EMPLOY VENDOR KNOWLEDGE/ASSISTANCE IN QUALITY INITIATIVES ****

Priority: 
A

Timing: 
Session V
Teamleader: 
Module Leader 

Recommended Approach: 
DIG

Other Assignees:
Department managers

Interactions With Others: 
Department managers and representatives from vendor companies

Work To Do:  Vendors are both contributors to high and low quality outcomes as well as potential partners in problem-solving quality issues.  To the extent that vendors can contribute to quality problems by providing late deliveries, backorders, faulty quality of products, equipment that breaks down, products that don’t live up to expectations, deliveries in dirty/contaminated trucks, etc., they can also serve as a source of solutions.  

Not only do vendors wish to work with you to problem solve in order to retain their account with you, but they also represent a source of additional information on how their organization is working with quality-centered issues—an information sharing opportunity; a webbing opportunity.

In this Task each department manager is assigned to identify their top five vendors and enlist active participation from vendors in this Initiative to improve quality.  Before contacting a vendor, department managers are to assess the current vendor relationship.  A good vendor relationship is a win for both parties.  

As Module Leader, determine what standard expectations the organization will have of vendors, and what standard performances vendors should have of your organization.  For example, vendors should expect to be treated by your organization in a respectable manner, be paid on time per the terms of their agreement with your organization, and be communicated with in an open, honest way with two-way communication and information sharing being the normative behavior. 

In return, your organization should expect that vendors deliver products on time, to the appropriate location, within sanitary control limits that you establish, and packaging requirements determined by your organization.  Also, vendors should be expected to provide necessary training on how to properly use their products, and ideas on how to improve organizational performance and quality using their products.  

As Module Leader, your responsibility is to facilitate establishment of these standards for all vendor relationships, and to implement them throughout the organization via department managers.  Department managers are key in the implementation because it is the manager/vendor relationship that directly impacts how much value your organization will reap from vendor relationships, which represent a great source of ideas and information which you do not have to pay for.

To develop better vendor/manager relationships, managers should first identify a number of the quality/service/productivity problems that are created by, or contributed to, by vendor’s performances.  Then, convene a small problem-solving session with each vendor to resolve the problems, share the newly determined standards of performance, and enlist their support.  By and large, you will find vendors to be very willing to participate in such an arrangement/understanding.  

Improved vendor relationships benefit your organization in times of trouble.  When there has been a history of a good working relationship (team), vendors are more willing to cooperate and perhaps give more in emergency situations.  Emergency situations may be defined as a stat need for supplies, an extension on payment of an invoice, a priority ranking in the equipment repair queue.  

The following is a sample agenda of topics to be covered in the first manager/vendor quality meeting.

· 
Review/redefinition of relationship expectations.

· 
Identification of quality, service, productivity problems

· 
contributed to by the vendor’s organization and performance 


violations that your organization has contributed to in the past (if 

applicable), i.e. late payments, etc.

· 
Problem-solve the above.

· 
Identify other quality objectives for the department.

· 
Enlist information and ideas from the vendor on what s/he 


has seen as successful solutions at other organizations, or how 

their corporation can assist in solving the high quality objectives.
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TASK HQ.6.6
DEVELOP & MOBILIZE INTER-INTRA DEPARTMENTAL WORK PROCESS PROBLEM-SOLVING DECISION MATRIX

Priority: 
B

Timing: 
Session V
Teamleader: 
Module Leader 

Recommended Approach: 
DIG

Other Assignees:
Department managers

Interactions With Others: 
 Department managers

Work To Do:   The objective of this Task is to standardize decision-making in the organization around the organization's Values and KRAs.  In order to do this, the Decision Matrix tool which was introduced in TUL Session IV needs to be customized for your organization.

Take the Decision Matrix and determine the “Required” attributes that must be fulfilled in all decisions for your organization.  Get executive approval and support to standardize the “Required” attributes for use by all Associates  in a decision-making situation.

When the “Required” attributes are standardized for decision-making and applied by the decision maker, the level of confidence on behalf of the person making the recommendation as well as the person receiving the recommendation will be greater as the “Required” attributes will be fully considered in the decision-making process.  This will increase the number of affirmative and supportive responses given to decisions that are made by others, and reduce the number of negative responses or denials of recommendations made.  Also, the quality of decision-making, in general, should improve, thus making it increasingly more comfortable to delegate decision-making.
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TASK HQ.6.7
INFORMATION MANAGEMENT REQUIREMENTS
Priority: 
A

Timing: 
Session V
Teamleader: 
Module Leader 

Recommended Approach: 
DIG

Other Assignees:
Department managers, Information Management staff

Interactions With Others: 
 Department managers, Information Management staff

Work To:  Availability of information is a key determinant in the quality of care provided—was the appropriate information available when it was needed and was it accurate?

It is also a key determinant in the cost of services provided.  If you must wait for information to arrive in order to make the next decision, or to provide the next piece of work in the process, then the delay of information is an unnecessary and additional cost.  Time is money and non productive waiting time is a waste of money and an unnecessary cost.  It is also a key determinant in the level of Customer satisfaction that the organization will realize.  

Unnecessary and unproductive waiting time significantly and adversely impacts on the satisfaction levels of patients and physicians and consequently adversely impacts upon their likelihood to recommend your organization for future services—the decline of business.

Information availability, when and where it is needed, is a key quality contributor.  

Managers are to identify the type of information they need that they are currently not getting;  the type of information they need and are getting, but must wait to get; and the information they need, but have to go through an unnecessarily laborious process to retrieve.  Do not be surprised at the length of the list of information requests and the length of the list of information that is received and not needed.

At the same time that managers are identifying what information they need and are not getting, they are also to identify the information and reports they are getting that they do not need or use, or do not need to receive on as frequent of a basis.  In other words, there is a ton, literally, of paper being generated out of information services that is of no value to management, so why continue processing, distributing and storing this information?  To the extent that managers can identify some work that information services no longer needs to do, that will lighten the load. 
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