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Objectives
➢ Provide overview of quality improvement

➢ Incorporating standard work for quality improvement

➢Applying root cause analysis for problem solving
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What Is Quality Improvement?
A culture of how we work and do business each day in which all 
employees, from frontline staff to senior leadership, are 
empowered to drive change toward quality and strategic goals.

Culture of quality is a mindset…

It is everyone's responsibility to promote and participate in a 

continuous improvement culture within their daily activities. 

Everyone, everyday, closer to better



What Is Quality Improvement?

Applies a systematic approach to problem solving

◦ Gradual improvements in everyday processes to improve quality of 
services, reduce variations and redundancies, and increase customer 
AND employee satisfaction

◦ Deliver best-in-class service to members in the community
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Poll Question #1:

What quality improvement methodology or language
does your team use?

• Plan-Do-Study-Act (PDSA or PDCA)

• Lean/Toyota Production System (A3 thinking)

• Six sigma (belts, i.e. green belt)

• Other (type in the chat)
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An approach to standardizing problem solving

•Identify your goal

•Understand the current state

•Design experiment/interventions

•Identify metrics

•Predict results

•Act based on what you learned

•Adopt, Adapt, Abandon

•Test the change

•Carry out a small-scale experiment

•Collect data

•Review the test

•Analyze results

•Assess learnings
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PDSA is Rooted in the Scientific Method

✓Identify the problem logic

✓Gather data (objective observation)
• Gain consensus among stakeholders

✓Root cause analysis process focused

✓Establish a hypothesis (“X will happen if 
these countermeasures are implemented”)

✓Conduct an “experiment” by implementing 
countermeasures

✓Verify the hypothesis (measurement)
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Where do you start your QI efforts?

Ask the team:
• Are your patient’s needs being met?

• Right care, right time
• Do staff have what they need to be successful in their 

work?
• Are there defects or inefficiencies in how work is done?

• Value added vs. non-value-added work activities 
(DOWNTIME)
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How do you identify 
improvement opportunities 

in your day-to-day work?



Think About…
• What is getting in the way of achieving 

your work goals?

• What activities of your role add value to 
your patients?  What would you like to be 
doing more of?

• What activities of your role do not add 
value to your patients or make the best use 
of your time?

Value added

Non-value 

added

Do you have work that keeps you BUSY 
but doesn’t add value?
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Ex: Variability in SUD screening 
across team 

Ex: Variability in Inter-rater 
reliability rates
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A way of engaging and organizing teams to 
continuously identify and act upon opportunities for 
improvement

Applied to process changes as well as behavior changes, 
and to problems big and small

Supports deep examination of problems

Plan-Do-Study-Act (PDSA):
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We need 
actionable 

data!
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What is your current state for SUD 
screening or evaluating IRR?

What is the process? Do we have a 
process?

What is working well? What is not?



Quality Improvement Provides a New Perspective
Starts with how we look at day to day activities and processes

◦ The power of observation: Importance of watching and documenting things, not 
interfering and fixing things 

• “It is about the work processes, not the individual person doing the 
work.”

• Open, judgment-free communication between the team members

• Involves the people who do the work to help address the challenges 

• Seeks to develop long-term, sustainable solutions to issues, not quick 
fixes or workarounds- what’s the root cause?
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We need to define how work should be 
done…Standard Work

Documentation of the current best practice

Standard work is the foundation of continuous improvement.

We can’t improve a process unless we know how it happened in 
the first place.
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Standard Work Tells Us…

• Who does what?
• How do you do it? 
• When do you do it?
• Where do you do it? 
• Why do you do it that way?
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Activities (work) must be highly specified as to:

• Content

• Sequence

• Timing

• Location

• Expected outcome

Activities

GOAL: Building successful processes for 
those that do the work

Quality care for patients
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Standard 
Work: How 
to wash 
your hands

Content: 

I know what to do!
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Standard 
Work: How 
to wash 
your hands

Content: 

I know what to do!

Sequence: 

I know that I am 

doing it in the right 

sequence!

Location: 

I know where the 

activity occurs. 

Expected Outcome: Clean Hands! 

Because the work is so explicit, I can 

figure out if there is a problem and 

call for help. 
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Problems are solved one step at a 
time – each attempt gets you closer to 

the goal
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From Current Condition to Future State

Current

Condition: 

Lack of standard work

IDEAL
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From Current Condition to Future State



An approach to standardizing problem solving

•Identify your goal

•Understand the current state

•Design experiment/interventions

•Identify metrics

•Predict results

•Act based on what you learned

•Adopt, Adapt, Abandon

•Test the change

•Carry out a small-scale experiment

•Collect data

•Review the test

•Analyze results

•Assess learnings
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Problem Statement 
(Problem, Scope, Team)

Root Cause Analysis



Understanding the 
Current Condition 
through Root Cause 
Analysis
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Poll Question #2:

Have you used a root cause 
analysis tool?

• Yes

• No
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Poll Question #3:

If yes, what did you find to be most 
beneficial in your experience?

• Being engaged in the 
process/heard 

• Expanded my understanding 
of the problem and complexity

• Appreciated the need to look 
beyond the symptoms

• Enabled me to focus on 
process not people 



Broken Systems and Processes

Something is broken… 
even when we’re fully 

staffed or have the best 
employees, or try to be 

really careful and 
mindful of our work 

ERRORS HAPPEN
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Blaming vs. Explaining

These are not root causes ...

“Staff negligence”

“User error”

“They doesn’t care”

“Someone else did it”
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Focus on the 
process



As a result…

Because…

Sooner

Later
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How do you determine 
the root cause?



Root Cause Analysis Tools

• Get the whole team to 
contribute their ideas about 
the causes.

• Go fishing!

• Get to the true causes by 
asking why the problem 
occurred.

• Drill down deeper!

“Fishbone” Diagram 5 Why’s
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Cause and Effect or “Fishbone” Diagram



Cause and Effect or “Fishbone” Diagram
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Decreased SUD 
screening rates
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Decreased SUD 
screening rates

Stigma
Staff concerns asking 
sensitive questions

Unable to create electronic 
tool in EMR 

Staff concerns asking sensitive 
questions

Data collected by hand
Coordination across department teams

Paper process for screening

Staff training for tool and 
interventions

Variability in recording results

Time for staff to train on new 
tools and processes Coordination across inpatient and 

outpatient teams

Different EMR systems between 
inpatient and outpatient

Lack of referral process for 
positive screen
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Deciding Where to Focus Improvement Efforts
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Prior Efforts prior efforts to work on this issue                  -1 (unsuccessful), +1 (successful), or 0 (none)

Magnitude of Threat level of danger to the organizational mission, staff or clients

Likelihood of Harm probability of harm to organization, staff or clients

Treatability likelihood that problem will respond to intervention 0 is lowest

Urgency level of urgency to deal with problem 5 is highest

Readiness availability of staff, resources, skills, and time

Trainer Delay
Prior 

Efforts

Magnitude 

of Threat

Likelihood 

of Harm
Treatability Urgency Readiness Total

Causes -1 to +1 0 to 5 0 to 5 0 to 5 0 to 5 0 to 5

Prior consumer was late -1 2 2 2 4 2 11

Trainer disorganized 0 2 1 2 2 3 10

Schedule overbooked 1 4 4 4 2 3 18

}
Staff concerns asking sensitive questions

Decreased SUD 
screening rates

Unable to create electronic tool in EMR 



5 Why’s
• Method to pursue deeper, systematic causes of a 

problem

• Narrow the field and focus on the most significant 
potential causes 

• Create a causal chain by asking a series of “Why” 
questions

“The important thing is not to stop questioning.”

-Albert Einstein
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Root Cause Analysis: 5 Why’s Example 
Problem:  Flight 1549 landed in the Hudson river
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Problem:  Flight 1549 landed in the Hudson river
Why? Because the pilot had to do an emergency landing

Why? Aircraft unable to maintain altitude
Why? Aircraft lost both engines

Why? Bird strike
Why? Nesting area on flight path
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Root Cause Analysis: 5 Why’s Example 
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The significant problems we 
have cannot be solved at the 
same level of thinking with 

which we created them.
--Albert Einstein



Rule 2: Connections – direct relationship between people or processes (unambiguous)

Rule 3: Pathways – process is defined  & simple

Rule 4: Improvement - respond to problems immediately, where they occur, design an 

experiment, with those doing the work, with a teacher

Source: S. Spear and H. Kent Bowen, “Decoding the DNA of the Toyota Production System”, 
Harvard Business Review, Sept.-Oct., 1999, p. 96.

Rule 1: Activities - highly specified work of a position (content, sequence, timing, location)

Roadmap: Work Design Principles
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Improvements are:

• Direct responses to a problem

• Made as close as possible to the problem

• Experiments using PDSA thinking

• Made by those doing the work

• Guided by a teacher/coach

• Made aiming toward perfection

Rule 4: One Rule of Improvement
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Rule of Improvement…in the spirit of quality improvement, never say 
the project is finished!  You still need to monitor, create the standard 
work and sustain the gains. 

Always strive for continuous improvement. 

Improvements
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7

Improvement

7 Use the Paper towel to open the door
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Root Cause Analysis in Summary

Listen to the people on the front lines, 
especially staff and consumers

Explore each suggestion, rather than 
judging it

Identify the causes of the problem not 
the symptoms

Tools: fishbone diagram, 5 WHY’s

WHY, not Who

It’s the process, not the peopleAddressing the root cause will eliminate the problem

Addressing symptoms will allow 

continued recurrence of the problem
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An approach to standardizing problem solving

•Identify your goal

•Understand the current state

•Design experiment/interventions

•Identify metrics

•Predict results

•Act based on what you learned

•Adopt, Adapt, Abandon

•Test the change

•Carry out a small-scale experiment

•Collect data

•Review the test

•Analyze results

•Assess learnings
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Tips for PDSA Problem Solving
Use data to understand the current condition and measure your experiments

Make incremental improvements to move closer to the target condition

Measure success of the improvements—do the improvements move you closer 
to the target condition?

Use tools to make work easier and processes flow more smoothly- standard 
work

Involve the people who do the work– “the experts”—in work redesign

“Every process is perfectly designed for the outcomes you get”
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Create a Learning Organization
✓Create a community of scientists

✓Look at work with a new perspective

✓Perform continual experiments that improve the system

✓Challenge the most basic assumptions about what can and cannot be 
changed

✓Learn by doing

Everyone, everyday, closer to better
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Poll Question #4:
What gets in the way of applying quality improvement methodology?

• Knowing where to start

• Time

• Comfort in applying QI techniques

• Resources/team

• Other (share in the chat)
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