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Learning Objectives

At the end of this session, participants will be able to: | "t‘
A

1. Understand the challenges with evaluating healthcare
performance

2. Describe the evolution of the Strategic Dashboard
3. Explain the components of a Strategic Dashboard

4. Clarify the role of Benchmarking
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What is the motivation for developing
your Strategic Dashboard(s)?

What is your motivation for measuring? et oare Saety
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Options for Organizing Your Measures

A Cascading Approach to Measurement
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The Three Faces of
Performance Measurement

Aspect

Improvement

Accountability
(Judgment)

Research

Methods:
* Test Observability

Improvement of care
(efficiency & effectiveness)

Tests are observable

Comparison, choice, reassurance,
motivation for change

No test, evaluate current
performance

New knowledge
(efficacy)

Test blinded or controlled

* Bias

Accept consistent bias

Measure and adjust to reduce
bias

Design to eliminate bias

* Amount of Data

“Just enough” data, small sequential
samples

Obtain 100% of available,
relevant data

“Just in case” data

* Flexibility of the
hypotheses

Flexible hypotheses, changes as
learning takes place

No hypothesis

Fixed hypothesis
(null hypothesis)

* Testing Strategy

Sequential tests

No tests

One large test

» Determining if a change is an
improvement

* Confidentiality of the data

Analytic Statistics
(statistical process control) Run &
Control charts

Data used only by those involved with
improvement

No change focus
(maybe compute a percent
change or rank order the results)

Data available for public
consumption and review

Enumerative Statistics
(t-test, F-test,
chi square,
p-values)

Research subjects’ identities
protected

Adapted from: Lief Solberg, Gordon Mosser and Sharon McDonald, Journal on Quality Improvement vol. 23, no. 3, (March 1997), 135-147.
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In the name of Quality let’s rate and rank...




So, In the name of Quality let’s rate
and rank providers using
annual or quarterly data!




Dr. Atul Gawande, “The Bell Curve”:

The New Yorker, December 6, 2004

“It used to be assumed that differences among hospitals or

doctors were generally insignificant. If you
showing the results, people expected that t

look something like a shark fin, with most p

plotted a graph
ne curve would

aces clustered

around the very best outcomes. But the evidence has begun

to indicate otherwise.

What you tend to find is a bell curve: a handful of teams

with disturbingly poor outcomes for their patients, a

handful with remarkably good results,

and a great

undistinguished middle.”




The Bell Curve vs the Shark Fin Curve

We are
definitely
here!
Everybody else
IS definitely

over here!|

Worst Performance Average Performance Best Performance

© 2017 Institute for Healthcare Improvement/R. Lloyd
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But in reality, hospital and doctor
distributions look more like this!

34.1% 34.1%
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The majority
of providers
are actually

here!
: l
15 2.1% 35 55 75 95 2.1% 115
Worst Performance Average Performance Best Performance
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The Countries with the “Best” Health Care Systems!

The Health Care Index is a statistical Countries With The Best Health Care

analysis of the overall quality of the health Systems, 2021
care system, including health care
infrastructure; health care professionals o e o
(doctors, nursing staff, and other health Rankc Coumtry [ ngey  Mmrestructure Professionals COSt o abilty Readiness
workers) competencies; cost; quality oversl

medICIne avallablllty, and government 1 SouthKorea §§ 78.72 87.16 14.23 8359 823 87.8%
readlness 2 Taiwan 77.7 79.05 13.06 78.39 7899 65.09

3 Denmark 74.11 90.75 30.01 8259 9206 96.3

It also takes into consideration other factors | ||+ awria  |71:2 8618 025 7899 8828 918
including, environmental, access to clean 5 Japen  |7073 7877 216 7488 7418 932

water, sanitation, government readiness on 6  Australia | 6799 9258 17.37 9622 6751 89.91
imposing penalties on risks such as tobacco | |, e oz mee s e w1 e

use’ and ObeSIty 8 Spain 64.66 86.28 34.25 7581 8382 96.8
. . g Belgium 64.63 7248 2451 68.68 64.78 94.9
The ranking looks at 89 countries around the o e Lo e e e
world on five different health variables. ingdom
H Source: CEOWORLD Magazine — “Top Stories - Stats Gate -

Revealed: Countries With The Best Health Care Systems, 2021.”
https://ceoworld.biz/2021/04/27/revealed-countries-with-the-best-health-care-systems-2021/ H



https://ceoworld.biz/2021/04/27/revealed-countries-with-the-best-health-care-systems-2021/

The World Health
Organization’s last global
report ranked these 10
countries as the most
advanced in medicine with
the best healthcare in the
world:

France

Italy

San Marino

Andorra

Malta

Singapore

Spain

Oman

. Austria

10.Japan

©ONOORAWNE

Source: World Health Organization,
Measuring Overall Health System
Performance for 191 Countries

Which country has the best healthcare system

In the world?

Switzerland comes top of the Euro Health Consumer
Index 2018, and it's firmly above the eleven-country
average in the Commonwealth Fund's list too.
Feb 15, 2022

What country is #1 in healthcare?
Best Healthcare in the World 2022

Country LPI 2020 Ranking CEO World Ranking
|Denmark 1 3 I

Norway 2 15

Switzerland 3 18

|Sweden 4 28 |

So00000, which country is THE BEST?

It all depends...




Health Index Scores of the Top 30 Countries

Index Score
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Countries in Descending Order by Index Score




Health Index Scores of the Top 30 Countries

Individuals Chart
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Countries in Alphabetical Order by Index Score

This chart reveals that the 30 countries produce a common cause system which is stable and
therefore predictable.
Conclusion: No country is better or worse in terms of performance on the Health Index Score.




How long will this
measurement madness go on?




The push for measurement will only increase and
transparency will serve as a guiding principle!

The Theory and the Prediction

If the staff, the public, the press and political leaders
have more data on the performance of healthcare
providers then the top performers will be rewarded and
serve as exemplars and the poor performers will be
motivated to improve.

Do you agree?

If not, then what Is your alternative theory
and your prediction?




% Hospital Compare Quality .. *

Espaiiol [A A A |2 Email | & Print About Us | FAQ | Glossary | CMS.gov | @ MyMedicare.gov Login

M d H Vtype search term here : Search
edicare.gov | |

The Official U.S. Government Site for Medicare » Learn about your health care options

Sign Up / Your Medicare | What Medicare | Drug Coverage | Supplements & Claims & Manage Your | Forms, Help, &

Change Plans Costs Other Insurance Appeals Health Resources

Hospital Compare Home » Hospital Results » Hospital Profile

Hospital Profile

«Return to Previous Page

General AT | Timely & Readmissions , || Use of Medical || Medicare | Number of

Information |FUEETIE Effective Care || Complications Imaging Payment | Medicare Patients
& Deaths

ADVOCATE GOOD SAMARITAN HOSPITAL Patient Survey Results

3815 HIGHLAND AVENUE

P R HCAHPS (Hospital Consumer Assessment of Healthcare Providers and

© () 2755600 Q) Systems) is a national survey that asks patients about their experiences
during a recent hospital stay. Use the results shown here to compare

Hospltal Type: A Carg Hospitals hospitals based on ten important hospital quality topics.
Provides Emergency Services: Yes

¢ More information about patient survey results.

Add to my Favorites || ¢ Current data collection period.

m




; - Chicago Tribune | Business | Section 2 | Thursday, March 28, 2013 3
HOSPITAL
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FOCUS HE AL TH C ARE “‘ 2i5a M “ " (A8 CDF] Expanded coverage in the (hicago @ribune Business report
I " \k ?E

~ Do hospital ratings bring -
clarity or confusion?

Patients left to EXAMPLE: nia. Consumer Reports examines

judge credibility
of rankings groups
— and array of data

BY JORDAN RAU
Kaiser Health News

How good is St. Mary Mercy

Livonia Hospital in Michigan?
Depends on whom you ask.

The Leapfrog Group, a non-
Ppro: at promotes patient safety,
gave the hospital an A. The
company Healggades named it
one of America’s best 50 hospitals.

But the Mﬁm}gﬁm a
nonprofit that accredits hospitals,
and U.S. News & Wgr!& B%;m
omitted St. Mary from their best-

hospital lists. S‘mﬁ.gnmkem
gave it an average safety score, 47

points out of 100, citing high
numbers of readmissions, poor
communication with patients and
excessive use of scans. Medicare,
which has a new program reward-
ing hospitals for meeting certain
quality measures, is reducing St.
Mary’s payments by a fraction this
year.

Evaluations of hospitals are
proliferating, giving patients un-
nrecedented incicht inta inctit_

St. Mary Mercy Hospital

Livonia, Mich.

1 S srmymw 1

the number of patients who die or
are readmitted, infection rates and
Medicare patient surveys of their
experiences. Leapfrog looks at
data from its surveys of hospitals,
the consistency with which hospi-
tals followed safe surgical prac-
tices and frequencies of infections
and some types of patient harm.
Healthgrades analyzes detailed
Medicare records to find death
and complication rates for 27
procedures and conditions.

“Ratings and ranking programs
certainly offer people information
they can use to make their hospital
selections, but we don’t recom-
mend relying on any one of them
completely,” Jennifer Kennedy, a
spokeswoman for St. Mary Mercy,
said in an email. “None are able to
tell the whole story or paint a
complete picture of the care that is
delivered”

Opinions and options

Dr. John Santa, who directs
Consumer Reports’ health ratings,
said consumers benefit from dif-
ferent vantages for health care just
as they do for cars or electronic
devices, and the competition
spurs each rating group to get
better.



St. Mary Mercy Hospital

Livonia, Mich.

So, what or
who do
you
Highly Ranked . 5
A Top 50 Hospital believe:

An Average
Hospital

An Unranked
Hospital




American Association of
Retired Persons

66 of the
llTOp"
Hospitals
in the US.

Leapfrog’s

Top Hospitals

® Allegheny
General Hospital
Pittsburgh, Pa.

® Brigham and
Women’s Hospital
Boston, Mass.

® Baystate
Medical Center
Springfield, Mass.

® California Pacific
Medical Center
San Francisco, Calif.

® Detroit Receiving
Hospital/University
Health Center
Detroit, Mich.

® Geisinger Medical
Center
Danville, Pa.

® Bellevue
Hospital Center
New York, N.Y.

® Central Maine
Medical Center
Lewiston, Maine

® Dublin Methodist
Hospital
Dublin, Ohio

® Grinnell Regional
Medical Center
Grinnell, lowa

® Beth Israel
Deaconess
Medical Center
Boston, Mass.

® The Christ
Hospital
Cincinnati, Ohio

® Englewood
Hospital and
Medical Center
Englewood, N.J.

® Hackensack
University Medical
Center
Hackensack, N.J.

® Indiana University
Health La Porte
Hospital

La Porte, Ind.

® Inova Fair Oaks
Hospital
Fairfax, Va.

® Inova Loudoun
Hospital
Leesburg, Va.

® Billings Clinic
Billings, Mont.

® Cleveland
Clinic Florida
Weston, Fla.

® Fairview
Southdale Hospital
Edina, Minn.

® Harper-Hutzel
Hospital
Detroit, Mich.

® JFK Medical
Center of Atlantis
Atlantis, Fla.

® Homestead
Hospital
Homestead, Fla.

® Kaiser
Permanente
Multiple locations

“Preventable hospital errors are a terrible danger to Amer-
ican families and a huge driver of unnecessary health costs,”
says Leah Binder, president and CEO of The Leapfrog Group,
a Washington, D.C.-based nonprofit that assesses hospitals
on national standards of safety, quality and efficiency.

To draw attention to the tragic reality of cases like
McClinton’s, AARP THE MAGAZINE has teamed up with
Leapfrog to showcase what some of the most innovative
hospitals are doing to prevent errors. With its Hospital

Safety Score, Leapfrog rates institutions on 26 measures
of safety—including “never events,” infection rates from
1V and catheter lines, secondary infections, and hospital-
acquired conditions like pressure ulcers and air embolisms—
using data it compiles from the Centers for Medicare &
Medicaid Services, the American Hospital Association and
the Leapfrog Hospital Survey.

One surprising standout: Virginia Mason. In fact, for the
past seven years Leapfrog has consistently given the hospital

AL34VS 304 SIVLIGSOH dOL
F1dINW OL IWOH 38V A3 LVIIONI

S31L1D INOS AT NY.O SIIHD ‘dvi

48 AARP THE MAGAZINE - Real Possibilities




G . BA L 8 very different rating
and ranking

PO SSl B [LITI ES methodologies used to

create the following
Sources for the Ratings and Rankings composite rankings.

« U.S. News. https://money.usnews.com/money/retirement/slideshows/top-10-us-places-
for-healthcare?slide=5

« U.S. News https://www.usnews.com/news/best-states/rankings/health-care

- Huffington Post. https://www.huffingtonpost.com/gobankingrates/10-best-and-worst-
states b 9030422.html

« Healthcare. https://www.healthcare.gov/get-coverage/

« 2016 State of Healthcare Quality Table of Content. http://www.ncqga.org/report-
cards/health-plans/state-of-health-care-quality/2016-table-of-contents

« Center for Medicare and Medicaid Services. https://www.cms.gov/Medicare/Quality-
Initiatives-Patient-Assessment-Instruments/QualityMeasures/index.html

« Healthcare Quality: How Does Your State Compare? Agency for Healthcare
Research and Quality, September 2015. https://www.ahrg.gov/research/data/state-
snapshots/state-snapshots-infographic-txt.htmi

« National Healthcare Quality and Disparity Report. Agency for Healthcare
Research and Quality, https://nhgrnet.ahrq.gov/inhgrdr/
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Healthcare Results, Outcomes
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Individual State's Healthcare
Best & Worst States for Healthcare, 2018
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EST “For more than 30 years, the
mission of U.S. News & World
HOSPITALS Report's annual Best Hospitals

! IS [ &WORLDREPORT

rankings has been to help guide

1-22 patients, in consultation with their
~ doctors, to the right hospital

U.S. News 2022-2023 Best Hospitals Honor Roll when they need care.”
1. Mayo Clinic, Rochester, Minnesota.
2. Cedars-Sinai Medical Center, Los Angeles. “While disrupting life and health
2. (N:IYU Il_angc():rll.e Hospitals, New York. care in many ways, the COVID-19

. Cleveland Clinic. : :

andemic has only reinforced

5. (tie) Johns Hopkins Hospital, Baltimore. B S News' lon -Styandin
5. (tie) UCLA Medical Center, Los Angeles. e g : 9 :
7. New York-Presbyterian Hospital-Columbia and Cornell, New York. commitment to helping patients
8. Massachusetts General Hospital, Boston. across the nation find the best
9.

Northwestern Memorial Hospital, Chicago. hospital for their needs.”
10. Stanford Health Care-Stanford Hospital, Stanford, California.
11. Barnes-Jewish Hospital, St. Louis.

12. UCSF Health-UCSF Medical Center, San Francisco.

13. Hospitals of the University of Pennsylvania-Penn Presbyterian, Philadelphia.
14. Brigham and Women's Hospital, Boston.

16. Mount Sinai Hospital, New York. lit fot Ffici
17. University of Michigan Health-Ann Arbor. quality, safety, efriciency,

18. Mayo Clinic-Phoenix. effectiveness, patient and staff
19. Vanderbilt University Medical Center, Nashville. engagement, equity or
20. Rush University Medical Center, Chicago. improvement right now?

Source: US News & World Report homepage.




The Bristol Inquiry

Death and morbidity rates following surgery were consistently high

Mortality Rate for Paediatric Cardiac Surgery by trust, all open operations,
aged under 1 year, HES April 1991 to March 1995
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THE MID STAFFORDSHIRE

Mid Staffordshire [TTIEY

| NHS FOUNDATION TRUST
| PUBLIC INQUIRY
Stafford HOSpltal Chaired by Robert Francis QC

Mid Staffordshire NHS Trust inquiry report published

e Causing death or harm to a patient 'should be an offence’
e 'Duty of candour' should be imposed on NHS staff
e Senior staff who breach code of conduct 'should be disqualified' B The Mid Staffordshie N

N SR
5 undation Tryst Inquiry
e

e No sacking of 'scapegoats' or reorganising the NHS

e Cameron creates new post of chief inspector of hospitals

* PM apologises for care scandal at Stafford hospital

e Read the key points

e Read the main news story: Report calls for sweeping changes
e Read more: Mid Staffs hospital scandal: explainer

e Read the full report

e Read all our Mid Staffs coverage

2013



http://www.guardian.co.uk/society/blog/2013/feb/06/mid-staffordshire-nhs-trust-inquiry-report-published-live
http://bit.ly/TK73Mi
http://bit.ly/TK76b5
http://bit.ly/TK7czj
http://bit.ly/TK7fuZ

zherald.co.nz | Monday, September 17, 2012 |

Monday - Saturday home delivery subscription $9. 30/week subscription 3 1

eath-rate flgures reveal
best, worst of our hospitals

Information Act used to obtain data showing hundreds of lives could be saved each yVear

; Martin Jolhnstomn =it
martinjohnston@nzherald.co.nz

everal hundred lives would be
saved each vyear if some of
New Zealand’s highest public
hospital deathh rates were
brought down to those of the better-
perfonming district healthh boards.

A Herald investigation has found
that the Waikate Distrvict Health Board
has had among the highest in-hospital
“standardised” mortality rates in re-
cent vears.

In a five-yvear period, it had the
highest rate for three years.

: In those years, itz standardised raie

— an estiinate that gives a fairer corm-
parison than raw dalta — was signifi-
canily higher than the national aver-
age.

“Mortality as well as safety, we take
it very seriously,” said the DHB's chief
operating officer, Jan Adams.

* The Healtli Minisiry has identified

. the Waikato rate as a problem, but has .

also comumnendied the healths board for
the efforts it is making to get to the
root of the issue.

Figures comparing hospital death
rates arve routinely available to the
public in Britain and Canada, and
Australia has endorsed using this kind
of informationn as an indicator of
healthcare quality and safety.

Fullindex A2 | Lotto A3

3% 3T AN P ED I A
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A1 T8 RTINS AT P ST
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P AR AW IO IV RE P
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How does your hospital rate?
® Mortality statistics A12-13 ‘

Wailkato Hospital has been high in the mortality rate figures.

InNew Zealand, the details have not
been readily available, and the five-
year figures for the Herald investi-

‘gation were obtained from the minis-

try under the Official Information Act.

. They show considerable variation
between hospitals, but alsc an overall
downward trend.

In the 2010/11 year, just under 8000
adimitted inpatients and day patients
— 148 per cent of total discharges —
died within 30 days of admissicn to
hospital.

This was down from 1.68 per cent -

in 2006/07.

Family notices A32-A34 |

Picture / APN

Most hospital deaths cannot be
avoided, but overseas research sug-
gests several hundred a year in New
Zealand may be preventable.

The ministry said comparing hos-
pital mortality rates
countries was complicated by differ-
ent calculation methods, but Ausira-
Han states tended to have a similar
method and rate to New Zealand's.

The Auckland and Waiternaia
health boards generally had rates at
the lower end nationally in the five
years of data, while Counties Manukaty
was mostly in the mid-range.

Bqu{r{ =

with other

it includes: Puzzles B

Rotorua’s Lakes DHB was also gen-
erally in the middle, while Northland
yangs« from micd-range fc arnong the
lowest. Bay of Plenty tended towards
the upper end.

Further south, Capital & Coast was
mostly among the lower-rate boards,
but Canterbury usually had one of the
higher rates.

Experis debaie whetheyr standard-
ised hospital mortality raies can be
used to evaluate and compare the
quality and saiety of healihcare in
different hospitals.

But in its annual report last year,
the ministry made an explicit link

' between hospital roriality and qual-
ity of healihcare.

After an1 epidemic of healthcare-
induced harm was identified in New
Zealand a decade ago, numercus
schemes to improve the safety and
quality of care have siowly taken root,

In a2 wesk-long series starting today,
the Herald lcoiks at some of these life-
saving schemes.

Somme, suich as the surglcal check-
list, are siimple, and some, such as
changes to prevent conumon errors in
the prescribing and dispensing of
potentially toxic medicines, are more

_ complex.

‘The Herald also talks to farmhes
who have lost loved ones to hospital
errors that might have been avoidable.

They are bewiidered by the paper-
work mix-ups and overlooking of clini-
cal informmation that have contributed
to their personal tragedies and feel
they have been denied justice.
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Special report saving lives: Part one of a five-part series

_Life and death on our hospital frontlines

If all hospitals performed to best-case level,
hundreds of lives would be saved each year

Wiartin Johnston health
martinjohnston@nzherald.conz

undreds fewer patients
would die each year if the
death rates at all public
hospitals matched the best
performers.
But every year several district
_health boards have a.death rate in
patients admitted to their hospitals
that may be higher than the national
rate, and this is regular feature for
some, including the Waikato DHB.
So-called “in-hospital” deaths
within 30 days of admission number
nearly 8000 patients each vyear,
around 15 per cent of all people
admitted to hospital, mcludmg day
o : patients.
Most die from the heart attack, -
Hospital mortality rates . pneumonia or other disorder which —/
) A . landed themr in hospital. But in a
District Health Board mortality rates for 2010-11. - minority of cases — one in 20 deaths, -
@ Number of deaths 4 according to overseas research — it
@ mndardlsedmoﬂnﬂtynte Al DHBs=1.48% @ is thought the person’s death could

) have been avoided, by things such

- Waikato “ 178% as more-careful medicines manage- ‘
ment or the use of standardised

Wesmbast _ methods to avert falls or infections. l

Ministry of Health data obtained
by the Herald under the Official In-
formation Act shows that although

‘Bay of Plenty “
Canterbury ‘ the number of deaths of inpatients
in public hospitals has increased by

Whanganui M 161% : 20 in the five years to June last year,
d = ] 2 the maortality rate, which takes into
accourt the grow!ng volume of
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The BIG Question I1s about Value!

"There is areal paradox in American health
care today, we spend more than anyone else
In the world on health care, though our
results are not better... There are growing
guestions about value. ... Are we really
getting a good return on investment?”

Ken Kizer, President National Quality Foundation
Addressing business leaders on March 18, 2004




Where do you stand on transparency?

Level Frequency of Transparency

Strongly
Agree

Agree

Not
Sure

Disagree

Strongly
Disagree

1. Greater transparency is needed across all healthcare
settings and providers.

2. Patients should be able to compare hospitals as easily
as they do cars and other products.

3. Results on hospital outcomes (mortality, infections, falls,
med errors, etc.) should be made public once a year.

4. Results on hospital outcomes (mortality, infections, falls,
med errors, etc.) should be made public twice a year.

5. Results on hospital outcomes (mortality, infections, falls,
med errors, etc.) should be made public four times a year.

6. Results on groups of doctors (surgeons, GPs, intensivists,
dentist, etc.) should be made public once a year.

7. Results on individual doctors should be made public
once a year.




Where do you stand on transparer

cy”?

Content Topics for Transparency

Strongly
Agree

Agree

Not
Sure

Disagree

Strongly
Disagree

8. All clinical outcomes on hospital performance should
be made available to the public.

9. Operational outcomes on hospital performance (wait
times, referral times, access) should be made available to
the public.

10. Patient satisfaction results for each hospital should
be made available to the public.

11. Financial results (including salaries) for each hospital
should be made available to the public.

12. Mortality rates for individual surgeons should be
made available to the public.

13. Infection rates for individual physicians should be
made available to the public.

14. Errors and harm rates for individual physicians
should be made available to the pubilic.

15. Salaries of individual physicians should be made
available to the public.




The Goal:
To Build a Learning System for Improvement

“An adequate information system has to include information
that makes executives question their assumptions about
current conditions. It must lead them to ask the right
guestions, not just feed them the information they expect.”

“That presupposes first that the executives know what
iInformation they need. It demands further that they obtain
that information on aregular basis. It finally requires that
they systematically integrate the information into their

decision making.”

Peter Drucker. “The Information Executives Truly Need” HBR, January - February, 1995.

© 2022 Institute for Healthcare Improvement/R. Lloyd



A Learning System Requires both
Data or Information

“Data refers to raw facts and figures which are
collected as parts of the normal functioning of the
hospital. Information, on the other hand, is defined
as data which have been processed and analyzed In
a formal, intelligent way, so that the results are
directly useful to those involved in the operation and
management of the hospital.”

Charles Austin, Information Systems for Hospital Administration. Health Administration Press, 1983.

© 2022 Institute for Healthcare Improvement/R. Lloyd



“How the Right Measures Help Teams Excel”

Christopher Meyer, HBR, May - June 1994

“Many managers fail to realize that traditional measures,
which focus on results (or outcomes), may help them
keep score on the performance of their business but

do not help a multifunctional team monitor the

activities or capabilities that enable it to perform a

agiven process. Nor do such results measures tell team

members what they must do to improve their

performance.”

© 2022 IHI & R. Lloyd



The Role of Management

“How the Right Measures Help Teams Excel” Christopher Meyer, HBR, May-June, 1994.

Managers should:
» Create the strategic context and direction for measurement.

« Set strategic goals and boundaries.

« Make sure each team understands its purpose and how this
purpose fits in with the strategic objectives.

 Not dictate what measures a team should use.

* Provide training and resources for the teams to accomplish their
objectives.

« Participate in team reviews.

* Not micro-manage the teams through command and control tactics.

© 2022 Institute for Healthcare Improvement/R. Lloyd






A Cascading Approach to Measurement

| ' i : ‘ % ‘
( , _ Percent of patients
, & i | recommending your care

A

4 Promptness/TLC \
- i

Medication
administration

Administer
med to patient

Order med Prepare med Dispense

med
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A Cascading Approach to Measurement

Percent inpatient
mortality

Hospital
Acquired
Infection rates

Percent compliance
with “bundles’

VAP bundle CL bundle Pressure

ulcer bundle

Hand washing
bundle

41



A Cascading Approach to Measurement
: Hospital Acquired
ol

P
(#CAUTIs per 1000catheter days)
‘r ' TN
' % of patients with

" appropriate catheter
placements

- ”

% of a‘ gy

| catheter % of catheter
insertions r placements with all
with all daily maintenance
insertion bundle elements in

bundles in compliance
Bl compliance

.
-

Average

catheter

duration
(days)




Dialogue #1

Do you have a Cascading System of Measures?

Assess your organization’s cascade of
dashboards and measures

» Does Corewell Health have a cascading system of measurement? Or, are
the measures unrelated and fragmented?

» How long do your dashboards stay in place? Do they have continuity or
are they here one day and gone the next?

» Are your dashboards regularly reviewed by an appropriate oversight
group? For example, are there dashboards that the Board, senior leaders
and managers regularly review? Do staff get to review dashboards?

» Do your dashboards cascade from the top down (macro level) or percolate
up from the staff (micro level)?

© 2022 Institute for Healthcare Improvement/R. Lloyd



Building a balanced set of measures

Mentoring
: “In spite of a general agreement
STI’OT@QIC Change by most senior leaders of the

INn Health Care critical need for a strategic
measurement set, some
organizations stop short of
establishing quantifiable
measures of all dimensions
of their strategies, except

An Action Guide financial

They would do well to mimic the
same logic they follow in their
financial accounting system for

with Forewords by their strategic requirements.”

Donald M. Berwick, M.D. .
and A. Blanton Godfrey Chip Caldwell, 1995, p. 97

Chip Caldwell

© 2022 Institute for Healthcare Improvement/R. Lloyd



Components of a
Balanced Set of Measures

Structure + Process + Culture = Outcomes

Does your organization’s strategic

measures reflect a balanced set of
measures?

Source: Donabedian, A. Explorations in Quality Assessment and Monitoring. Volume I: The Definition of Quality and Approaches to
its Assessment. Ann Arbor, MI, Health Administration Press, 1980.

*The Culture component was added by R. Lloyd and R. Scoville to highlight the important role culture plays in driving the Outcomes.

© 2022 Institute for Healthcare Improvement/R. Lloyd



Options for Organizing Your Measures

Vision
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o
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Defining Scorecards,
Report Cards and Dashboards

« Balanced Scorecard began as a recommended set of measures that went beyond
the traditional management focus on financial measures to answer the question “What
classes of measures should senior managers use?”

 Report Cards emerged as a variation on the Balanced Scorecard (usually data for
judgment).
« Dashboards provide a means to synthesize key measures. They initially answered

the question “What methods should senior managers use to interact with key
measures?”

— Show data in graphical displays
— Use drill-downs to deeper levels (disaggregate, stratify)

— Use timely data, relative to your decision-making cycle

* You can use dashboard methods (dynamic approach) to display and structure
measures listed in a Balanced Scorecard or Report Card (static approach).

Appreciation is extended to Kevin Little, Ph.D., IHI Improvement Advisor, for sharing his ideas on this topic.

© 2022 Institute for Healthcare Improvement/R. Lloyd



Background on
The Balanced Scorecard

« Balanced Scorecard was developed in the early 1990’s by Drs.
Kaplan and Norton and first described in the in the Harvard Business
Review.

« Kaplan and Norton have continued to develop the concept since
1992, extending the initial measurement system into a strategy
management system.

« A key aspect in deployment is linking the measures to strategies and
actions that will drive improvement in the measures.

References

R.S. Kaplan and D.P. Norton (1992), “The Balanced Scorecard—Measures that Drive Performance,” Harvard Business Review,
Jan-Feb 1992, pp. 71-79.

R.S. Kaplan and D.P. Norton (1993), “Putting the Balanced Scorecard to Work,” Harvard Business Review Sept-Oct 1993, pp.
134-137.

R.S. Kaplan and D.S. Norton (1996), “Using the Balanced Scorecard as a Strategic Management System, “ Harvard Business
Review, Jan-Feb 1996.

R. S. Kaplan Conceptual Foundations of the Balanced Scorecard. Working Paper 10-074, Harvard Business School, Harvard
University, 2010. Originally prepared for C. Chapman, A. Hopwood, and M. Shields (eds.), Handbook of Management
Accounting Research: Volume 3 (Elsevier, 2009).

© 2022 Institute for Healthcare Improvement/R. Lloyd



Begin by Linking Measurements to Strategy

Statement of Vision

What is My 1. Delinition of SBU
Vision of 2. Mission Statement
the Future? 3. Vislon Statement
To My Shareholders| To My Customers With My Internal With My Ability to
If My Vision Management Innovate and Grow
Succeeds, How Processes
Will | Differ? Financial Customer Internal Innovation
Perspective Perspective Perspective and Learning

Y Y X Y
What Are
the Critical
Success
Factors?

L 2 y 4

What Are
the Critical
Measurements?

The Balanced Scorecard

R.S. Kaplan and D.P. Norton (1993), “Putting the Balanced Scorecard to Work,”
Harvard Business Review Sept-Oct 1993, pp. 134-137.
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The Kaplan & Norton’s Balanced Scorecard

Financial |,
LAk L4l
Tosucceed  [Z|S|nl 5
financially, how | 8|2 %3
should we Sl 2E
appear o our
shareholders?”
Customer 1 g!rt:ggg;gsusinfss’
Slg - w ST NeNe b ) fe @ i
“To achieve our |£{5(2; Vision “To satisfy our £l5 2 2
vision, how |21 8/ S «+— and —» |sharcholders |88
shouldwe  |O/F|= Strategy and customers, |o} EE|
appear to our what business
customers?” processes must
l we excel at?”
Learning and
Growth 3ol o
To achieve our [Z[lnl S
vision, how will |8]% %E
we sustain our  [S1E| 8|'F
ability to
change and
improve?*

Source: http://www.balancedscorecard.org/basics/bscl.html




@) Swedsh Association

------
......

But, But It's
Not A Bad
Report Card.

Think Of It
As A
Wide Open
Road To
Improvement!

o The Web

e bl
é e Globalization
e Report Card

Quality and Efficiency
in Swedish Health Care

© 2022 Institute for Healthcare Improvement/R. Lloyd



JourNnaL ON QUALITY IMPROVEMENT

A great deal of literature
has been written on
Scorecards, Report Cards

Nelson, G. et al
April 1995

PERFORMANCE MEASURES AND MEASUREMENT

ort cards are usefil when they help purc:éasem
f:fi regulators measure the “right things in the
right way”; likewise, providers need instrument

panels to help them ﬂy right.”

Report Cards or Instrument Panels:
Who Needs What?

EUGENE C. NELsON, DSc, MPH
PaulL B. BaTaLpeEn, MD
STEPHEN K. PLume, MD
Nancy T. Mideve, PuD
WiLLiam G. SwarTz, MS

and Dashboards.

CHAPTER 5

Lloyd. R.
September 2019

Organizing Indicators into a
Strategic Dashboard

ost quality improvement (QI) teams
will create more than one indicator.
If your organization has 10 to 15 im-

provement teams this means that you could be
looking at managing somewhere between 50 to
120 indicators (assuming that each team creates
5 to 8 indicators, which is usually at the low end
of what teams want to track). So, how do you
go about organizing multiple indicators? First

Each row in Table 5-1 represents a single
indicator. The columns identify the major pieces
of information that need to be summarized about
each indicator. TABLE 5-2 provides an example
of a completed measurement plan for a team
working to improve the medicines management
process. Three key concepts provide the focus
for the team (i.e., volume, patient safety, and
efficiency). Each concept will be captured by:

© 2022 Institute for Healthcare Improvement/R. Lloyd




j Instrumental Panel and
Dashboard Image

L‘G‘j \ 2 i "

Decision akinq ... Dynamic ... Empowering

* Who uses them? Cockpit crew (pilot, copilot, navigator)

* Who interprets? Cockpit crew
- Focus? Present and future
« Utility? Real-time monitoring, predicting the future and

taking action

“The instrument panel or dashboard metaphor has an entirely different aura from that of the
report card. It has vitality, timeliness, and a clear-cut utility that is absent from report card
thinking. A key feature is providing critical, real-time information to the user to prompt wise
decisions and, if need be, make rapid midcourse corrections.”

Adapted from “Report Cards or Instrument Panels: Who Needs What?
By Eugene Nelson, et al, Journal of Quality Improvement, volume 21, number 4, April, 1995.

© 2022 Institute for Healthcare Improvement/R. Lloyd



What are the benefits of developing and

using a Dashboard of Strategic Indicators?

v It brings together, in a single management report, many of the seemingly
disparate elements of an organization’s strategic agenda.

v It helps to reduce information overload, by focusing on the “vital few”
Indicators.

v It helps to guard against suboptimization by forcing senior managers to
consider all the important measures together and lets them see whether
Improvement in one area may be achieved at the expense of another.

v It puts strategy and vision, rather than control, at the center of an
organization’s effort.

v Itis based on an understanding of interrelationships between functions,
not on the performance of individual functions or units.

v It provides an opportunity for organizational learning at the executive
level.

© 2022 Institute for Healthcare Improvement/R. Lloyd



But how many measures
do you need on your dashboard?
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Focus on the Vital Few!

There are many things in life that are
Interesting to know. It far more important,

however, to work on those things that are
essential to quality than to spend time
working on what is merely interesting!

“A general rule: If a team has more than 15

measures, it should take a fresh look at the
importance of each one.”

“How the Right Measures Help Teams Excel” Christopher Meyer, HBR, May-June 1994.

© 2022 Institute for Healthcare Improvement/R. Lloyd



Focus on the Vital Few!

“Most companies use too many measures to hold their managers and
employees accountable for performance.”

“People should be held accountable only for as many diagnostics
measures as they can memorize. We would suggest, therefore, that

the limit be Seven.”

“Why seven? If people are given too few challenges, there won’t be
enough variety in their work to stimulate creativity. If people are given
too many challenges, they quickly suffer from overload.”

References
R. Simons and A. Davila. “How High Is Your Return on Management?”

HBR, January-February, 1998.

G. Miller. “The Magic Number Seven, Plus or Minus Two: Some Limits in Our Capacity for Processing Information.” The
Psychological Review, Vol. 63, No. 2, 1956, pp. 193-214.

© 2022 Institute for Healthcare Improvement/R. Lloyd



Dialogue #2
So, have you built a stealth bomber, a car, or a
motorcycle dashboard?

The dashboard challenge, therefore, is to be
disciplined enough to focus on the essential (or
vital few) things and set aside those things that

might be interesting but trivial!

© 2022 Institute for Healthcare Improvement/R. Lloyd



How you display the data will make a big difference.
Data for Judgment (static) versus data for Improvement (dynamic)

]
Clinical Dashboard

You do have

a choice!

Data for

Improvement -
s - 2\ s
e p— A =N
R T 5|7 Am——— v
e
H sz zeeaees
o ——y
= S 2
| WA : I SRIASE
Data for : “ff_m:_-l__ : \I';A}",fu T .7/
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Example of Summary Data
(What do you learn from these data?)

Legend for Status of Goals (Based an Annual Goal)
Goal Met (GREEIN)

FY 2009 Hospital System-Level Measures

|:| Goal 75% Met (YELLOW) GMISLCIng FY 2007 |FY 2008 FY 2009 Q1] |FY 2009 Q2 |FY 2009 Q3
BN Goal Not Met (RED) FY09 | Term
Goal Goal
Patient Perspective
1. Overall Satisfaction Rating: Percent Who Would Recommend
[Includes inpatient, outpatieﬁt, ED, and Home Health) 80% 80% | 37.98% | 48.98% 57.19% 56.25%
2. Wait for 3rd Next Available Appointment: Percent of Areas
with appeintment available in less than or equal to 7 business 65% 100% 53.5% | 51.2% 61.20%
days (n=43)
Patient Safety
3. Safety Events per 10,000 Adjusted Patient Days D.28 0.20 0.35 0.31
4. Percent Mortality 3.50 3.00 4.00 4.00
5. Tetal Infections per 1000 Patient Days 2 0 3.37 4.33
Clinical
E. Percent Unplanned Readmissions 3.5% 1.5% 6.1% 4.8%
7. Percent of Eligible Patients Receiving Perfect Care--Evidence
Based Care [Inpgtient and ED) o 958% 100% 48% 74.1%
Employee Perspective
B. Percent Voluntary Employee Turnover 5.80% 5.20% | 5.20%
B. Employea
Eest Possib
Pperational

10. Percent {

1. Average

hz. Physicia
Eest Possib

:13. Percent ¢
4. Percent ¢
FPrograms

There is no learning here.
This Is data for judgment
not improvement!

Financial Perspective

5. Operating Margin-Percent

1.2%

1.5%

-0.5%

0.7%

ne. Monthly Revenue (Million)-change so shows red--but sp
cause good related to occupancy

20.0

20.6

17.6

16.9

Source: Provost, Murray & Britto (2010)




How Is the Error Rate Doing?
(What do you learn from these data?)

Goals FY 2007 | FY 2008 FY 2009 Q1 | |FY 2009 Q2] |FY 2009 Q3
3 EY 09 Goal] Goal
» B. Safety Events per 10,000 Adjusted Patient Days - 028 0.20 0.35 0.3
06 3. Safety Error Rate per 1§Z000 Adj. Bed Days I
Goodl
O'S-UCL=D.48
gl N LD / 2 A /
© \ ®
K m% V\
foa]l %/ & 74 R
£ ® W% » é \
L
0'2-EL=D.‘IS u_
0.1
Source: Provost, Murray & Britto (2010)
o7 M M J s N 08 M M J S N 09 M M J s N D

The process reflects common cause variation which means this
performance is stable and therefore predictable. But is this current
process capable of achieving the short and long terms goals?

© 2017 Institute for Healthcare Improvement/R. Lloyd



Now let’s look at another measure
(percent of eligible patients receiving perfect care bundle)

Legend for Status of Goals (Based an Annual Goal) FY 2009 Hospital Sys tem-Level Measures
Goal Met (GREEIN)
l:l Goal 75% Met (YELLOW) GﬂalsLung EY 2007 | FY 2008 | [FY 2009 Q1| |[FY 2009 Q2 |FY 2009 Q3|
B Goal Not Met (RED) Z Fyos | Term
~| Goal Goal

Patient Perspective

. Overall _5at|5_fact|cn Rat|_ng: Percent Who Would Recommend | 60% 80°% a7.98% | 48.98% 57.19% 56.25%
Includes inpatient, outpatient, ED, and Home Health)

2. Wait for 3rd Next Available Appointment: Percent of Areas

with appeintment available in less than or equal to 7 business 65% 100% 53.5% | 51.2% 61.20%
days (n=43)
Patient Safety
3. Safety Events per 10,000 Adjusted Patient Days | 0.28 0.20 0.35 0.31
i. Percent Meortality = 3.50 3.00 4.00 4.00
5. Tetal Infections per 1000 Patient Days - 2 0 3.37 4.33
Clinical
E. Percent Unplanned Readmissions - 3.5% 1.5% 6.1% 4.8%
- 7. Percent of Eligible Patients Receiving Perfect Care--Evidence|, o o o °
Based Care (Inpatient and ED) 958% 100% 48% 74.1%

Employee Perspective
B. Percent Voluntary Employee Turnover - 5.80% 5.20% | 5.20% | 6.38%
B. Employee Satisfaction: Average Rating Using 1-5 Scale (5 L.
Best Possible)

Operational Performance

4.00 4.25 3.90 3.80 3.96 3.95 3.95

0. Percent Occupancy 88.0% 90.0% | 81.3% | 84.0%

1. Average Length of Stay e 4.30 3.80 5.20 4.90

N2. Physician Satisfaction: Average Rating Using 1-5 Scale (5 |[.

Best Possible) 4.00 4.25 3.80 3.84

Community Perspective

13. Percent of Budget Allocated to Mon-recompensed Care 7.00% 7.00% 5.91 7.00% 6.90% 6.93% 7.00%

1P4. Fercent of Budget Spent on Community Health Promotion 0.30% 0.30% | 0.32% | 0.29% 0.28% 0.31% 0.29%
rograms

Financial Perspective

5. Operating Margin-Percent T 1.2% 1.5% -0.5% 0.7%

ne. Monthly Revenue (Million)-change so shows red--but sp b 20.0 20.6 17.6 16.9

cause good related to occupancy

Source: Provost, Murray & Britto (2010)



How Is Perfect Care Doing Now?

-

Goals FY 2007 | FY 2008 FY 2009 @1 FY 2009 Q2 FYZi_}l}'!l CEI‘
Long ‘e (oo |[/00)
E EY 09 Goal -(rioal \‘9 &T) O
7. Percent of Eligible Patients Receiving Perfect Care--Evidence Based . o o o
Care (Inpatient and ED) T 95% 46% 74.1% H.7%
/. Percent Eligible Palents Given Pertect Jare
100 7 y y4
1 1 Good UCL = 87.30 v
807 CTig=7824 ™
T > ° L-./ \—//
UCL = 60.90
60 b
=X 1~
S cA =45.86
0% % \./',r-\.,»-\‘
| P What do you learn
20 from these data?
0 1] 1] 1] 1] L] L] L] L] L] L] 1] 1] 1] 1] 1] 1] L]
Jo7T7 M M J S N JOB M M J S NJOO M M J S ND

Source: Provost, Murray & Britto (2010)
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Unintended consequences of using
Scorecards and Report Cards

Source: William Scherkenbach. The Deming Route to Quality and Productivity. Ceep Press, Washington, DC, 1990, page 71.

‘ Blame the

Increased M

Eear essenger
Deming’s
Cycle of

Micro- Filtered
management Jgagg Information
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Moving from Data for Judgment to
Data for Improvement

Data Entry To rosoft Internet Explorer prov
File Edit  Wiew Faworites Tools  Help | e
@ Back + | BN ,,: \-_h | _f’:j Search ‘“gn:{ Fawvorites {:‘3 | [:

address I@ htkps: fickck Sy side . scok k) TavsideEcase/Module 197 Maintain'wards . aspx
Tayside

Maintain Wards

Change Role

Logout Patient Safety Measures Ward List:

Ward Location Submitted Forms Ward Settings
Current User: 1 Minewells Hospital Select Select
Alison Davie
2 Minewells Haspital Select Select
VUV?:,; g::::ndmin <) Minewells Hospital Select Select
ward/Location: S Minewells Haospital Select Select
MHS Tayside s Minewells Haspital Select Select
& Minewells Haspital Select Select . k .
7 Minewells Hospital Select Select L I n I n g
g Minewells Hospital Select Select
2 Minewells Hospital Select Select H .t |
i0 Minewells Hospital Select Select O S p I a
10 HDU Minewells Hospital Zelect Zelect
11 Minewells Haspital Select Select SC O reC ar d S
1z Minewells Hospital Select Select ]
14 Minewells Hospital Zelect Zelect
14 HDU Minewells Haospital Select Select Re O rt Car d S
15 Minewells Haspital Select Select p
16 Minewells Haspital Select Select
17 Minewells Hospital Zelect Zelect an d
18 Minewells Hospital Select Select
19 Minewells Haspital Select Select
20 Minewells Hospital Select Select Das h b O ar d S
21 Minewells Haospital Select Select
22 Minewells Haspital Select Select
238 Minewells Haspital Select Select (r aW d at a)
Z3B Minewells Hospital Zelect Zelect
2 Minewells Hospital Select Select
25 Minewells Haspital Select Select
26 Minewells Haspital Select Select
27 Minewells Hospital Zelect Zelect
3z Minewells Hospital Select Select
S Minewells Haspital Select Select

[ [ [ [ [& & rternet

it;,'startl & ] NHSmail - Microsoft Inter. .. Il@ Generic Data Entry To... |2 Microsoft PowerPoink - [ I | |@|I’u <) e @k 0906
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a Generic Data Entry Tool - Microsoft Internet Explorer provided by MHS Tayside

File Edit Miew Favorites Tools

Help

Ll MEIERA

|/L_j Search “:';'_r\\'( Favorites €‘3-| [

-] )

NHS
h\ﬂ
Tayside

Maintain Wards

Address I@ https: ffctcbw. tayside, scok.nhs.uk)TaysideEcase/Module 1 9fPatsafetyMeasures., aspxrintardiame=PRI%Z0ITU

NHS Tayside, Dundee, Scotland

Change Role
Logout Patient Safety Measures
Jun 2010 | Jul 2010 | Aug 010 | Sep 2010 | Oct 2010 | Mov 2010
Current User:
Alison Davie
Mowv 2010 Submission Deadline: 5th Dec 2010
User Role:
Ward Diata Admin Numerator / Denominator Comments
Ward/fLocation: " . .
MH= T‘;yside @) BHand Hygiene Compliance I I I I =
Time Left: @) Q§Hand Hygiene Technique I I I I =
43 min and 07 sec
" Hand Hygiene Opportunity Breakdown - l— I_ .
9 Medical ! (=
" Hand Hygiene Opportunity Brealdown - l— I_ .
9 Mursing ¢ =
" Hand Hygiene Opportunity Brealkdown - .
D Lanr | a =
" Hand Hygiene Opportunity Breakdown - l— I_ .
9 Other / =
@ QPvC Bundle Compliance I ! I I =
@) §safety Briefing Compliance I /! I I =
@) Q§cCL Maintenance Bundle I 7 I I =
@) QcL Insertion Bundle I / I I =
(7)) FPatients provided with DVT Prophylaxis ! .
< =
(7))} Patients with Peri-op Glucose Control I /! I I =
@ QAP Rate I / I I =
@ QN CLBSI Rate | P I =
T —

Linking
Scorecards,
Report
Cards and
Dashboards
(raw data)

|@ Done

E’E StartI @ MHSmail - Microsoft Inker, ..

II@ Generic Data Entry To...
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File Edit View Fawvorites Tools  Help

Lo o[ 189

@Back - .‘\_-) - |ﬂ @ -L;j | ./f._j Search ‘?"fn'\'{Favorites €}| [;-__

Address I@ htkp:/f10.252, 10,51 fdashboard/view#rp=100&dashboard=29&metric_id=

NHS Tayside, Dundee, Scotland

View Metrics Patient Safety Dashboard
E.3] =]

NHS

Tayside

éhia

+ Dashbhoards = = =
|F'atient Safety Dashboard ;I
0 l 100 0 0 0
+ Directorate 95 100 88.7
Farcent compliance with Fercent compliance with Fercent compliance with Percent of obsenrations for Fercent of at-risk
» Specialty Early farning Score central line insertion bundle central line maintenance which a respiratony rate is ob=ervations with
Aezeszment bundle recorded appropriate intervention
undertak..
> Ward
All WWards = = = =
r View
iy @ 100 0 0 Y 0
95.8 100 100 o94.8
Parcent compliance with Fercent trained in the uze of Perzent of Staff Using SBAR Pearcent of High Quality Fercent compliance with
uszing Daily Safety Briefings SBAR SBAR Exchanges Feripheral Wascular Catheter
Bundle
/]
g
g ] = = =
4
0 0 @ 100 0 0
75 100 100 100
Percent of Eligible patients Fercent of zurgical patients Percent of patients on beta Percent of Fatient with Pre- Fost-Op Heart Rate
wuho receive DOWT with peri-aop glucoze contral blockade who wers ~Op Hormothermia
prophylaxis continued on beta blocka..
Linki S ds, R t
INKING SCorecaras, Repor
J . N Dashboard”)
bwiled: 3674 Copyright & 201 0 Aridhizs Informatics Lid. | Third party icensing

|@ htkp: 10,252, 10,51 idashboard]visws

[ [ [ | [#internet

j’thtartI @ MHSmail - Microsoft Inker. .. | @ Genetic Data Entry Toal ... II@ Yiew Metrics - Micros... @ Microsoft PowerPoint - [...

| |@||=_| e W@ 1001




Yiew Metrics - Microsoft Internet Explorer provided by MHS Tayside - |E’|5|

File Edit ‘iew Faworites Tools Help

eBack - -\_} - |ﬂ @ _;] /-__] Search \E':‘:.;‘Favorites Q‘ | A il - | ig_q

F\.ddress |£_“| htbp: 10,252, 10,51 {dashboardview#rp=100&dashboard=29&metr N H S Ta_yS i d e ’ D u n d ee ’ SC O tI an d

NHS
View Metrics Patient Safety Dashboard éhia b
L] =

¥ Dashbhoards

|F'atient Safety Dashboard j

+ Directorate 99.7
Pearcent compliance with Fercent compliance with Percent compliance with Percent of obsenrations for Fercent of at-risk
» Specialty Early Wirarning Score central line insertion bundle central line maintenance which a respiratony rate is observations with
FEzessment bundle recorded appropriate intenrention
undertak..
~ Ward
My TCI - Minewells TCI Ward = =
MOS0 - Minewells Ward 1 Step Down
MYYO2 - Minewells Ward 2
MAWWD2A, - Minwells 24 Oral Surgery 0 G T @a— T .3
MYWO3 - Minewells Ward 3 048
MY - Minewells Whard 4
MYWOASTROKE - i lls Ward 4 S ke Uni with Fercent trained in the use of Fercent of Staff Using SBAR Fercent of High Quality Fercent compliance with
* - Minewells ar troke Unit riefings SBAR SBAR Exchanges Feripheral Wazcular Catheter
MYW05 - Minewells Ward 5 Bundle
MWWOB - Minewells YWard &
MYWYWOF - Minewells Ward 7
MYWOE - Minewells VWard =
BYYOD - Minewells Ward 9 r\
0 @
Fercent of Bligible patients FPercent of surgical patients Fercent of patients on beta Fercent of Patient with Pre- Fost-Op Heart Rate

with peri-op glucose contral blockade whao mere ~Op Hormothermia
continued on beta blocka..

who receive
prophylaxis

The data can be stratified by location and function.

So let’s understand the variation in the system
over time not in the aggregate!

4| | i

bl 3674 Copyright & 2010 Arvidhiz Informatics Lid. | Third party icensing

——




Metric Dekails - Microsolt L

File  Edit View Faworites Tools  Help |

@Back - -Q - |ﬂ @ .L:j /,,__) Search k?'/'_n‘\'si‘Fa\\toril:es €}| [_';- .,___'\; - - _J ﬂ

Address |@"| http: 10,252, 10,51 dashboarddetail#rmetric_id=237
NHS Tayside, Dundee, Scotland e

NHS
Metric Details Early VWWarning Score Assessment compliance Ahic "';;-;,‘;"’
Trendline Overview

95
S compli..
-2.3%

0o o

75

50

) When you click
on areport card

Mlay 10 Jul 10 Sep 10 Maov 10

L]
Hovu|09 Dec 09 Jan 10 Feb 10 Mar 10 Apr 10 May 10 Jun 10 Jul 10 Aug 10 Sep 10 Oct 10 Hov 10 d I aI u p p O p S a
9285 965 9583 962 94853 945 9883 9353 97 ’

Q4.4 a4.2 ar.2s 95

plot of the data

Metric Early warning Score Assessment compliance

L]
over time
Category  Frocess measure for the Scottish Patient Safety Prograrmme =

Description Vo oatz

Rationale Frocess measure for the Scottish Patient Safety Prograrmime

bawailicd; 367 4 Copyright & 201 0 Arvidhia Informatics Lid. | Third party icensing

|@ Done l_ l_ l_ l_ l_ |4 Internst




— i1l ;l { IR

2 & e 4| M TOPPLISTAN 2008

it : Resultatet av 8ppna jdmfSrelser
' av sjukvardens kvalitet och
effektivitet 2008, Summering av
resultatet for 101 indikatorer déar
placering 1-7 ger ett pluspoéng
och placering 15-21 ger ett mi-

£ | b | | e s ] &3

nuspoang.
plalalal il dlaleHald]d
| Landsting Podng Placering
~ . ' -08 \ -07 -06
. _ Jonkoping County B I
: - — i i Halland 26 i =]
ST Y 2 : Swedish Open Comparisons. |vastmanland 15 4 12
o EraE - . - ) Kronoberg 12 2 2
: Is this data for improvement? |xma 12 5 6
—= Visterbotten 30,5 : : terbotten 11 7 7
i = ‘f{j‘ff“' ) : : I stergotiand 7 8 9
Kronoberg 287 ; — alarna 7 15 15
alals : Uppsala 254 : : —— ppsala 6 11 19
Orebro 24,0 —_—
r T Vistra Gotaland 23,4 ; ; —— bfﬂiaﬂd 6 8 13
cu T Visternorrland 23,2 : : — rebro 4 10 4
e e 4 Virmland 23] = Queity end Esllency ekinge 0 1 4
. b Siyscleh st et :
= ﬁlﬁﬁ §§3 : asternorrland 0 14 18
Gﬁvgeborg 29 : orrbotten -1 11 7
N iiand 76 j deborg -3 19 17
o Sérmland 224 : tiand -8 20 19
Jonkoping County Vismanland 24 ‘ straGotaland -9 16 16
Gotland 2],:8 : ne -11 13 10
Sm?;lfofﬂi ZZSS : rmland -12 17 13
Ostergotland 19’,7 : ockholm -15 17 19
Blekinge 17,6 . mtland =27 21 11
0 0 2 % 0 klla; SKL/Socialstyrelsen,
Procent harkatrnina: Nasane Canshilla

© 2022 Institute for Healthcare Improvement/R. Lloyd


http://upload.wikimedia.org/wikipedia/commons/4/4c/Flag_of_Sweden.svg

Punktprevalensmatning Vrdrelaterade infektioner (PPM VRI) j omr 3 Forebygg vid vérdens
- MAl: 100%
. Hand Hygiene and \
“ i i Errors
Health Care Dress Code Medication:=Errors
80 + 8= Baridiniken Jonkoping
. . Wr———————————————————— Barnpsykiatriska Kliniken Jonkoping
5 Associated Infections . w0 «
== Huckiniken Jonkeping
80 P | == Infektionskliniken Jonksping
o == Intensivvrdsenheten Jénkoping
H —— Kirurgkiniken Jonkoping
H ) g s —— KvinnoKiniken Jonkoping
g0 & Medicinkliniken Jonk6ping
H R =0 a0 ‘Onkologkliniken Jonkoping
a0 Ortoped- och Reumatologkliniken Jonkaping
20 ~ Psykiatriska Kiniken Jonkoping
B [\ Rehabiliteringsmedicinska Kiniken Jonkoping
\/\ 20 p Sgonkiniken Jonksping
5 B \ ik
10
o 10 \\ \
o > "
—— skepings ot —a—vamamo o 2008 orober 2008 o 2009 Oxober 2000
. Fokiandvard — - vawarde
Maj 2008 November 2008 April 2009 November 2009
Tidpunkt Landstingets kansli 2010-01-22
— - — - WHO:s checklista (omr 5 och 8 Séker Vérd)
A E r at e . - Primara drivkrafter Sekundara drivkrafter Planerad Sluten- och Oppenvardsoperation
Foljsamhet Basala
Patientskador per virddagar (AE) - Landstinget i Jnkopings lan > - 900
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T N N N N N Antal patientskador .
S2EsE223 23 EREF2F8 282283 2¢8¢F per 1000 patientdygn o
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& -
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I 1l I I I I so%
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o - 3
2 0,003 H
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Tests performed with unequal sample sizes
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The Alternative to the R/Y/G Charts
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Using Small Multiples to Display your
Dashboard

Rate
12

0

CAUTI per 1000 Foley Days
Project
start
/
Y !
[] § []
[]
® [ ]
. 8
8- -./ .
L] [ ] ]
LCL b T T —T— &8
ggeggggegzegeggegeegeeeee Iyl
R EEEEEEEEEEEEEENE RN

Insertion Checklist - parts not completed

= 4 4 - 100.0
U .
:  Process
25 - 800
E - 700
< - 60.0
g, - 50.0
3 - 40.0
£, - 300
5 - 200
5 - 100
€0 - 0.0
=
T T - T S S, SR N SRS )
2 F &L FFHEFE TSRS
S F ST EE N @
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Causes of Bundle Non-Compliance

100%

80%
70%
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40% -
30% -
20% -
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0% -

-, | M5 Percent with Insertion Bundle

| Process

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19
week

CAUTI Dashboard (Outcome & Process Measures)

M6 Percent with Maintenance Bundle
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A CRITICAL CARE DASHBOARD

allows you to

explore relationships

—

NHS Tayside

CCP9 - Percent Compliance with Central Venous Catheter Maintenance Bundle (Ninewells Hospital) -

—

- Intensive Care Unit
‘ : : Ay
ety NPT TG L o ShaRe T SRR 2
80.0
-« Process Measure
#
4.0
00
0.0
R A I
Month
NHS Tayside
CCP2 - Percent compliance ith the preventing VAP care bundle - ICU, Ninewells Hospital
0000
L Ay H. L A g g
ul \H_,I\f ey |.._'_.|—4| g
T
i Oral hygiene element
[ of VAP bundle
full implemented
i R
" Implementation

of daily goals

Process Measure

- zoos

- zoov
= - =oov
= - zoov
= - zoov
5 - zoov
& - zoov
¥ - =oov
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a - zoov

- =oov

- zoos
= - zoo=
= - zoo=
= - zoo=
= - zoo=
& - zoo=
¥ - zoo=
2 - zoo=
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- zooo
= - zoODoD
= - zODD
a - zooo

1
1
1

10 - zooe
1= - zooe
10 - zoov
1= - zoov
10 - zoo=
1z - zooE

11
11

Month
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A CRITICAL CARE DASHBOARD

allows you to explore relationships
— NHS Tayside N NHS Tayside

CCP9 - Percent Compliance with Central Venous Catheter Maintenance Bundle (Ninewells Hospital) - CCO2 - Central Line Bloodstream Infection Rate (Ninewells) - Intensive Care Unit
Intensive Care Unit
il ST FUPTREYS S gy e, .y 100 |T

| o l~._H g

« Process Measure i | || | | Outcome

wl I || Measure

il 1/ SR S 1 S| 1A I [ ||

a0
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Organisational Level View
QHC Chapter 5, 151-154

‘—-—-—/—_\
ﬂ

ast London
NHS Foundation Trust
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Medication
errors

Physical Reducing
violence Harm

Pressure
ulcers

Restraints

Long-term Quality as an
mission and ] ]
stretch aims Organizational

Strategy

)’

W,

East London
NHS Foundation Trust
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Safety
-wide results including Bedfordshire and Luton

Trust

Unexpected Deaths C Chart

Serious Incidents C Chart

Incidents Reported C Chart

Restraints in prone position Reported Incidents of Physical Violence

Episodes of Restraint

15

AL

SN

i BB ]

Grade 3 & 4 Pressure Ulcers Originating at ELFT C Chart

Falls Resulting in Harm C Chart

Falls Reported C Chart
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East London

NHS Foundation Trust

),

Adult Acute Mental Health Occupancy i chart

Inical Effectiveness

Cl

Chart

\

—

\

Adult CMHTs Days Waited until First Face to Face Contact
i

100% -
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fauednag pag
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Non-attendance at appointments (P' Chart)
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East London
NHS Foundation Trust
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East London
NHS Foundation Trust
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Dialogue #3

So what’s on your Dashboard?

Designing the Components of a Dashboard
» Is this a Macro, Meso or Micro level dashboard?

» Which of your strategic objectives will this dashboard
address?

» What are the major dimensions captured by this
dashboard?

» Does everyone (and | mean EVERYONE) understand the
purpose of this dashboard (improvement, judgment,
research)?

» Use the Dashboard Worksheet on the next page.
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Dashboard Worksheet (page 1)

Is this a Macro Meso or Micro level dashboard? -
— I Use this area for notes and

comments

The Dashboard is designed to measure the following dimension(s)
(mark all that apply):

Patient Satisfaction o Information Technology
Work Life Quality _ Infection Control o
Clinical Excellence - Quality Outcomes -
Appropriateness - Financial Viability -
Availability/Access o Growth/Market Share
Continuity of Care o Respect/Caring -
Effectiveness - Reliability -
Efficiency - Safety -
Equity o Other (specify) _

Add other dimensions below:
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Dashboard Worksheet (page 2)

Dashboard Name:

Dimension to be captured by Potential Measures

this Dashboard for each Dimension
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A Few Closing Thoughts on ...
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Benchmark as a
Noun

Its only about the
numbers!

Performance to the “best”
number(s)!

Using averages or
aggregated numbers is
fine!

National “benchmarks”
from the government or
consultants must be met!

Targets and goals are the
focal points!

“Occasionally there is some
confusion over the correct
use of the term
“benchmark.” A benchmark
IS a measure of best
performance against which
an organization’s

performance is compared. A
benchmark, however, is
never derived from average
or aggregate performance.
Because it represents the
best, a benchmark must refer

to the performance of only
one organization.”

“When is a Performance Goal a Benchmark?”
The Mihalik Group (Summer, 2003: 2)
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Benchmarking as a Verb

* |dentifying and understanding best practices.
» Realizing new performance levels.

« Creating a new culture.

« Using numbers to learn, not as an end.

* Focusing on the processes that produce
excellence.

* Benchmarking is a beginning not an end!

—_ The outcome of
§+?+q_o

benchmarking

The focus of benchmarking
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Benchmarking is a Verb

“Benchmarking as a verb, is a way to identify and

understand best practices that enable
organizations to realize new levels of

performance. It Is a journey not a destination

designed to establish highly reliable structures
and processes, create a new culture that is
focused on continuous improvement and
excellence, and create the conditions that enable a
learning organization to emerge.”

Source: R. Lloyd. Quality Health Care: A Guide to Developing and Using Indicators. 2" edition, Jones and Bartlett Learning, 2019:155.




Benchmarking
Problems

Look at the current performance of ] THE SEARCH FOR INDUSTRY BEST
an organization that has been
highlighted and quickly pick it as
THE BENCHMARK!

Give little thought to “how” an
organization achieved a top
rating. l

Little consensus on which
organization is consistently THE The most widely
BEST amongst healthcare referenced book on the

. : : : benchmarking process.
organizations or in other industries.
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A final thought...

“Measures should not be
carved in stone!”
“‘How the Right Measures Help Teams Excel”
Christopher Meyer, HBR, May-June, 1994.

“Measures that were relevant during the early stages in
development of a new product (or service) will
undoubtedly become irrelevant as the product (or
service) nears production.”

“Numbers are not explanations; they do not give

Insight upon which you can build the next step
of your reasoning or your next investigation.”

Jan Vandenbroucke.“Observational Research, Randomized Trials, and Two Views of
Medical Science” PLOS Medicine, March 2008, vol. 5, issue 3
(www.plosmedicine.org)
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So, back to the initial question...




Leadership’s Role in Using Data to
Drive Change!

Creating the desire for
continuous improvement.

Creating an environment that
nurtures respect among
people.

Providing encouragement.

V'S
A\

Promoting cooperation. O

Understanding variation!
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Additional IHI Resources on the

Science of Improvement

You can access the following free videos from the IHI website:

» Dr. Lloyd has over 20 Whiteboard Videos that explain the concepts, tool and methods of QI in
4-8 minutes.
http://www.ihi.org/education/IHIOpenSchool/resources/Pages/BobLloydWhiteboard.aspx

» Also Dr. Lloyd’s On Demand Videos can also be accessed from the IHI Website:

= Deming’s System of Profound Knowledge and the Model for Improvement
http://www.ihi.org/education/WebTraining/OnDemand/ImprovementModellntro/Pages/default.aspx

= Data Collection and Understanding Variation
http://www.ihi.org/education/WebTraining/OnDemand/DataCollection Variation/Pages/default.aspx

= Using Run and Control Charts
http://www.ihi.org/education/WebTraining/OnDemand/Run ControlCharts/Pages/default.aspx
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Thank you for

joining me today.

Best wishes developing and
using your

Strategic Dashboards!
Dr Bob

| Healthcare Resilience in Extraordinary Times %




The Journey Continues!

The capacity to learn is
a g/ft; the ability to

learn is a ski//; the

willingness to learn is a
chozce.

Brian Herbert




Dr. Robert Lloyd Bio

Robert Lloyd, PhD, Vice President, Institute for Healthcare
Improvement provides leadership in the areas of performance
improvement strategies, statistical process control methods,
development of strategic dashboards and capacity and capability
building for quality improvement. He serves as primary faculty for
the IHI Improvement Advisor (IA) Professional Development
Program, the Improvement Science in Action (ISIA) Program, the
Improvement Coach Program and various other IHI initiatives and
demonstration projects. Dr. Lloyd works throughout the US,
Canada, the UK, Sweden, Denmark, Africa, the Middle East,
India, Malaysia, Australia and New Zealand. He is an
internationally recognized speaker on quality improvement
concepts, methods and tools.

Y @rlloyd66

rlloyd@ihi.org

He also advises senior leadership teams and boards on how to create the
structures, processes and cultures that will make quality thinking and behaviors
part of daily work. He is the author of three leading books on measuring quality
improvement in healthcare settings and numerous articles and book chapters

on quality measurement and improvement.
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