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Parable of the Red Beads

All of Deming's key points
are contained in the
parable of the Red Beads 3
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W Edwards Deming
(1990 - 93)
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Quality
J U ra n < Pplanning ~»| <¢—— Quality Control (During Operations) ———————|
TrI|Ogy Sporadic
Spike —»
@
£
o
£ -
1 Original Zone of
z
o e
o Quality Control
@ a
H c6 Chronic Waste New Zone of
2 g g Quality Control
Joseph M. Juran a
(1904 - 2008) i1 ©
L Lessons Learned
FIGURE 4.1 The Juran trilogy diagram. (Juran Institute, Inc.. Wilton, CT.)

Examples of QC Activities:

» Safety Huddles

* Real time capacity and
demand analysis
Rapid Response Team
Audits
Infection control reviews
Incidence reporting
RCA (root cause analysis)
Situational Awareness
PDSA testing to identify
special causes
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ZEE AR (Profound Knoledge ) U AFE A Ky
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Knowledge for Improvement

Improvement.

Learn to combine subject matter
knowledge and profound knowledge
in creative ways to develop effective
changes for improvement.

Subject Matter Knowledge

Profound Knowledge

Basis for the Science of Improvement:
Deming'’s Lens of Profound Knowledge

N

“‘{' Theory of

W, Edwards Deming
(1900 - 93)

— alens for
improvement

\Knowledge ‘g- Psychology ‘\
" ) An outside view
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PRIOR TO CLINIC

ENCY
DAYOF BUURY DEPARTMENT/ GP
visiT

Inatew words
What happened? Where did you go?
QCHED [1GP

Other (ditterent
D. otc)

How long atter the
injury did you §0 to
the GP/ €D 7

What was your
What was your main experience like?

concern?

Ploase rate how

flod you w
L J

How do you teel? (1-2
words)

& @

Patient Journey Map

DURING CLINIC
cumic HEALTH CARE HEALTH CARE
BETWEENINITIAL | wATiNG ROOM ORKE!
VISIT & CLINIC s o st e e e
When did you come 10 How many times have [WHESTWaEthelrjolif | What was their job;
the clinic following  you come back 10 the protession? protession?
your initial waiting room today?
GP/Emargency visit?
: What went well What went weil
[] 5dayortess 15 there anything you today? today?

would change?

[“IMore than 5 days

How long did you wait
1o be notified about
your appointment?

15 there anything you
would change?

How did you feel?
Describe (1.2 words)

Oid anything happen Ploasa rate how
during this time that
you seek an
wartior/lator medical  Who have you seen = RA .
review (.4, suriery, today? Mowdidyoutesl? | How did you feel?
COVID, ate)? Admin | |Doctor |Describe(i-@words) Describe (1-2 words)

Mand Therapist/OT
X-Ray

Nurse

®

FHAE T 3Rl - 258 AR A5 Y

e £y SE3R  BRAER2 AR % & 7 K I

Patient referred to
Fracture Clinic

Discharge

Key Finding

: Implementation Research

* 100 total New patients (1 x 3.5 hour clinic/week)

* OT Led Clinic took 20% of all new referrals to the
Orthopaedic Fracture Clinic during the trial period

* There was 22% growth in referrals to Orthopaedic Fracture
' Clinic during the trial

BEE TR R eESE A& = (# MR . Capability ~ Comfort ~ Calm

Functi hnical heali Posit

Q1. Function at clinical healing = 93% ive Pain, Discomfort or Avoidance at exp
(KP1 > 80% Positive) clinical healing

Q2. Belief of return to function = 97% Yes

(KP1 > BO% Yes)

Time spent was

|

Cost was Happy with care options?

Q3. Pain, discomfort or avoidance »
(XP1 > 80% No)

93% No

Q4. Total time spent accessing care » 90% Positive
(KP1 > 60% Positive)

Q5. Total cost spent accessing care = 100% Positive
(KP1 > 80% Positive)
Q6. Happy with care options? = 100% Positive

(KP1 > 80% Positive)




3. S9 &y BB SR EBUMEESTE (Queens land pediatric sepsis program,QPSP)
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QPSP PHYZKE SCFFATER

| PRE-DIAGNOSIS z DIAGNOSIS > ACUTE CARE
_/

Vs

LONGER TERM RECOVERY
BEREAVEMENT

Family Support Network

“Joumeying through Sepsis™ Video Series

N Peer Mentor Program
(for mentees)

A

Peer Mentor Program
(for mentors)

“Sepsis Connection™ Newsletter

Post Sepsis Model of Care
(in development)

AEtESEBHEE SIFHAY

5 B ALY I [ (7 A T 25

rogram

Why collaborate?

¥ © @

consumers we.

active conrnaons 1o
Resthizs saccmen

aenracnn

Queensland Paediatric Sepsis Program

Peer Mentor Program

WNIBA NICAEA

HABIRN AT E 2 B &R

Dedicated time. ,@ Can be stressfui for
ond volsing of  \ / consumers; grief and
consumers trouma
Needtobe .~ Dependent on
trustworthy and v successful navigation of
engoge “hidden” rules
respectfully
listening to and = engagement can damage
i Strategies  Challenges s ————
consumers. services
Provide specific Sustainable outcomes are
guidelines not achieved if consumers

Queensland Paediatric Sepsis Program

If you would like to know
more about our program

Our fabulous Consumers

QPSP Team
Jayde Archar  Sai Raman
PaviaLister  Charlotte Mooro

Adam Inwin
Alang English
Emma Callier  Amanda Harley

The University of Queensiand
Trizh Gilkalm Kristen Gitbons.

Paadiatric Sapsls Clinlcal Advisory Group
Paediatric Sepsis Executive Committee .
(Chidren's Health Awards for Excelience winnar 2021
+ Ltk Mses, B Dierence - Bruce Chio

Glodal Sepus Award 7020

@ Majee

Email: paediatricsepsis
Web: hutps:/f

health.qld.gov.au
drens.health.qld,
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HOW to Create a 1 Patient experience
joyful, engaged i oo
workforce

Outcome:

4. Use improvement science to test
approaches to improving joy in your
organisation

3. Commit to making Joy in Work a shared
responsibility at all levels

2. Identify unique impediments to Joy in Work in the
local context

1. Ask staff “what matters to you?"

[HI 2SI HfEim e T 4HEE

Critical Components for Ensuring a Joyful, Engaged Workforce
Interlocking responsibilities at all levels

Physical &
Paychological Satety:
Equdabie environment hee
from haem, Just Culture that
5 safe and respectiul
support for the 2 Victim

Real Tume Measurement:
Contrbuting to reguisr feedbock
systems radical candor n
sasessnents

Welliness & Resilience
Health and wellness self
core cultiveting resdience
and stress mansgement

role modehng values
system apprecaton for
whole person and famdy

understanding snd
sppreciaton for work ke Autonomy &
balance mantsl health
(Gepresmon and sroety )
support

Control
Envwonment supports
H“nhy choice snd fexibity n
Productive
People

Meaning & Purpose
Daily work i connected
10 what celled ndmiousis
o practice. ine of sie 10
misson‘gosls of the
orpaniZation, constancy
of purpose

daily bves and work
thoughtful ENR

implementaton
Dailly improvement:

Employing knowledge of
mprovemaent scence
and cntcal eye o
recognue opporunbes
10 Improve. reguis
proactive Maming from
Gefects end suocesses

Recogniton &
Rewards:
Lesders understand
dady work. recognang
what team members
e Soing. and
cwlebrabing outcomes

Camaradene &
Teamwork
Commensaity soomsl
coheson productrre
tesms shared
undentanding  trusting
relabonahgy

Participative
Management

Co-producton of Joy
lesders creste space fo
hear intan and nvoive
before scting Clew

communcabon and
consensus bulkdng es »
part of decson makng
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2.E-poster T :

International Forumon

QUALITY&SAFETY 30 October - 1 November 2023

in HEALTHCARE Melbourne Convention and Exhibition Centre (MCEC)

® MELBOURNE

Institute for
Healthcare
Improvement

Topic:

Evaluating the Administration of Pediatric Liquid Medications: A Study on Home Safety Concerns

1) Please declare any conflicts of interest below:

This study was supported from the Medical Research Department of National Taiwan University

Hsin-Chu Hospital.

2) Ethics Approval:

This study has been approved by the Research Ethics Committee of National Taiwan University

Hospital Hsin-Chu Branch (REC No. 111-191-E)

3) Context:

This study is conducted in collaboration between the Department of Pharmacy and the

Department of Pediatrics. The research team consists of pharmacists, physicians, and nurses. Parents

of Pediatric patient who have visit our hospital, will be invited to participate in this study.

Employees of our institution who have children are also included.

3) Problem:

In the interest of convenience and cost reduction, the practice of compounding mixed tablets into

powder form for pediatric patients has been prevalent for at least the past two decades. However,

this approach carries certain drawbacks. Following a multidisciplinary meeting on pediatric

medication, our institution made the decision to discontinue the immediate compounding of medications

services as of November 2022. Instead, we have transitioned to utilizing liquid medications for most

of cases. Despite this shift, concerns regarding the safety and effectiveness of this approach persist

among healthcare providers and family members. Specifically, there are concerns regarding the

14



proficiency of caregivers in administering medications in liquid form to children, which may result

in potential dosing errors for specific medications.

5) Assessment of problem and analysis of its causes

We plan to invite 500 Parents to handle liquid medications under common scenario. One researcher

observed and recorded the actual demonstration, and measured the weight of medication after interview.

Each participant underwent the test once. Except measure cups in original packaging of medications,

other measuring tool (including droppers, syringes, etc.) are informed to provide in request.

Backgrounds as well as health literacy of participants were measured through questionnaires.

6) Intervention:

We propose that to provide education for pediatric patients and their families to prevent dosing

error. This education includes the use of oral syringes.

7) Strategy for change:

The study was started on March 31,2023 and will be continue until year 2024. After the first 6 month

of data collection, Group medication education program will also be conducted. Pharmacists should

provide parents with the appropriate administration tools when possible dosing error is indicated.

Caregivers can report any practical problems they encounter. Upon completion of the study, it will

be determined for pharmacist to provide parents with oral syringes. Furthermore, Health providers

can gain insights into the actual medication administration practices of family members based on

the research findings.

8) Measurement of improvement:

The potential factors contributing to medication errors were analysed using questionnaires and

photographs taken by parents, allowing for an initial assessment after the intervention. In addition,

direct feedback was obtained from primary caregivers.

Based on the preliminary results from a sample of 25 participants, the average age of the children

was 4 yvears, while the average age of the family members was 38 years. It was observed that 18

individuals (72%) did not utilize appropriate measuring tools. Dosing errors were defined as

deviations of over or under 20% from the intended dose. The proportion of dosing errors in measuring

1.5 ml and 5 mL volumes using the original cups was 19 participants (76%) and 13 participants (52%),

respectively. Notably, Fisher's exact test revealed a statistically significant relationship

15



(p-value < .0022) between the use of a syringe and accurate measurement. All analyses were performed

using SAS software, version 9.4 (SAS Institute, Inc.; Cary, NC).

9) Effects of changes:

Through the interviews, we provided tools that allowed 100% of the family members to promptly correct

their misconceptions. By ensuring that pharmacists can effectively provide education to family

members, enabling them to correctly measure liquid medications, we can address concerns of health

providers.

10) Lessons learned:

Not providing or actively informing parents about effective medication administration tools can

easily lead to dosage errors.

Non-native speakers of Chinese may face challenges in understanding the medication instructions

provided by institutions. It would be beneficial in the future to include different language versions

approach to accommodate these individuals.

11) Messages for others:

Correct measuring skills was not familiar knowledge among new parents, health providers such as

pharmacist can take the initiative to prevent possible situations.

12) Please describe how you have involved patients, carers, or family members in the project:

Adult family members and the main caregivers of the entire family who are involved in the care process,

their children also watched the whole evaluating process.
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