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Asking a question is easy!

> About the topic being presented —

+ Click on the Q&A icon at the bottom of your screen
« Type your question & hit Enter
+ Questions will be answered at the program’s end, or offline if time runs out

> About technical issues or CE credit —

« Click on the Chat icon at the bottom of your screen
« Type your question & hit Enter
« Our team will reply to your question right away
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Housekeeping notes

This webinar is being recorded for on-demand access later, after
the series’ conclusion

To earn CE, you must attend the entire session

For those sharing a computer
o Complete a manual sign-in sheet before the program ends
o Go to Chat to access the link for the sign-in sheet
o Each participant must complete an evaluation to obtain CE credit
o Instructions will also be emailed to the program registrant
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Learning objectives

Understand the difference between special cause variation
(people mistakes) and process instability (process mistakes)

Review Lean Six Sigma tools for identifying the root cause of an
error and fixing the underlying process that created the problem

Learn how to gather data, analyze it, and develop resolutions using
practical examples






70 ERR IS HUMAN

10 BLAME IT ON SOMEONE
ELSE SHOWS

 NANAGEMENT POTENTIAL,
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Errors are variations from what you expect

| | We perceive all errors to be special cause
Special Common

cause cause

More frequently, the error lies in common cause
e How much does your process vary?

o Do variations fall within acceptable limits?

Unexpected

N Natural or
variation
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The special-cause approach to handling errors

Sometimes caused by irortpes |
unforeseen glitches — o, B e

Unintended
technology, etc i i
Often person-based

. Focuses on the unsafe : ,
acts of individuals ; Bl Ruic-besedmistakes

Mistake - Know ledge-based

| I .
Intended ; ! mistakes
action

Routineviolations
https://discovery.ucl.ac.uk/id/eprint/1401849/1/ Violation Exceptional violations

Acts of sabot
Monsey_Chan_McLeod_PhD_thesis_2013.pdf cts of sabotage
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“Be more careful” is not effective

When we assume human error is the cause of all mistakes,
we scold, retrain & urge caution

® You can’t do much to change human nature

® People will always make mistakes
If you can’t tolerate mistakes, remove the opportunities for error

Training doesn’t solve all problems — you have to improve the system
e |f you train people to use poorly designed systems, you’re only as good as your weakest link

e Training & motivation work best when the system people use is the safest, easiest & most
accurate way to do the job



Common-cause approach to handling errors

Systems
. Expects human error

. Adds assessment of equipment,
workplace, processes, policies &
management decisions

. More “wholistic”

https://discovery.ucl.ac.uk/id/eprint/1401849/1/Monsey_Chan_McLeod_PhD_thesis_2013.pdf
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What is Lean Six Sigma ?

(t +

LEAN SIX SIGMA

Focuses on waste Focuses on preventing
reduction by streamlining defects through problem
a process. solving.

LEAN SIX SIGMA

Lean strengthens Six Sigma:
Problem solving + improving
processes delivers greater results.
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Strong problem-solving culture involves PEOPLE

ENGAGE THE TEAM MEMBER/S AS THE TEAM SOLVES THEIR OWN SHOWS YOUR RESPECT FOR THE
CLOSEST TO THE PROBLEM PROBLEMS, THEIR MOTIVATION TEAM AND THEIR ABILITIES
AND EMPOWERMENT INCREASE
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The formula for solving problems

~

A/

4

y e

| |

L

solution

Define the Quantify the Identify the Identify, Maintain the
problem problem cause of the implement & solution
problem verify the
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Define the problem CMATIC

nnnnnnnnnnnnnnnnnnnnnnnnnnnnnnn
problem caseofthe | implement& | solution
mmmmmm
uuuuuu

|dentify the gap between what should be and what is happening

A SIPOC is a high-level view of a process.
It stands for Suppliers, Inputs, Process, Outputs, and Customers:

- AN

= -

Supplier Input Process Output Customer

Person/Organization Resource thatis  Series of steps where  Resource that is Person/Organization
that provides Input  added to a Process  an Input converts to the result of a that receives
to a Process. by a Supplier. an Output. Process. products or services.
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| SIPOC Analysis and Map :: Car Repair
‘ y Suppliers Inputs Process Outputs Customers
: Auto parts Auto part Process description: Repair of car damaaged in collision. Repaired car Car owner
distribution
Insurance
Car owner Car company
Process map
SIPOC can _— -
drops off car mt?:sh’g:ic Inspect car
help you
[ ] [ ]
d f :
I entl y ga pS & Estimate Get customer
° ° repair cost & insurance Order parts
contributing and tme spprona

Enablers

fa Cto rS Insurance Company +

Install parts Test drive

Customer
picks up car
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Process

mapping
example
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Measure -

uuuuuu

Gather data at baseline, during & after implementation
Scope, frequency, etc
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Pain-Point Log

Tool

Measurement tools

Pain-Point Log

ldentify frequency / type of error & answer key questions:
e When should | do something about it?
o Isitstill happening ? Is it resolved or not? Can | move on?

Sometimes a simple spreadsheet will do

Pain Point Log - Problem occurs in day-to-day work that takes away from assigned job duties

# of Océ:urrences RCPS
Problem Statement / Improvement Opportunities 1 2 3 4 5
Sample 1:  Wrong dose given 1/14  1/30 2/3 2/15 2/22
Sample 2:  Discontinued med administered 2/5 :

Sample 3:  Incorrect route of administration 1/12 2;’155

6
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Measurement tools

Spaghetti Diagram

Visual representation of workflow using a continuous line tracing the
path of an item or activity through a process

|dentifies redundancies & opportunities to expedite process flow

Spaghetti

: - L//A//A &
Diagram Tool Norkation N
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Root-Cause Problem Solving (RCPS)

In-depth process for identifying the MOST BASIC factor(s)
underlying a variation in performance (problem)

i

Prevents jumping to conclusions
Avoids creating “band-aid” fixes
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/2\ The basics of root-cause analysis
’_‘ Symptom of the problem.

“The Weed”

Above the surface
(obvious)

The Underlying Causes
“The Root”
Below the surface
(not obvious)

The word root, in root cause analysis, refers
to the underlying causes, not the one cause.
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/2\ Understanding “cause”

ya Set of circumstances or conditions that
makes a condition exist or an event happen

. Direct / Immediate Cause
+ The cause that directly resulted in the eve

« Contributing / Underlying Cause

+ The cause(s) that contributed to an event but, alone, would not
have caused the event

« Root Cause

+ The fundamental reason for an event, which if corrected, would
prevent recurrence



/2\ Looking for root cause — option A
& W 5WHYs

Most problems, even the most complex, can be handled by
asking “why” 5 times

o
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5 WHYs can
help you get to
the root cause
easily

Q : WHY has machinestopped ? Q : WHY overload trip ? 0O : WHY Insufficient oil ?
A : Overload tripped out ! A : Insufficient oil on shaft ! /{: Oil pump in efficient !

Q : WHY is pump not efficient ?  Q : WHY is this shaft worn ?
A : Pump drive shaft worn ! A : Oil filterblocked with swarf'!
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5 WHYs
template

saForum

Asking Powerful Questions: 5 Whys

Definge the Problem:

Why is it happening?

Why is
that?

Caution:
- I your last answer is

something you can’t
control, go back up to
the previous answer

Why is
that?

/You don’t want
to list 5 different

reasons; you
want to go deep

on 1 reason.
N _/

Why is
that?

Why is
that?

Action:




/2\ Looking for root cause — option B
& W Fishbone Diagram

Used to identify all of the contributing & root causes likely to be
causing a problem

Fishbone e

Diagram Tool
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/?\ U Si n g t h e F i S h b 0 n e Measurement is not usually included on
e

Fishbone diagrams, but this can help you
identify how to create metrics for the
problem or gauge to success

- Agree upon & list the problem

/ Children /marm Clock / Bonus

/ Demotivated /' Waking Time /' Clacking In Brainstorm causes for each major category—

Tired / Route to work /' Incentive ask “why does this happen?”

Late for Lazy /Distance to Wcrk/ Late for School
Work Coffes Machine\ Traffic Jam \ Food For eaCh Cause, again aSk ”Why does th|S happen?"

Car \ Fog \ Clothes

\ Train \ Rain \ Petro Write sub-causes, branching off initial causes
\J"“'Efm Clock \ Holiday \ Electricity

Continue to ask why until the group runs out of

deas




FiS h bo ne / / Issue/Problem
template

T e
I S
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/2\ Looking for root cause — option C
’_‘ WHY Tree Diagram

Lists the possible causes of the problem/gap/strength by asking the
question “why” or “why is that true?” or “why is it happening”

WHY Tree Tool




R&
.

saforum

Using the 5 WHY Tree

vaidersarenotfcounseling postpartum clients about Agree UpOﬂ & |ISt the prOblem
amily planning (FFP)
[ o ] list the possible causes of the
Did not know to counsel on FP services Notime problem/gap/strength by asking the
[ o 1w | W question “why” or “why is that true?” or
::::nl;mb No one told them | N?r;ii:irgeir foomanypatene o Why |S |t happenlng?”
| Why? Why? l . l Why?
No one developeda | | No one's job p— L N For each of the causes, again ask the
job description to tell them © provide for enougn s . . .
’ o ] why Why? question “why” and list all possible

@I | Have no supervisor | 1don't know re S p O n Se S

l Why?

P ——— Continue this process at least 5x or until the
e response is “that is just the way it is,” or
= “that is just what happened”
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5 WHY Tree
template

Your description of cause here ...
Your description of cause here ...
Your description of cause here ...

Your description of cause here ...
Your description of cause here ...
Your description of cause here ...

Problem

.....

Your description of cause here ...
Your description of cause here ...
Your description of cause here ...

Your description of cause here ...
Your description of cause here ...
Your description of cause here ...




R&
.

] EXTENDED CARE SERVICES

m Bonus material: Most commonly identified

factors contributing to med errors

Environmental

Distractions & interruptions

Quality of orders / legibility of records

Mathematical skills Patient acuity Workload / staffing

Knowledge of medications Complexity of medication / setting Culture / climate

Experience & education level Physical environment Communication channels

Understanding of how errors occur Fatigue / sleep loss Routines

Failure to adhere to P&Ps Equipment failure Handling of incident-reporting
Similarity of drug names Inadequate access to P&Ps
Shift length

https://discovery.ucl.ac.uk/id/eprint/1401849/1/
Monsey_Chan_McLeod_PhD_thesis_2013.pdf
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A
¥y

Bonus material: Scenarios for med errors &
near misses

Prescribing Errors

Dispensing Errors

* Wrong medication / dose / route / rate

* Transcription errors

* Not taking into account clinical parameters
(height, weight, etc)

* Not taking into account clinical condition(s)

or other medications

* Translation-of-order errors

* Wrong medication / dose / route / frequency
* Wrong patient

* Expired medication

* Incorrect labeling or directions

* Incorrect packaging

Preparation & Administration Errors

Monitoring Errors

* Wrong medication / dose / route / frequency

* Use of expired med

* Wrong patient

* Med omitted without a clinical rationale
* Incorrectly prepared / administered

* Incorrect infusion rate

* Administered late / early

* Not ordering labs

Not adjusting dosing based on lab results
Not monitoring administration records
Not monitoring length of drug therapy
Failure

Adapted from: https://www.glicksmart.com/medication-errors-obstruct-patient-safety/
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M Improve: Identify countermeasures DMA|I|C
U Actions, devices or processed designed to prevent an issue from

occurring or mitigate its effects

Depending on the root cause(s), multiple actions may be needed

{— DDDDDDDDD »| Correct ive Act ion

Problem > Cause »  Root Cause »| Correct ive Act ian
e

Root Cause » Corrective Action
— Cause
Root Cause »| Corrective Action




Improve: Brainstorm solutions

Organize into common themes
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Countermeasure Sheet  [cru] | oate] [page|  |of
KPI or Improvement Ob je ctive: Suppeorting Data
Problem Statement:
Gap Analysis
Target | | Actual| | Gap]
o — Paste run chart of KP | or other backgroud data here
1.
2.
3.
a.
. Faste supporting data [iL.e. Fareto chart) here
Motes:
Countermeasure
Countermeasure owner Due Date status impact
template i
2,
3.
a.
5.

[
Countermeasure OWwWner: _+, |5h mula.c?‘m Total mpact:
o can Sin sigma. sim plifeo




Poka Yoke

Prevents a mistake from being made or makes the mistake obvious at a glance

Poka Yoke Tool

Japanese Meanings

K7
=

Poka

(mistake)

Yoke

(proofing)

“Your ability to mistake-
proof a process is only
limited by your own lack
of imagination.”

-Shigeo Shingo
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Mistake-proofing examples

Physical/hard stops prevent the mistake
from ever being made
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-
" Mistake-proofing examples

|
“ 8:00 AM
Monday

Nov 21

Makes it easier to prevent a mistake

1 ATORVASTATIN 20mg
1 ATENOLOL 50mg -
1 ASPIRIN 81mg

1 CALCIUM/VITAMIN D
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u Mistake-proofing examples
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Makes it easier to prevent a mistake or
see when one is made

Color-coding




il

“ EXTENDED CARE SERVICES

f Improvement tools - option B

5S

System for organizing spaces using visual management, so work can be
performed efficiently, effectively, and safely

1. SORT e Remove unnecessary items from each area

2_SET IN ORDER e Arrange items you use daily, so they are

easily accessed & stored

e Clean & inspect each area regularly
e Make sure items/equipment work properly

4. STANDARDIZE e Create 5S tasks & procedures

5. SUSTAIN e Assign responsibility & track progress
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» :
i 5S examples > g
|

s ®

b

CUT BLOVES

il
-







Before After
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;
I 5S examples

Everything in the area has a marked location!!
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Update processes and/or policies

Create a standard of work /
checklist mapping your new process
to get everyone on the same page

Improve: Document your new process

Frliand refesred to PC-CFF by POP
vid CPRS monsul

¥

| PL-CP? 5tal approves consult |

2

Pufoni schedulod for red mosilshie
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then desconisnu corsull larvenion & UDSTNPL

e

Nompharmacalogic infervenlions: Irestrrient plan for 12 monthe
- Cogniiva-hahaviorial tharagy for chrme pan

Livig Wl WhiRy Cheomic Condilions *
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- Traums-sansiive yoga Graksite
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Process
documentation
example

(< RN U I R}

12

13

16
17
18

ACTION RESPONSE

Diversion may be reguired.

Oxygen masks {if required) On, 100%
Smoke goggles (if required) On

Crew and cabin communications Establish
Manufacturer’s initial steps Accomplish

Anytime smoke or fumes become the greatest threat, accomplish separate Smoke or Fumes Removal Checklist.
Source is immediately cbvicus and can be extinguished quickly:

If YES gotoStep 7.

IfNO go to Step 9.

Extinguish the source.
If passible, remave power from affected equipment by switch or circuit breaker
on the flight cleck or in the cabin.

Source is visually confirmed to be extinguished:

If YES consider reversing manufacturer's initial steps. Go to Step 17.
fNO goto Step 9
Remaining minimal essential manufacturer's action steps Accomplish

[These are steps that do not meet the'initial steps™ criteria but are probable sources.)

Initiate a diversion to the nearest suitable airport while continuing the checklist.

Warning: If the smoke/fire/fumes situation becomes unmanageable, consider an immediate landing.

Landing is imminent:

f YES go fo Step 16.
fNO go to Step 12.
“X* system actions Accomplish

[These are further actions to control/extinguish source.] If dissipating, go to Step 18

" system actions Accomplish
[These are further actions to control/extinguish source.] If dissipating, go to Step 16

*Z" system actions Accomplish
[These are further actions to control/extinguish source.] If dissipating, go to Step 16

SFF continues after all system-related steps are accomplished:
Consider landing immediately.
Go to Step 16.

Review Operational Considerations.
Accomplish Smake or Fumes Removal Checklist, if required.

Checklist complete.
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Standard Work Instruction

m Work Element Sheet

Hyflo Fan Line, G225, 54" Fans 03-Feb-16 Sof 7
Hyflo Door and Crate and Motor Assambly (Operator 1) 1 0:04
Stop# WORK STEP Symbol KEY POINT | SAFETY HIGHLIGHT REABON WHY
Quality Q 1.1 [Pushooor and crate onte e comeyar
me | P | ok et i
Knmck _ 1.5 j-15=|ilc-u|1--:."&lu-w-|-:-lr\-|-cril-|n||lum-vm.

1.4 Agapiy U Il

1.6 Afizch tha pulley mnd sire lim to the moior,

Sta n d d rd WO rk e[ ——————

1,7 Lowar e arite, pesh e ki off e S1L, oed risse e Lae.

id Mk ppetalod Bl S1Eton 2 iNsg U s assanbly anle + ekt ting T 1My s hnigee cin el Lo e siress Lo U Body,

= s b T M Ieacing In [(aasibes Mk samise and sermn
e X a m p e WVisuals :hll 3 @ctually the firal slep fer oper
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fah E=ment Sheet
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(_x) Boeing 7378BJ
INFINITE FLIGHT CL
R i Airbus M]B_“g|r£. _I
PRE-START APPROACH-FINAL
BRIEFING CONFIRMED | | BRIEFING COMFIRMED
BRAKES___ ON SEATBELTS__ ©ON
THROTTLE _______ IDLE MOSMOKING oM
Y- - SPOILERS CHECK (OFF) | | LANDING LIGHTS Oh
— 7 — FLAPS RETRACTED | | APPR SET(IF REQUIRED)
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Improve: Implement the changes

Communicate
Post it?
Educate

Check for progress in
the first days of
implementation

Audience

'wﬂ

Communication Plan

: S
Vehide

Frequency
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Control the process

B c (o] E

Praxie Audit Checklist Template

Validate your results L —
'

T At e Al oot ier Pl Bt Nabe

Maintain your solution(s) by
monitoring them v e e B

(“Don’t expect what you NE R Tl —
|

Audit your progress — Daily?
Weekly? Monthly? Quarterly?

What do you expect to be
done or completed?

EEEY S & ¥y tElENauzn
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£
o
g
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Audit tools &< AUDIT

Date: Audited by:
YES NO
. . SORT 1 Isthe work ara clear of any unneeded tems?
&) Lean siGma Audit Checklist
. — . . SORT 2 Isthe area free of any safety hazams?
Target Area: Statement of Audit Objective: Auditor: Audit Date:

SET IN ORDER 3 lsewvenything cleary labeled?

Individual Auditor

Audit Technique Auditable tem, Observation, Procedure etc. Rating (Circle Rating) SET IN ORDER 4 Choose bitems; ar they all inthe right place?
Observation Have all associates been trained? YES NO

Observation Is training documentation available? YES NO SHINE §  lzthe ara being cleaned regularly?

Observation Is training documentation current? YES NO

Observation Are associates wearing proper safety gear? YES NO SHINE §  lsanyone responsible for routing ins pectionsimainienance”
Observation Are SOP's available? YES NO ) .

Observation Are SOP's current? VES NO STANDARDIZE 7 Iseveryone aware of thelr responsibliies?

Observation |s quality being measured YES NO STANDARDIZE 8 Arethere pictures of the items posted?

Observation Is sampling being conducted in random fashion YES NO

Observation Is sampling meeting it's sample size target? YES NO SUSTAIN 9 Is5s audi being performed routinely?

Observation Are control charts in control YES NO

Observation Are control charts current? YES NO SUSTAIN 10 Are chechlists avaiable and being used?

Observation Is the process capability index =1.0? YES NO

MNumber of Out of Compliance Qbservations

Total Observations Score Assesment 2* 8 TOTALS
Audit Yield #DIV/O! nor ‘ RS N

Corrective Actions Required

Auditor Comments -0ad_i_S5 Audl_Chedris *5poved Audis shouldbe goneoverwith Supariswilanager
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Summary

“DEFINE | MEASURE Start small — one error/type

Follow the formula

D Y J m ‘- ﬁ Choose the tool(s) &

/2 — template(s) you think would

work best for you

Define the Quantify Identify the Identify, Maintain ’ :
problem the cause of implement the Don't get dlscouraged
problem the & verify solution
problem the

solution
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Resources

Training
. https://www.shmula.com/six-sigma-dmaic-training-table-of-contents/
. https://asq.org/quality-resources/learn-about-quality

. https://www.pfw.edu/departments/etcs/depts/lean/document-
library/Standard%20Work%20(Bill%20Roper%20June%202018).pdf

Free templates
. https://www.shmula.com/free-lean-and-six-sigma-templates-and-guides/



https://www.shmula.com/six-sigma-dmaic-training-table-of-contents/
https://asq.org/quality-resources/learn-about-quality
https://www.pfw.edu/departments/etcs/depts/lean/document-library/Standard%20Work%20(Bill%20Roper%20June%202018).pdf
https://www.shmula.com/free-lean-and-six-sigma-templates-and-guides/

¥ .
£ EXTENDED CARE SERVICES

Sources

https://www.researchgate.net/publication/325537553 Lean Six Sigma to reduce Medication Errors in
hospitals

https://asq.org/healthcaresixsigma/pdf/gp0405esimai.pdf
https://bmjopenquality.bmj.com/content/6/1/u215011.w5936

https://www.aha.org/case-studies/2016-09-16-lean-six-sigma-reduces-risk-medication-errors-due-medical-
dispense

https://discovery.ucl.ac.uk/id/eprint/1350255/1/Garfieldmapping.pdf
https://praxie.com/

https://www.velaction.com/countermeasure-sheet/

https://www.glicksmart.com/medication-errors-obstruct-patient-safety/

https://www.rewo.io/standard-work-instructions-and-standard-operation-procedures/

https://www.graphicproducts.com/articles/what-is-5s/

https://leanmethods.com/resources/articles/reaching-people-effectively-communication-plans/



https://www.researchgate.net/publication/325537553_Lean_Six_Sigma_to_reduce_Medication_Errors_in_hospitals
https://asq.org/healthcaresixsigma/pdf/qp0405esimai.pdf
https://bmjopenquality.bmj.com/content/6/1/u215011.w5936
https://www.aha.org/case-studies/2016-09-16-lean-six-sigma-reduces-risk-medication-errors-due-medical-dispense
https://discovery.ucl.ac.uk/id/eprint/1350255/1/Garfieldmapping.pdf
https://leanmethods.com/resources/articles/reaching-people-effectively-communication-plans/
https://leanmethods.com/resources/articles/reaching-people-effectively-communication-plans/
https://www.qlicksmart.com/medication-errors-obstruct-patient-safety/
https://leanmethods.com/resources/articles/reaching-people-effectively-communication-plans/
https://leanmethods.com/resources/articles/reaching-people-effectively-communication-plans/
https://leanmethods.com/resources/articles/reaching-people-effectively-communication-plans/

Q&A
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About CE credit

Administrator credit

This program has been approved for one clock hour of continuing education credit
by the National Continuing Education Review Services (NCERS) of the National
Association of Long-Term Care Administrator Boards (NAB).

Approval #20230326-1-A82034-DL

Nursing credit

This program has been approved for one clock hour of continuing education credit
by The lllinois Board of Nursing, an approved sponsor of continuing education by
the lllinois Department of Professional Regulation.
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Obtaining CE credit

Complete the evaluation at the conclusion of this program:
e Inyour web browser
o Also emailed immediately following this program

For those sharing a computer to view the webinar:
e Submityour sign-in sheet to the email address listed on the form
o Each participant will then be emailed a link to the evaluation
e Each person must complete an evaluation to receive CE credit

CE certificates should be emailed in the next 30 days



Want more CE after this?

Stay tuned for our upcoming webinars:

ForumPharmacy.com
April 21, 2022
COVID-19 Impacts on Mental Health
May 19, 2022
Appropriate Use of Psychotropic Drugs in Long-Term & Residential Care



ForumPharmacy.com

Back by popular demand

SAVE THE DATE!

6th Annual Live Forum on
Post-Acute, LTC and Assisted Living

June 3, 2022
7Tam-4pm

DoubleTree Oak Brook, Illinois




THANK YOU!
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