	 MODULE 6
	Identifying Change Strategies to Address an Ethics Quality Gap


	OBJECTIVES
	By the end of this session, participants will be able to:
· Identify major causes and contributing causes for a specific ethics quality gap. 
· Select those causes that contribute most to a particular ethics quality gap.
· Identify change strategies to address specific causes of an ethics quality gap.

	RESOURCES
	For the session:
· Slide presentation, laptop, and projector
· Whiteboard (and whiteboard supplies)
· Flipchart paper (enough for each small group), markers, and tape (for hanging poster paper on walls)
· Participant Handouts
· ISSUES pocket cards

	PREPARATION
	· Gather training resources and read through the session plan.
· Ensure that the laptop and projector are functioning properly.

	OUTLINE
	SECTIONS
1 Introduction
2 Major Causes and Root Causes
3 Change Strategies
4 Takeaways
	DURATION (MINUTES)
2
48
35
5

	
	Total session time
	90 minutes
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1. Introduction (2 minutes)
	Slide 1
[image: ]
	NOTE: Have this slide up before the session begins. 
SAy:
We have covered a lot of ground together in a short period of time, so let’s recap our journey. We started with the tracking log in Modules 1 and 2. It helped us determine the appropriateness and priority of an ethics issue for a quality improvement approach. Then we moved on to defining best ethics practice in Module 3 and collecting data to describe current ethics practice in Module 4. Working through those 2 modules gave us the ability to describe and measure the ethics quality gap. And that measurement, as we have learned in Module 5, is the basis for developing a refined improvement goal. 
Now that you know how to generate clear, realistic goals for improving ethics practices, you can consider how to take action on them. 
CLICK.

	Slide 2
[image: ]
	SAY: 
In this module, we will brainstorm together about causes of ethics quality gaps and strategies to narrow those gaps. This wouldn’t have been possible earlier, because you can’t address an ethics quality gap effectively if you haven’t described it precisely.
CLICK.

	Slide 3
[image: ]
	SAY:
Throughout Preventive Ethics: Beyond the Basics, we have applied a quality improvement approach to ethics quality gaps. As you can see in our learning objectives for this module, we will continue to use quality improvement processes to get to the bottom of what is causing an ethics quality gap and to come up with the strategies that are most likely to lead to improvement. 
CLICK.

	Slide 4
[image: ]
	SAY: 
Please take out the ISSUES pocket card. It outlines the major steps and substeps of ISSUES, which is the approach used for performing preventive ethics within the IntegratedEthics model. 
This module falls under Step 3 of the ISSUES approach, “SELECT a Strategy.” In this module, we will address all the substeps in that step. 
CLICK.

	Slide 5
[image: ]
	SAY:
Now let’s turn to the Advance Directives Storyboard that we have used in previous modules to show how what we do in this training connects to what you do in a real ISSUES cycle. 
By the time we reach Module 6, we have already filled in pages 1–6. We have determined that the ethics issue is a priority for the ISSUES approach, described best ethics practice, and determined data requirements for current ethics practice, which allowed the team to fully understand the ethics quality gap. Understanding the ethics quality gap provides most of the information needed to write the refined improvement goal.
CLICK.

	Slide 6
[image: ]
	SAY:
Now that we have a refined improvement goal, it is time to select a strategy. However, we cannot do that until we determine the major cause(s) of the ethics quality gap and brainstorm possible strategies to narrow the gap.
CLICK.




2. Major Causes and Root Causes (48 minutes)
	Slide 7
[image: ]
	SAY: 
Before we can identify the major causes of an ethics quality gap, let’s quickly review what a major cause is. A major cause is one of the causes believed by the expert team to contribute most to the ethics quality gap. Our process for identifying major causes is… 
READ the process steps on the slide. 
CLICK.

	Slide 8
[image: ]
	SAY:
The first step in identifying the major causes of an ethics quality gap for a specific ethics issue is to involve your expert team, which would have been assembled when you started the project. The team should include two kinds of experts:
· Process experts―those with specific hands-on knowledge of the processes that result in the ethics quality gap 
· Content experts―those with deep knowledge of the ethics issue and the ethical practice the team is aiming to improve
Let’s return to our ethics issue on advance directives. 
Ask:
Who would you assemble for the expert team?
elicit answer(s): Answers should include the head of primary care, physicians, nurses, social workers, medical technicians, and clerks. 
say:
The important point here is that it is essential to put the right team together. If you don’t have expert input into the process of identifying major causes, the output of that process may be inaccurate―in other words, you may fail to identify the true causes of the gap. 
CLICK.

	Slide 9
[image: ]


	say:
Our session with the expert team begins with completing a cause-and-effect analysis. This analysis is most frequently done through the completion of a cause-and-effect (or “fishbone”) diagram, which graphically represents the potential causes for why there is a gap and assists the team in identifying what causes might be most amenable to change. To start the cause-and-effect diagram, the team needs to write a “cause question.” It is easy to do, and this joint effort starts the team members off on the same page. 
The cause question begins with, “What causes…” and then continues with the description of the current ethics practice. 
For instance, suppose the current ethics practice is “computers are routinely left unattended with personal health information visible on the screen.”
The cause question would be, “What causes computers to be routinely left unattended with patients’ personal health information visible on the screen?” 
Let’s develop a cause question together. 
click.

	Slide 10
[image: ]


	NOTE: This slide is animated.
ask:
How would you transform this description of current ethics practice into a cause question?
READ the description of current ethics practice on the slide.
elicit answer(s): Answers may vary slightly: What causes primary care patients who have requested assistance to not receive assistance with completing an advance directive? 
[image: ] CLICK to fly in the cause question.
say:
Notice that you do not need to include the number or percentage of occurrences in the question―in our example, 10%―but just the practice itself. 
Some teams may find it useful to use shorthand for the practice. For example:
[image: ] CLICK to fly in the shorthand version and READ it.
CLICK.

	Slide 11
[image: ]
	SAY: 
The cause question becomes a signpost for the brainstorming meeting with your expert team. It should be posted where everyone can keep it in mind and refer back to it―on a whiteboard, flipchart paper, handouts, etc.
If you are using a fishbone cause-and-effect diagram to visually display and organize your causes, the cause question becomes the head of the fish, as shown on the slide.
CLICK.

	Slide 12
[image: ]
	SAY: 
The third step in identifying the major causes of an ethics quality gap is to review your process flow diagram. A process flow diagram is a visual representation of the sequence of events in a particular process. Completing the flow diagram is the first step toward the identification of potential causes. 
Please take a look at your pocket cards. You may recall that you completed your flow diagram as part of the ISSUES process. It is the first substep in STUDY the Issue.
CLICK.

	Slide 13
[image: ]
	Say:
A flow diagram is most helpful for uncovering contributing causes, such as unnecessary complexity, redundancies, and places in the process where simplification and standardization may be possible. 
For instance, patients may not be receiving assistance with completing advance directives because the flow diagram reveals that a consult may be sent to the social work office, and there is no clear understanding on how the consult is to be processed. The clerk might pick it up and give it to a social worker or a social worker might pick it up or it may sit for awhile. 
These causes can be your starting point for initiating brainstorming for major causes. 
Click.

	Slide 14 
[image: ]
	SAY:
Let’s move on to the fourth step in our process—brainstorm major causes of the ethics quality gap. Although you have used brainstorming in many other activities, let’s briefly review some simple rules for effective brainstorming. 
READ the bullets on the slide.
SAY: 
In other words, you want to get as many ideas as possible on the table, and you do that by not stopping to judge or critique an idea. Don’t worry if an idea is rough; the team will clarify and build on it, or combine it with other ideas to get closer to the most accurate description of the specific cause. And you should keep it brief; this is not the time for explanations.
As we said before, what matters most in identifying causes is to have the right people in the room doing the brainstorming.
CLICK.

	Slide 15
[image: ]
	NOTE: This slide is animated.

SAY:
Let’s practice brainstorming for a couple of minutes. We’ll tackle a familiar quality gap. It’s not an ethics quality gap, but it is a gap you will recognize.
NOTE: This should be a quick, fun activity to do as a large group, before moving into smaller groups for a similar exercise involving an ethics issue.
[image: ] CLICK to fly in the cause question about socks.
ASK:
Are there any experts in the room? [Pause for raised hands and nods.] So, what causes socks to disappear from the laundry? Any ideas?
ELICIT ANSWER(S): Elicit as many answers as possible. Jot answers on a whiteboard to demonstrate how to quickly summarize ideas as they flow from the group.
CLICK.

	Slide 16
[image: ]
	NOTE: Display this slide throughout the activity.
SAY:
Now we will get into small groups and practice brainstorming major causes of an ethics quality gap. You will be using Handout 6.1-A: Brainstorming Major Causes of a Specific Ethics Quality Gap.



	
	ACTIVITY: Brainstorming Major Causes of a Specific Ethics Quality Gap 
(refer to Handout 6.1-A)

	Groups
	Arrange groups of 3 – 9 depending on size of group.

	Time
	5 minutes for group work
10 minutes to debrief with the large group 
Total: 15 minutes

	Before the Activity:
Give the following instructions
	SAY: Each group represents a PE team that is going through an ISSUES improvement process for a specific ethics issue. Please turn to Handout 6.1-A. 
You will see that the current ethics practice for this activity is “Currently, 65% of adverse events that cause harm to patients on surgical services are being disclosed to the patient or personal representative.” We will continue using the same example throughout Module 6, as we go through the process of selecting causes and identifying strategies to address the root causes of the ethics quality gap in this practice.
After choosing a recorder and spokesperson, you will draft the cause question and brainstorm major causes of the ethics quality gap. All members of your team should write the cause question on your handouts, and your team recorder will write the results of your brainstorming on flipchart pages. The recorder may have to write quickly, using common abbreviations and shorthand phrases, to capture the ideas as they flow from the group.
The purpose of this activity is to familiarize you with the process of selecting causes, but please be aware that it differs in an important respect from “real life.” Here, you will be making guesses and inventing facts about causes instead of relying on actual experts. Without the expert guidance you would ordinarily seek, your team will decide which guesses and inventions are realistic enough to be acceptable for the purposes of the exercise. There will be no “right” answers. 
You have 5 minutes for this work.

	During the Activity:
Monitor 
	Offer assistance and answer questions as needed. Teams may need reminders to follow the basic rules of brainstorming.

	Following the Activity:
Debrief
	Ask for one team to volunteer their cause question and one major cause. When the team has finished, ask other teams for a major cause.
If time permits, ask teams to share their experience of brainstorming. What ideas emerged that might not have come up if team members had done their thinking alone?
CLICK to the next slide.



	Slide 17 
[image: ]
	SAY:
Now that we have developed a comprehensive list of major causes, we need to select those that we think contribute most to the ethics quality gap. 
To complete this fifth step, we need to start with an understanding of the Pareto Effect, also known as the 80:20 Rule. Many of you may already be familiar with this concept and the importance it plays in helping improvement teams set priorities for action.
The Pareto Effect is the observation that a small proportion of causes produce a large proportion of results. Thus, a vital few causes may need special attention while the trivial many may warrant very little. Another way of describing the Pareto Effect is that 80% of the problem―or, in our case, 80% of the ethics quality gap―is caused by 20% of the causes. This is known as the 80:20 Rule.
Distinguishing the “vital few” causes from the “trivial many” is how we can get the biggest bang for our buck with respect to PE improvement activities.
CLICK.

	Slide 18
[image: ]
	say:
A simple way of using the collective expertise of your team to identify the vital few is to provide each member of the team with 3 votes. Team members can vote for their top 2 or 3 choices or, if they feel strongly about 1 specific cause, they can apply all 3 votes to it. The team leader then tallies the votes and rank orders the causes. The team discusses the outcome of the voting (focusing on the top 3–5 vote getters) and the rationale behind the votes, and comes to consensus about which 2 or 3 causes represent the vital few. 
And it’s worth noting that this process will reflect the strength of the team you have selected—and the importance of having significant process AND content expertise.
Click.

	Slide 19
[image: ]
	say:
Once the team has identified the top 2 or 3 major causes of the ethics quality gap, you may want to drill down to determine contributing causes. Contributing or root causes are one or more causes that, if eliminated, would likely prevent the recurrence of the undesirable outcome or practice. In other words, by addressing the root cause(s), you could help prevent the recurrence of the undesirable practice. 
click.

	Slide 20
[image: ]
	SAY:
Let’s look more at the drill-down and “5 Whys” process.
This diagram illustrates how we take our top 2 or 3 causes and funnel them through the 5 Whys to get to our root cause(s). Starting with one of the top causes, we ask the question, “Why did [that cause] happen?” and we answer it. Then we turn our answer into another question, starting with “Why,” and answer that question, and so on, until there are no further answers. Note that we may reach the root cause by asking fewer—or more—than 5 “Whys” questions. 

CLICK.

	Slide 21
[image: ]
	NOTE: This slide is animated. 

SAY: 
For example, let’s say 1 of our top causes for outpatients not receiving assistance with completing an advance directive is that the requests are not being received by a social worker. 
1. Why was the request not received by the social worker? 
Answer: Because the unit clerk sends requests to the social work department’s general fax number. 
2.	Why is the request sent to the social work department’s general fax number? 
Answer: Because policy indicates that is where to send the information. 
3.	Why does the policy indicate that all requests be sent to the social work office? 
Answer: Social work coverage for primary care is through multiple social workers. There is not one specific social worker assigned to primary care.
Click.

	Slide 22
[image: ]
	NOTE: This slide is animated. 

SAY:
4. 	Why are there not designated social workers assigned to primary care?
Answer: Workload does not support a specific designated social worker so coverage is provided when a clerk finds someone who is available. 
So, in our example, you can see that the “root cause” is that there is no assigned coverage by social work staff to primary care. 
Although the process is called the “5 Whys,” you may find that you already knew the root cause or that you only had to ask “why” a couple of times before getting to that cause that, if eliminated, would likely prevent the recurrence of the undesirable outcome or practice. In our example, if we address the assignment, it is likely that we will eliminate the delay or lack of a social worker providing assistance when requested. 
CLICK.

	Slide 23
[image: ]
	NOTE: Display this slide throughout the activity.
say:
You now have the opportunity to practice selecting the top 2 or 3 causes and identifying root causes for an ethics quality gap. You will use Handout 6.1-B: Drilling Down to Root Causes of a Specific Ethics Quality Gap. 








	ACTIVITY: Drilling Down to Root Causes of a Specific Ethics Quality Gap 
(Refer to Handout 6.1-B)

	Groups
	Arrange in the same groups, acting as PE teams.

	Time
	10 minutes for group work
10 minutes to debrief with the large group 
Total: 20 minutes

	Before the Activity:
Give the following instructions
	SAY: In this activity, you will continue your work on the disclosure of adverse events issue. Please turn to Handout 6.1-B.
After selecting a recorder and different spokesperson, start by reviewing the list of major causes you brainstormed in the previous activity, and then use the voting method we have discussed to choose 2 or 3 “vital few” causes. Write each selected major cause at the top of a new flipchart page.
Next, use the 5 Whys process to drill down to a root cause for each of the major causes. Record the 5 Whys questions and answers as you proceed. Remember, you could have fewer or more than 5 Whys to get to a root cause. 
You will have 10 minutes for this work.

	During the Activity:
Monitor 
	Offer assistance and answer questions as needed. 


	Following the Activity:
Debrief
	Ask for teams to volunteer one of their “vital few” major causes and the 5 Whys question-and-answer process they used to drill down to a root cause. Ask other teams if they have a different root cause for the same major cause and have them describe their drill downs.
Acknowledge the good thinking that teams have shown, and answer any questions they have about identifying root causes.
CLICK to the next slide.



3. Change Strategies (35 minutes)
	Slide 24
[image: ]
	SAY: 
Now that we have identified the root causes of the ethics quality gap, we need to identify change strategies to eliminate or modify them. Here is the process we will use:
READ the bullets on the slide.
SAY: 
We will start with “Match strategy with cause.” 
If we have followed the preceding steps with care―that is, we have assembled the right expert team, generated a comprehensive list of major causes, identified our top causes, and used the 5 Whys to identify a clear root cause―our change strategy may be self-evident. We may see a direct relationship between the cause of an ethics quality gap and a strategy to eliminate or modify the gap.
CLICK.

	Slide 25
[image: ]
 
	NOTE: This slide is animated.
SAY: 
Let’s look at an example of how the cause and strategy could match. 
For instance, let’s say that the PE team has determined that the fact that time-outs are not being set on computers is a root cause of computers being left unattended with patients’ personal health information visible on the screen. 
ask:
What change strategy is likely to eliminate or modify this root cause?
ELICIT ANSWER(S): Set computer to auto time-out after XX minutes of no use.
[image: ] CLICK to fly in the answer.
SAY: 
This example illustrates a direct relationship between the cause and the strategy. Of course, not all root causes lend themselves to such obvious, simple change strategies. The root cause may be hard to eliminate or sufficiently address with a single change strategy. In those cases, the PE team may have to use more than one strategy to address the root cause. If the team has more than one cause, the team may consider doing multiple cycles. 
CLICK.

	Slide 26
[image: ]

 


	NOTE: This slide is animated.
SAY: 
One of the more common pitfalls we find in strategy selection is that the strategy selected to reduce the ethics quality gap does not directly address the cause of the ethics quality gap. 
Consider this example…
READ the ethics issue.
SAY: 
Let’s say that the PE team concluded that the major cause of private health information being included on patient food items in the community refrigerator was that the label maker was programmed to include this information.
[image: ] CLICK to fly in the Change Strategy.
ask:
What do you think of this strategy?
elicit answer(S): Answers may vary slightly: It is unlikely the problem would go away because the strategy has not been derived from the root cause.
ASK: 
What strategy would you recommend to address the root cause? 
elicit answer(S): Answers may vary slightly: Reprogram labeler and produce new labels that exclude unnecessary patient identifiers. 
[image: ] CLICK to fly in the Actual Change Strategy Selected.
say:
And that is what the PE team actually did with compelling results—they decreased the percentage of labels that included private patient information from 100% to 0%.
The team would also want to educate staff on the new process. There is always an educational strategy whenever a process is changed. Staff need to know about the new process. 
CLICK.

	Slide 27
[image: ]
	say:
Now you get to try your hand at matching change strategies to root causes. Please turn to Handout 6.2: Matching Change Strategies to Root Causes in your Participant Handouts. The handout gives 3 issues, a root cause for each issue, and 3 possible strategies to match each cause. 
You have a couple of minutes to choose 1 of the 3 strategies provided for each issue and write the corresponding number in the empty column. You may think of additional strategies that could apply, but for this exercise, please select the one that best fits with the issue and root cause. 
We will walk through the exercise as a whole group when you are finished.
CLICK when participants are ready to share their answers.

	Slide 28
[image: ]
	NOTE: This slide is animated.
say:
Let’s start with the first issue on Handout 6.2 about advance directives.
READ the issue and the root cause.
ask:
What strategy or strategies did you choose for this issue?
ELICIT ANSWER(S) and rationale for participants’ choice(s).
[image: ] CLICK to fly in the answer.
Say:
The correct answer is Strategy 3, “Revise the job description of the dialysis social worker to coordinate the advance care planning process.” This is the only answer that addresses the cause of designating responsibility. 
Strategy 1, “Translate the institution’s information booklet on dialysis into Spanish,” might be useful in addressing another root cause, but it doesn’t address the root cause here. Strategy 2, “Circulate a flow chart among the treatment team,” also does not address the responsibility for completing advance directives.
CLICK. 

	Slide 29
[image: ]
	NOTE: This slide is animated.
SAY:
Let’s move on to the next issue about appointment cancellations.
READ the ethics issue and the root cause.
ask:
What strategy or strategies did you choose for this issue?
ELICIT ANSWER(S) and rationale for participants’ choice(s).
[image: ] CLICK to fly in the answer.
Say:
The correct answer is Strategy 1, “Remove the auto-cancel feature for future appointments for all AMA discharges.” Strategy 2, “Interview patients,” and Strategy 3, “Conduct a staff survey,” do not address the root cause of the auto-cancel feature. 
CLICK.

	Slide 30
[image: ]
	NOTE: This slide is animated.
SAY:
The last ethics issue involves staff ethical concerns.
READ the issue and the root cause.
ask:
What strategy or strategies did you choose for this issue?
ELICIT ANSWER(S) and rationale for participants’ choice(s).
[image: ] CLICK to fly in the answer.
Say:
The correct answer is Strategy 1, “Develop printed materials explaining how to navigate the service’s new Web site,” as this strategy is directly linked to teaching staff how to use the tools. 
Strategy 2, “Hold focus groups,” will not address the root cause. Strategy 3, “Train and certify department heads,” starts to address the root cause but only at a department-head level, whereas the root cause was “most staff,” not department heads. 
CLICK.

	Slide 31 
[image: ]
	SAY: 
Let’s move on to the next step in our process for selecting change strategies.
A second common pitfall in strategy selection is not recognizing that some strategies are much more likely than others to bring about the desired change.
Please take a look at Handout 6.3: Strength Levels of Change Strategies, which shows three levels of strength and common strategies for each level, and a page that lists 72 change concepts.
Weak strategies used alone are unlikely to substantially impact the ethics quality gap in the short run and most certainly will not result in sustained change. We encourage PE teams to select intermediate or stronger change strategies whenever feasible, or combine weaker with stronger or intermediate strategies.
click.

	Slide 32
[image: ]
	SAy: 
This cartoon illustrates how just telling someone something is not necessarily effective as a strategy. 
CLICK. 

	Slide 33
[image: ]
	SAY: 
Let’s look at the ethics issue concerning advance directives for chronic dialysis patients. Here is the information from an actual storyboard developed for that issue.
POINT TO the Process Changes column on the slide.
SAY:
We see that revising the dialysis social worker’s job was 1 of 5 change strategies selected by the PE team. The others were:
2. 	Simplifying and clarifying the process for completing an advance directive
3.	Conducting a quality check prior to scanning advance directives
4. 	Providing routine patient education about advance directives 
5. 	Updating internal unit policy related to completion of advance directives
Let’s go through each strategy and decide if it is a weak, intermediate, or strong strategy. Use Handout 6.3 as a reference, and write in the answers as we go.
CLICK. 


	Slide 34 
[image: ]
	NOTE: This slide is animated.

SAY: 
1. 	Revising the social worker’s job description
ASK: 
How strong is this strategy? 
ELICIT ANSWER(S): Intermediate strength. The intent is to increase role clarification, which helps to simplify the process by limiting who is responsible. 
SAY:
2. 	Simplifying and clarifying process for completing advance directives
ASK: 
How strong is this strategy? 
ELICIT Answer(S): Strong. The simplification of the process will remove unnecessary steps and, thus, improve the likelihood that a similar outcome will be achieved each time.
SAY:
3. 	Conducting a quality check prior to scanning
ASK: 
How strong is this strategy? 
ELICIT ANSWER(S): Intermediate. This is essentially a checklist or cognitive aid that will support staff following the correct process. 
SAY:
4. 	Providing routine patient education
ASK: 
How strong is this strategy? 
ELICIT ANSWER(S): Intermediate. In this case, the education is triggered as part of the process and is routine versus just handing out a pamphlet or a one-time blitz of education to patients. 
SAY:
5. 	Updating internal policy
ASK: 
How strong is this strategy? 
ELICIT ANSWER(S): Weak. Although this is a weak action by itself, it is nevertheless necessary. The unit should have a document that clearly outlines the expectations. 
SAY:
From this exercise, you can see that some weaker strategies are necessary, as they support other strategies. This is readily seen in education and policy. Neither education nor policy alone is effective, but both are necessary as part of any strategy when there is a change in process. The policy will always be the “anchor” document that tells what is expected, and education will always be needed to “illustrate” what the new process is. 
CLICK.

	Slide 35
[image: ]
	NOTE: Display this slide throughout the activity.
say:
For our next activity, we are going to return to our example of adverse events using Handout 6.3 and Handout 6.4: Determining Strategies to Address the Root Causes of Adverse Events Not Being Disclosed—Worksheet.




	
	ACTIVITY: Matching Change Strategies to Root Causes (Refer to Handouts 6.3 and 6.4)

	Groups
	Assemble the same groups as before, acting as PE teams.

	Time
	5 minutes for group work
5 minutes to debrief with the large group
Total: 10 minutes

	Before the Activity:
Give the following instructions
	SAY: Please turn to Handout 6.4. You will start the activity by choosing 1 of the 2 or 3 root causes you identified previously, and writing it in the space provided. Then your group, still acting as a PE team, will brainstorm 2 or 3 strategies to address the root cause. 
Your next step is to consult Handout 6.3 on the level of strength for each strategy. As a team, discuss the level you will assign to the strategy, and write the abbreviation and the explanation for your choice in the space provided on the handout.
You have 5 minutes for this work. 

	During the Activity:
Monitor
	Offer assistance and answer questions as needed. If teams seem to get stalled, prompt them with, “What would address this cause?” 

	Following the Activity:
Debrief
	Ask for a team to share a root cause and a strategy. Then ask the whole group if other teams had the same root cause but different strategies. Ask those teams to report on the differences. Ask for another root cause and repeat the process until time is up.



	Slide 36
[image: ]
	SAY: 
Now let’s move on to the third step of this process, which is to assess each strategy based on the Impact/Effort Grid. By using this grid we will be able to identify strategies that will give us the “biggest bang for the buck”―in other words, strategies that are likely to significantly impact the root causes of the ethics quality gap with an economy of effort.
For example, to address privacy and confidentiality of the contents displayed on computer screens in the nursing home, you may have a strategy for remodeling the nursing home so that computers are not in patient care areas. While this would be considered a strong strategy, what about the cost? Is this readily achievable, or would there be a better strategy that would accomplish the desired practice and require minimal or fewer resources? 
CLICK.

	Slide 37
[image: ]


	NOTE: This slide is animated.
SAY: 
By using this grid we will be able to identify strategies that are likely to significantly impact the root causes of the ethics quality gap with an economy of effort.
Let’s look at how the grid works, and then we’ll try it out on examples. There is a copy of the grid on Handout 6.5: Impact/Effort Grid. 
SAY:
The grid is divided into four quadrants, obviously, and each is assigned two ratings, one drawn from the vertical and the other from the horizontal scale. Notice that “low” is indicated by blue; “high” is indicated by red.
The vertical scale measures impact, with low at the bottom and high at the top. Notice the blue Ls in both the bottom quadrants, indicating low impact, and the red Hs in the top quadrants, indicating high impact. 
We know the likely impact of a strategy from our assessment of its strength; the more strength, the more impact a strategy will have. A weaker strategy will have a lower impact. In our previous section on strategy strength, we had 3 options; here you have only 2, so you or the team will need to determine if the strategy impact is high or low. 
Now let’s look at the horizontal scale, which measures effort. Effort represents resources—the amount of time, staff, and budget needed to implement the strategy. For instance, remodelling all primary and specialty care clinics to promote patient privacy would be high effort due to the time, staff, and budget that would be required. Notice the two blue Ls in the left quadrants, indicating low effort, and the two red Hs in the right quadrants, indicating high effort.
Now let’s look at each quadrant. On the top left, we have high impact, low effort. 
[image: ] CLICK to fly in quadrant text.
These are our quick wins. Any strategies that fall into this part of the grid will be our first choice to implement. 
On the top right, we have high impact, high effort. 
[image: ] CLICK to fly in quadrant text.
This is where complex, resource-consuming strategies fall. For these major projects, a PE team will need strong leadership support.
On the lower left, we have low impact, low effort. 
[image: ] CLICK to fly in quadrant text.
This quadrant represents strategies that we do when there is time; they are quick fixes for minor aspects of an ethics quality gap.
Finally, on the lower right, we have low impact, high effort. 
[image: ] CLICK to fly in quadrant text.
These are our thankless tasks, which just waste our time.
The overall objective of using this grid is to identify those strategies that will have a high impact with low-to-moderate effort. 
CLICK.

	Slide 38
[image: ]
	NOTE: This slide is animated.
SAy: 
Let’s try out the grid on our example of private patient information included on all patient food items stored in the community refrigerator. One of the strategies was to produce new labels that exclude the unnecessary private patient information by reprogramming the labeler. 
ASK:
What impact would this strategy have? 
ELICIT ANSWER(S): High, as this action will eliminate any of the information being available. 
[image: ] CLICK to fly in the answer.
ASK:
What effort would this strategy have? 
ELICIT ANSWER(S): Low, because it doesn’t require additional resources or much time to reprogram. 
[image: ] CLICK to fly in the answer.
say:
Our strategy in this case has high impact and low effort, putting it into the “Quick Wins” category. 
Let’s do one more example before you try it yourselves. The ethics issue is, “Do-Not-Attempt-to-Resuscitate (DNAR) orders written by medical residents are not reviewed and signed off on by the attending physician within 24 hours.” The strategy is to develop a code status template for the electronic medical record with auto alert to the attending physician. 
ASK:
What impact would this strategy have? 
ELICIT ANSWER(S): High. The auto alert to the attending addresses the time frame, which is the focus of the root cause. The template ensures all information is available. 
[image: ] CLICK to fly in the answer.
ASK:
What effort would this strategy require?
ELICIT ANSWER(S): Answers may include different opinions, but most people are likely to recognize that this action will take time to create and fully test, as it could easily impact other functions within the electronic medical record system.
[image: ] CLICK to fly in the answer.
say:
Given the likelihood that developing the code status template will require a high amount of effort, our strategy in this case is High Impact and High Effort. This would place the strategy in the major projects category and would require discussion with leadership before proceeding. 
click.
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	NOTE: Display this slide throughout the activity.
say:
Now, it is time for you to try this with your strategies using Handout 6.4 and Handout 6.5: Impact/Effort Grid.




	ACTIVITY 6.4: Identifying the Impact and Effort of Strategies 
(Refer to Handouts 6.4 and 6.5)

	Groups:
	Assemble same groups as before, acting as PE teams.

	Time
	5 minutes for group work
5 minutes to debrief with the large group
Total: 10 minutes

	Before the Activity:
Give the following instructions
	SAY: If you don’t already have it open, please turn to Handout 6.5. This handout contains our culminating activity for Module 6 and finishes up our work on the adverse events issue today. You will also be using the 2 or 3 strategies you identified for addressing the adverse events issue in the last activity (Handout 6.4).
Continuing in your PE teams, you will apply the Impact/Effort Grid to each strategy you identified in the last activity. You will assign an impact level and an effort level to each strategy, and determine which quadrant each strategy belongs in. Based on that determination, you will decide which strategies to pursue.
You have 5 minutes for this work.

	During the Activity:
Monitor
	Offer assistance and answer questions as needed. 

	Following the Activity:
Debrief
	Ask a team to share its strategy selection starting with the root cause and including placement of the strategy on the Impact/Effort Grid. 
Then ask if other teams came up with the same root cause and strategy but assessed the impact/effort differently. Discuss any differences.
Continue with other root causes, strategies, and recommendations.
If time permits, ask the whole group if they have any ethics issues on their plates in “real life” that they have taken through the ISSUES process up to the “Select a strategy” step. If some participants are at that stage with an ethics issue, ask what they have learned in this module that they think will most help them in selecting a strategy to address the issue.
CLICK to the next slide.



4. Takeaways (5 minutes)
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	SAY:
Please take out your Advance Directives Storyboard and turn to pages 7 and 8. Your work in this module has produced the information on these pages. It has brought you to a point in the ISSUES cycle where you have selected the strategy or strategies most likely to address your top causes. 
CLICK.
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	NOTE: This slide is animated.
SAY:
Let’s spend a couple of minutes here at the end of Module 6 to reflect on what you will take away from this session. 
ASK:
What struck you as most important for your work as a PE team member? 
ELICIT ANSWER(S): Answers may include any responses participants make. Take 2 or 3 responses, and as many more as time allows. Acknowledge each response. 
SAY:
We have touched upon many concepts in this module. Hopefully, you have the materials you need to bring them all back to mind when you return to the job. Here they are, summarized.
[image: ] CLICK to fly in the summarized concepts. 
CLICK.
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	NOTE: Answer any questions and conclude the session with appreciation for the work participants have done and anything you want to say about your experience of the time you have spent with them.
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Module 6
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Address an Ethics Quality Gap
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Learning Objectives

* Identify major causes and contributing causes for a
specific ethics quality gap.

* Select those causes that contribute most to a
particular ethics quality gap.

« Identify change strategies to address specific causes
of an ethics quality gap.
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ISSUES Link

SELECT a Strategy

Identify the major cause(s) of the ethics quality gap
Brainstorm possible strategies to narrow the gap

Choose one or more strategies to try
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<—> Advance Directives Issue

STUDY the Issue

Refine the improvement goaltoreflect the ethics quality £ap (incude 3 time frame,
it possble]

1 Statingpoit

4 Challerge

Achieusbl Gos: 0%

Increase the percentage of primary care patients who receive requested assstance
with complting an advance directve from 10% to S0% by 4" quarte, 20XK.
Exclusons: Patients who change thei minds abou their request for assistance, who
withdraw from the Health Care System, or who now lack decsion-making capacity.
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Determine major cause(s) of ethics quality gap and
draw “fishbone” or other cause-and-effect diagram.
Brainstorm possible strategies to narrow gap.
Choose one or more strategies to try based on
likelihood of success, expected net benefit, and
resources required to implement the strategy.

Explain rationale.
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Identify Major Causes

1
2
3
4.
5.
6.

. Meet with a team of process and content experts.
. Write a “cause question.”

. Review your process flow diagram.

. Brainstorm major causes of the ethics quality gap.
. Select the top causes (2 or 3).

. Drill down to the root cause for selected causes.
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Identify Major Causes

1. Meet with team of process and content experts.
* Process experts—specific, hands-on knowledge of
processes resulting in gap
+ Content experts—deep knowledge of ethics issue
and ethical practice
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Identify Major Causes

2. Write “cause question.”
* What causes...
« ..[current ethics practice]?
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2. Write “cause question.”

Current Ethics Practice
10% of primary care patients who had a documented request for
assistance with completing an advance directive received it

Cause Question
What causes primary care patients who have requested assistance to not
receive assistance with completing an advance directive?

Cause Question: Shorthand

What causes patients to not receive assistance with completing an
advance directive?




image14.png




image15.jpeg
Fishbone Diagram

Equipment Process

Policy People
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Identify Major Causes

3. Review process flow diagram.
+ Start identification of potential causes.
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Identify Major Causes

4. Brainstorm major causes of ethics quality gap.
* Focus on quantity.
* Withhold criticism.
* Combine and build on one another’s ideas.
« Keep it brief.
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Identify Major Causes

4. Brainstorm major causes of ethics quality gap.

Cause Question:
What causes socks to disappear from the laundry?
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Group Activity Instructions

Handout 6.1-A (5 min)

1. Choose recorder and spokesperson.

2. Draft cause question.

3. Brainstorm major causes and record on flipchart
pages.
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Identify Major Causes

5. Select top causes (2 or 3).
+ Distinguish “vital few” from “trivial many.”
* Pareto Effect aka 80:20 Rule.
* Vote on “vital few.”
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Identify Major Causes

Voting on “Vital Few”

Give 3 votes per team member.

Team members can use votes for different causes or
1 cause.

Team leader tallies votes and rank orders the causes.

Team discusses top 3-5 vote getters and comes to
consensus about top 2 or 3 causes.
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Identify Major Causes

6. Drill down to root causes.
* Use “5 Whys” to get to root causes of ethics
quality gap.
+ Decide on top “root causes” for ethics quality gap.
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Drill Down to Root Cause
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Why was request not received by the Social Worker?

Because the unit clerk sends requests to the social work
department’s general fax number

Why is the request sent to the general fax number?

Because that is what is specified in the policy

Why does the policy require requests be sent to
general fax number?

Because social work coverage for primary care is
completed by multiple social workers.
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5 Why’s

Why is primary care covered by several social workers?

The workload in primary care does not support a
specific designated social worker so coverage is
provided when the clerk finds someone who is
available
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Choose recorder and (different) spokesperson.
Select 2 or 3 “vital few” causes, using voting
technique.

Create 2 or 3 new flipchart pages, each with
selected top cause as page heading.

Use 5 Whys to identify root causes for each top
cause. Record your 5 Whys questions and answers
under each major cause.
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Process for Selecting Strategies to

Address Root Causes

1. Match strategy with cause.
2. Assess strategy strength.
3. Assess strategy impact/effort.
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Cause question: What causes computers to be
routinely left unattended with patients’ personal health
information visible on the screen?

Root cause: Time-outs not being set on computers
Change strategy: Set computers to auto time-out after
XX minutes of no use.
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Ethics Issue: Private patient information (i.e., full name, date of birth,
and complete social security number) is included on all patient food
items stored in a community refrigerator accessed by patients, visitors,
and staff.

Root Cause: Label maker programmed to include private patient
formation

Change Strategy: Educate unit staff on safeguarding private patient
information.

Actual Change Strategy Selected: Program and produce new labels
that exclude unnecessary patient identifiers, and educate staff on
implementing the new process to protect private patient information.
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Activity Instructions

Handout 6.2 (2 min)

1. Choose 1 strategy for each of 3 issues on handout.

2. Prepare to share rationale for your choices with
whole group.
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Ethics Issue: A chart audit revealed that advance directives of
chronic dialysis patients are not accurately completed (e.g.,
missing information), making it unclear whether the documents
were valid and accurately reflected patient preferences about
future care if they lost decision-making capacity.

Root Cause: It is unclear who is responsible for ensuring that
the advance directives are completed.

Change Strategy: Revise the job description of the dialysis social
worker to coordinate the advance care planning process.
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Ethics Issue: Patients discharged from the institution
against medical advice (AMA) are frequently discharged
without follow-up clinic appointments, and previously
scheduled appointments are automatically cancelled.

Root Cause: An AMA discharge generates an auto-cancel
feature for all future appointments.

Change Strategy: Remove the auto-cancel feature for future
appointments for all AMA discharges.
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Ethics Issue: Staff members with ethical concerns have
not reported their concern so it can be addressed.

Root Cause: Most staff do not know how to locate or
use the Web-based tool for referring ethical concerns
to the institution’s consultation service.

Change Strategy: Develop printed materials explaining
how to navigate the service’s new Web site.
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Process for Selecting Strategies to

Address Root Causes

1. Match strategy with cause.
2. Assess strategy strength:
— Stronger
~ Intermediate
— Weaker
3. Assess strategy impact/effort.
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Assess Strategy Strength

i

“You weren't listening. | said, ‘Don’t fall."”
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Assess Strategy Strength
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Ethics Issue

Chartaudit revealed
that advance
directives of chronic
dialysispatients
were not updated.
making it unclear
the document
reflcted current
preferences.
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Process Changes.
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Group Activity Instructions

Handouts 6.3 and 6.4 (5 min)

1. Choose (different) spokesperson.

2. Select 1 root cause and identify change strategies to
address it.

3. Determine if strategies are weak, intermediate, or
strong.
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Process for Selecting Strategies to

Address Root Causes

1. Match cause with strategy.

2. Assess strategy strength.

3. Assess strategy impact/effort:
~ Impact/Effort Grid
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Group Activity Instructions

Handouts 6.4 and 6.5 (5 min)

For each strategy listed on Handout 6.4:

1. Assign impact level (Hor L).

2. Assign effort level (H or L).

3. Answer question: Which strategy will you
recommend to leadership for implementation?
Explain.
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(9 Advance Directives Issue

SELECT a Strategy

Determine the major causes) and rank order them based on those that

contribute most to the ethics quaity

+ Delay in process within socia work due to having o find 3 soial worker to
completethe consult

Unciear delineation on who i o determine if patient wants information on

updatingor completng an advance diective

Information provided to paient has large amount of variation

Brainstorm possible strategies to address top causes.
Delay in process within social work due to having to find a social worker to
complete the consult

+ Appoit socil workers to specific primary care clincs

+ Develop coverage schedue forprmary care clic.

- Have clrk rtate consuls through alsocal work staf.
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Takeaways

Identifying change strategies to address an ethics
quality gap

« Identifying major causes

* Selecting causes

* Identifying change strategies

* Selecting strategies
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