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Two-thirds of  young hospital doctors under serious stress, survey reveals
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2017 National Data
Dignity at Work Survey 

• I can meet all conflicting demands on my time at work 46%
• I am given the time and resources to support my learning 

growth 51%
• I get the help and support I need from other teams and 

services within the organisation to do my job 51%

iMatter questionnaire
• I am treated with dignity and respect as an individual 78%
• I am confident my ideas and suggestions are listened to 60%
• I am confident my ideas and suggestions are acted upon 

48%



Finding and 
Creating Joy

in Work

Perlo J,et al. IHI Framework for 
Improving Joy in Work. IHI 
White Paper. Cambridge, 
Massachusetts: Institute for 
Healthcare Improvement; 2017







Hope Fear intro



Quality Improvement Course
Day 1

Why use
quality

improvement

1. Identify what

need to be done

2. A MIRACLE 
OCCURS

3.  Quality of healthcare

improves



“Every system is perfectly 
designed to get the results 
that it does”



The triple aim



AIM:What are we trying to 
accomplish?

Person-centred

Safe
Ef
fe
ct
iv
e

Timely

Efficient

Equitable





Does quality improvement differ?

• Research what we could do? [Next]

• Audit are we doing do? [Now]

• QI what we can do differently? [Continuous]



Improvement Science is... 
• A method of reducing the gap between what is 

actual and what is possible
• A method of narrowing gap between research and 

practice
• A focus on ‘what works best’ to improve quality 

through measurement
• Always exploring what helps/hinders improvement 

& Joy in work 
Health Foundation, Improvement Science Research Scan, 2011. 



Diffusion of innovation
Everett Rogers 1931-2004

First follow







“Apophenia”



John Snow
1813 -1858



Deaths from cholera each week during 1854 epidemic
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Deaths from cholera each day during 1854 epidemic
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“there is no doubt that the mortality was much diminished, as I said before, by 
the flight of the population, which commenced soon after the outbreak; but the 
attacks had so far diminished before the use of the water was stopped” 

Pump handle removed



TESTING
What change can we 
make that will result 
in improvement
What can we try that 
will teach us about 
our system?



DESIGN DESIGN DESIGN DESIGN APPROVE

Board Room

Real World

The Typical Approach…

IMPLEMENT



PLAN & 
DESIGN

TEST & 
MODIFY

TEST & 
MODIFY

APPROVE
IF NECESSARY

Board/Ward/Staff Room

Real World
TEST & 

MODIFY

Quality Improvement Approach

START TO 
IMPLEMENT



Aim: 
Every goal will require multiple smaller tests of change

Describe your first (or next) test of change:
Person 
responsible

When to 
be done

Where to
be done

Plan

List the tasks needed to set up this 
test of change

Person 
responsible

When to be done Where to
be done

Predict what will happen when the test is carried 
out

What will determine if predication 
succeeds

Do Describe what actually happened when you ran the test –
Study Describe the measured results and how they compared to the predictions –
Act Describe what modifications to the plan will be made for the next cycle from what –

Design your own PDSA



NEW PUBLIC 
MANAGEMENT
Targets, 
sanctions, 
inspections 

QUALITY 
IMPROVEMENT 

MOBILISING 
SOCIAL ACTIONO

utcom
es

Time

Getting to the Third Curve

Sharing power

Keeping power

Ceding power



Engagament

How connected an 
employee is to the culture, 
mission and values of an 
organisation…. and the 
degree to which they are 
enabled and inspired to 
participate in furthering 
them.





SYSTEMS
THINKING



Aim: is to enable participants to ask better 
questions to understand their own system

By the end of this session participants understand
• Processes and outcomes
• Deming’s Lens of Profound Knowledge
• The importance of different view points in 

observation

observe



Complex

Simple

Complicated



An appreciation
of a system

Understanding
of variation

Human
behaviours

Theory
of knowledge

interdependent components that 
work together to try to accomplish 
the aim of the system

Common cause variations
and special cause variations

what motivates people
to do a good job

What theories drive the system?
Can we predict?
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Appreciation for a System 
•  Interdependence, dynamism of the parts 
•  The world is not deterministic 
•  Direct, indirect and interactive variables 
•  The system must have an aim 
•  The whole is greater than sum of the parts  

Understanding Variation 
•  Variation is to be expected! 
•  Common or special causes of variation 
•  Data for judgment or improvement? 
•  Ranking, tampering & performance management 
•  Potential sampling errors 

Theory of Knowledge 
• What theories drive 

the system? 
• Can we predict? 
• Learning from theory and 

experience 
• Operational definitions 

(what does a concept 
mean?)  

• PDSAs for learning and 
improvement 

Human Behavior 
•  Interaction between people 
• Intrinsic versus extrinsic 

motivation 
•  Beliefs, values & assumptions  
•  What is the Will to change? 

What insights might be obtained by looking 
through the Lens of Profound Knowledge? 
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“I had frustrating dealings with NHS Lothian (dept) Out Patients Appointment Line today.  I was 

given the following information: “you have been allocated a clinic appointment. If you can't 

make it please call to arrange another more suitable time. "So I call, and they offer me the 

same date.  I repeat that I can't do that date so they say they will cancel it and put me back 

on the waiting list as they only have a 6 week portal and don't have any other appointments 

in that time.  So I ask if there are cancellations. They said no and explained that they don't 

have resources to go out to everyone when there is a cancellation, and that you just go back 

on the waiting list. It's not an urgent appointment and I'm not going to be pushy but it 

totally frustrates me at the inefficiency in the whole process. Why send me a letter saying 

phone and rearrange if they can't then offer alternatives!

"Last time I had to attend a (different) clinic they wrote saying they received my referral and I 

should phone to make an appointment. That seems a much better process as it could be a 

computer generated standardised letter, they only have one stamp to pay for, the onus is 

then on me to organise a suitable date and any cancellations - even at short notice - can be 

filled up so not wasting time and appointments.” Care opinion Scotland
January 2016 
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I love
Lucy video
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Processes and outcomes
• Every clinical care process is made up of a 

series of linked clinical processes 
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Processes and outcomes
• Every clinical care process is made up of a 

series of linked clinical processes 

• Every process has 3 outcomes

Physical [Clinical]

Cost

Service
[Experience]



Manufacture 
item Inspect item Meets 

specification
Ship to 

customer

Reject/ 
rework

High demand 
lower 

specification

Target tighter 
specification 

Outcome
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Walter 
Shewhart 

(1891 – 1967) Joseph Juran 
(1904 - 2008) 

W. Edwards 
Deming 

(1900 - 1993) 

The Quality Pioneers 

Process









MEASUREMENT
how will we know if

a change is an
improvement



Process measure
• Has the activity been accomplished

i.e. % reliability of VAP prevention 
bundle

Outcome measure
• performance of the system directly 

relate to aim
• i.e. Number of drug errors per month

Balancing measures
• unintended consequences

• i.e. Reintubation rate   



Improve 

wellbeing by 

50% from 

baseline in 

(insert team 

name) by 

June 2019

Connection to 

meaning and 

purpose of 

work

Camaraderie 

and team 

work

Autonomy and 

control over 

daily work

Leadership 

commitment

Leaders at all levels 

committed to JiW principles 

and creating culture of 

psychological safety

Leaders at all levels 

committed to engaging  with 

test team in more person-

centred ways

Active removal of controls 

and restrictions on daily work 

by leaders

Active removal of barriers to 

JiW  identified by teams 

Systematic approach to 

building camaraderie and 

trust. 

Purposefully creating time, 

places and spaces to reflect 

and connect

Feedback close to real time  

on impact of care

Weekly WMTY conversation between  
frontline team and senior leader
• What’s getting in the way of you 

delivering great care? 

• What’s frustrating you?

VBRP session (or equiv. Schwarz, 
Balint, etc) weekly/fortnightly

Weekly reflection on a story from  
Care Opinion.
• What went well?

• What could be improved? 

“Food and social chat” weekly or 
daily, plus “special” events 

Run short “well-being practice”  info 
sessions (combined with reflective 

time?)

• “5-3-2”

• “3 Good Things”

• “Island of isolation”

Development of QI capability  

capacity  and support  for 

frontline teams

Daily WMTY conversations between 
frontline staff and patients

Develop Always Events:
• Managers with teams

• Teams with each other

• Teams with the people they 

support or care for

Healthy 

resilient work-

force

Availability of resources to 

support staff health and 

well-being 



I am treated every day with dignity and respect by everyone I 
encounter? 

I have influence over my work practices that facilitates professional 
autonomy and individual control

I am given the knowledge, tools, and support that I need in order to 
make a contribution to my organisation that gives meaning to my life?

Somebody notices I did it & Asks me “what matters?”

GOAL: Create a Learning System




