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Objectives for Today
• Describe Clinical Microsystem thinking and 

framework.
• Describe a proven methodology to improve the 

workplace, workforce morale, and outcomes for 
patients.

• Discuss the success characteristics of high 
performing clinical microsystems based in 
qualitative research.

• Review a diagnostic data wall for a clinical 
practice, design change ideas, and measure 
outcomes. 

Have some fun…….
mg
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• Every clinical unit is actually a clinical 
microsystem.  International research has 
shown those organizations that focus on 
the design and improvement of the front-
line teams can enjoy the most success.  
This workshop will teach and provide a 
space to practice clinical microsystem 
improvement and methodologies along 
with showcasing examples from around 
the world.
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Agenda for the day (1)
9:00-9:30 Welcome and introductions All
9:30-10:30 Common Language

Clinical Office redesign overview John
Levels of Health care systems 
including the community   John/UK film
Introduction of materials/Action Plan Margie
What are clinical  microsystems and Margie
success characteristics?
EXERCISE: MAT Margie

10:30-10:45 Break
10:45-12:00 The Basics “Assessment”/Decision Support-Helpful Tools

Assessing Your Practice:  The Green Book and the 4 Ps Margie
Workforce survey Margie
Howsyourhealth John
Your Data wall John
EXERCISE: Review your data wall as a group.  
What is your overall assessment of your microsystem?
What can you learn about your 4 Ps?
What further questions do you have?  
What actions will you take with this new knowledge? 
Start your action plan
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Agenda for the day (2)

12:00-12:30 Report out on findings    All
12:30-1:15 LUNCH
1:15-2:30 Office Redesign:  Taking Action “Treatment” 

(Care based on need)
Themes for improvement (IDCOP) Margie
Access Margie
Interaction/Chronic care John
Reliability John
Vitality (Workforce/Leadership) Margie/Goran
Improvement model:Aim/PDSA Goran
Choosing something to improve Goran
EXERCISE:
Based on your data wall, what test of change will you try?
Write your PDSA-who will do what when?

2:30-3:00 Report outs (break)
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Agenda for the day (3)
3:00-3:45 Measuring & Monitoring (Evaluation/Feedback)

Tracking data over time Goran
Instrument Panels/data walls Goran
EXERCISE:
What will you do to create and maintain a data 
wall?  Who will do what?  How will you make the data wall 
come to life in your clinical microsystem?

3:45-4:15 Infrastructure Considerations
3 thread approach; Improve care, improve workplace, build individual 
knowledge Margie
Time/Space/Meetings Margie
Who should be involved? –Interdisciplinary-Focus on Staff 
Action Learning-Building knowledge Margie
Awareness and Development document Margie
Example of steps process John
Developmental journey (video) Goran
EXERCISE:
Based on “infrastructure” discuss and complete your Action Plan to 
consider in your own setting
Workforce survey

4:15-4:30 Wrap up All
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WELCOME

gh
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Introductions!

• At each table, introduce yourself:  
Name, role, organization

• As a table who is about to become a 
clinical microsystem, determine the 
name of your clinical microsystem

• As a table discuss and determine 1-2 
outcomes of today… “What I hope to 
get from today.”

9

COMMON LANGUAGE

• Let’s agree to learn and share a 
common language around health 
care improvement, redesign, and 
clinical microsystems.
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Leadership challange Nr 1

low value

To high costs Low quality

Flow of new
things

No budget
based on pop.

The one who produce
controlls
the need

To big trust
in thr prof.
Knowledge of
Mngt. 

No
international
comparison

Underestimation of
system knowledge
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Kane’s model

Change 
Management

Restructuring
Process

Management

Let´s do all three things at the same time
12

Starting Points for Our Work
• The near and local leadership has the best possibilities 

to create a positive working climate
• The ability to take care of everyone´s good sides and 

“the best” competence is in the work done close to the 
workplace

• Good care is developed through a successful 
distribution of roles

• To create confidence and safety, participation and  
independence for the staff members increases self-
esteem and the possibilities to do a good job

• We all have two kind of work - Do the work we are 
employed for and to develop it

• Create regular meeting places where everyone can join
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Total per municipality in Jönköping County; 
1999-2001 ordered doses in relation to the population over 65 years old; 

2002 total amount of given doses in relation to  the population over 65 years old
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Levels of Health Care Systems

• Health care consists of multiple system 
levels…

• Health care resides in small private 
offices, group medical practices, and large 
academic settings.  What are the unique 
considerations of these settings when 
starting improvement and redesign?  
Where is your health care practice?
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The way we work to “make” health care

Community, 
Market, 

Social Policy 
System

Macro-
organization 

System

Clinical 
Microsystem

Individual 
care-giver 
& patient 
System

Self-
care 

System
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Current realityCurrent reality
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When we connect things that 
don’t match...

The Economist

18

Considerations for Community 
Focus and Action

jw
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Where There is a 
PatientPatient-Centered 

Assessment of Quality
• Variation in quality for 

both patient groupings
• Performance for one 

grouping of patients is 
not necessarily reflected 
in performance for the 
other grouping of 
patients

• “System-specific” but 
all fall short
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Howsyourhealth.org
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Microsystems: Big and Small

• The range of microsystems and 
macro-organizations

• Rural, urban, academic, private
• Resources are different
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Informed,
Empowered Patient 

and Family

Prepared,Proactive
Practice Team

Health Systems and Microsystems

Community Health Alliance

Improved Outcomes

QuickTime™ and a TIFF (Uncompressed) decompressor are needed to see this picture.

ImproveYourMedicalCare.org

1

2

34

J Amb Care Mgmt  2001; 24: 1-12.
Joint Comm. J. Qual. Imp. 2003;29:159-170
Joint Comm. J. Qual. Imp. 2003;29:227-237
J Amb Care Mgmt (In Press)
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Healthy Communities Video

• Linking with the community in 
England.

• Be thinking how you could build 
from the ideas in this video.
– What might work within your context?
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Overview of Materials
• Packet of Tools and Information

– Microsystem Assessment Tool
– Assessing Your Practice Workbook
– External mapping Tool
– Workforce Development Survey and case study
– CARE Vital Sign Tool
– PDSA worksheet
– Awareness and Development
– Action Plan worksheet

• Data Wall

mg
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IOM 2: The Chassis is Broken

“The current care systems 
cannot do the job. Trying 
Harder will not work. Changing
Systems of care will.”

National evidence
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The Chain of Effect in
Improving Health Care Quality

I Patient 

II Microsystem of care delivery

III Macro-organization

IV Environmental Context
The framework 28

The “True” Structure of the 
Delivery System?

• As experienced by the patient ….
– People working together (or against each other)
– In front line clinical teams (or tangles)
– Often embedded in larger organizations (or 

Byzantine bureaucracies)
– That are more or less loosely connected (or totally 

disjointed)
– And provide more or less perfect (or deadly 

dreadful) care

29

Improving Office Practice

Think Microsystems

30

Levels of Care

Systems are embedded within systems
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“They give me exactly what I want (and 
need) exactly when I want (and need) it . . . 

. . . While maintaining and improving 
a joyful work environment 

and a financially viable organization.”

- Don Berwick, MD
President, CEO

Institute for Healthcare Improvement (IHI)

A great practice.A great practice.

Focus on Microsystems

“Every system is perfectly 
designed to get the results 

it gets.”

Paul Batalden, MD
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What is a “clinical 
microsystem?”

• Small group of doctors, nurses, other 
clinicians

• Some administrative support
• Some information, information technology
• A small population of patients
• Interdependent for a common aim, 

purpose

34

Isn’t “clinical microsystem” just a 
different name for what others 

have called, the health care 
“team”?

• No, the clinical microsystem includes 
the small population of patients as part 
of the same system as the providers.

• No, it includes information & 
information technology as a “full” 
participant.
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Physician,
Care-giver

Mid-level
Practitioner

Clinical
Support Administrative

Support

Information
Technology

Need, aim

Care
Few Other
Physicians

The clinical microsystem
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Physician,
Care-giver

Mid-level
Practitioner

Clinical
Support Administrative

Support

Information
Technology

Need, aim

Care
Few Other
Physicians

Who is the general pediatric clinical microsystem?
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Children
38

Parent

39Jodi, MD, Pediatrician 40Holly, Receptionist, Scheduler

41Electronic and paper information 42
Kathleen, Nurse
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Carol, Telephone Nurse

44

A Picture of a 
Microsystem

The PhysiologyThe Physiology
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Entry,
Assignment Orientation

Initial
Work-up,

Plan for care

Disenrollment

Biological

Functional

Expectations

Costs

Biological

Functional

Satisfaction

Costs

Beneficiary knowledge, including knowledge of life 
while not in direct contact with the health care system

Satisfaction of need, monitoring, assessment of outputs

A “Generic” Clinical Microsystem model

Acute care

Chronic care

Preventive care

Palliative care

A Picture of a 
Microsystem

The AnatomyThe Anatomy
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Building a Clinical Microsystem for Primary Care Patients
MIssion:  The Dartmouth-Hitchcock Clinic exists to serve the health care needs of our patients.

Very High Risk

Chronic

Very High Risk

Healthy

Healthy

Healthy

Chronic

Assign to
PCP

Orient to
Team

Assess &
Plan Care

Functional
& Risks

Biological

Costs

Expectations Chronic

Very High Risk

Healthy

P A C PP E

P A C PP E

P A E

Functional
& Risks

Biological

Costs

Satisfaction

People with
healthcare

needs
People with
healthcare
needs met

Phone,
Nurse First

Physical
Space

Info Systems
& Data BillingReferralsPharmacyRadiologyLaboratoryMedical

RecordsScheduling

Department
Division and Community

Southern Region
Dartmouth-Hitchcock Clinic System

Measuring Team Performance & Patient Outcomes and Costs

Measure Current Target Measure Current Target

Panel Size Adj.

Direct Pt. Care Hours:
MD/Assoc.

% Panel Seeing Own
PCP:

Total PMPM Adj.
PMPM-Team

External Referral Adj.
PMPM-Team

Patient Satisfaction

Access Satisfaction

Staff Satisfaction

STAFF MEMBERS:

Skill Mix:  MDs _2.8_  RNs _6.8_ NP/PAs __2__ MA _4.8   LPN _____ SECs __4_
Microsystem Approach 6/17/98
Revised: 03/04

c Eugene C. Nelson, DSc, MPH
Paul B. Batalden, MD
Dartmouth-Hitchcock Clinic, June 1998

Sherman Baker, MD

Leslie Cook, MD

Joe Karpicz, MD

Deb Urquart, NP

Ron Carson, PA

Erica, RN

Laura, RN

Maggi, RN

Missy, RN

Diane, RN

Katie, RN

Bonnie, LPN

Carole, LPN

Nancy, LPN

Mary Beth, MA

Lynn, MA

Amy, Secretary

Buffy, Secretary

Mary Ellen, Secretary

Kristy, Secretary

Charlene, Secretary

Nashua Internal Medicine

Prevention

P

Acute

A

Chronic

C

Educate

E

Palliative

PP
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Microsystem Definition
A microsystem in health care delivery can be defined as a 
small group of people who work together on a regular 
basis to provide care to discrete subpopulations of 
patients. It has clinical and business aims, linked 
processes, shared information environment and produces 
performance outcomes. They evolve over time and are 
(often) embedded in larger organizations. 

As a type of complex adaptive system, they must: (1) do 
the work, (2) meet staff needs, (3) maintain themselves as a 
clinical unit. 50

Why this focus?
• Basic building block of health care.

• Unit of clinical policy-in-use (vs. “espoused”.)

• Good value & safe care “made” here.

• Patient satisfaction variables largely controlled here.

• Work practice “dissatisfiers” are controlled here and “genuine 
motivators” are present here— making real joy, pride in health 
professional work possible.

• Setting for life-long professional “formation.”

• Living adaptive health care system “laboratory” with structure, 
pattern & process.

From our work with ~120 clinical microsystems in six countries

51

Microsystems are the building blocks that 
come together to form Macro-organizations

Detail

Low

High

An example from Jönköping, Sweden

Mats Bojestig, Anette Petersson
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Research on High Performing 
Microsystems.

What makes the best the best

54

J. Brian Quinn, PhD

World-wide research and 
study of best-of-best 
service organizations

Batalden, Nelson 
Research and Knowledge 
Development

•Deming

•Caring for Pts & 
Populations

•Clinical Value Compass

1992 2000

IOM and 
Julie Mohr 
and Molla
Donaldson

2001

Robert W. 
Johnson 

Foundation 
Study

 Information
& 

Information 
Technology

Staff
• Staff focus
• Education &
     Training

• Interdependence
     of care team

Patients
• Patient Focus
• Community &
    Market Focus

Performance
• Performance 
     results
• Process 
     improvement

Leadership
• Leadership
• Organizational 

support

10 Success 
Characteristics8  Success 

Characteristics

2001
IOM 21st 
Century

Future
Future

Evolution of “Clinical Microsystems”

1998
Hierarchy of 

Systems

late 1970’s & 1980’s 
mid-90’s

• CECS 
course on 

Micro-units
• HFHS 

“panels” of 
patients

2001
Website
Formed

www.clinicalmicrosystem.org

2001

Fall 
Invitational

2002-3

JQI Articles
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High performing clinical microsystems 

Information
& 

Information 
Technology

Staff
• Staff focus
• Education &

Training                                                   
• Interdependence 

of care team

Patients
• Patient Focus
• Community &

Market Focus

Performance
• Performance 

results
• Process 

improvement

Leadership
• Leadership
• Organizational 

support

A special
blend
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Clinical Microsystem Assessment Tool
Instructions:  Each of the “success” characteristics (e.g., leadership) is followed by a series of three descriptions.  For each characteristic, please check the

           description that best describes your current microsystem and the care it delivers OR use a microsystem you are MOST familiar with.

© Julie J. Mohr, MSPH, PhD, November 2001, Revised 2/21/03 Side A Please continue on Side B

Characteristic and Definition Descriptions

1. Leadership: The role of leaders is to balance
setting and reaching collective goals, and to empower
individual autonomy and accountability, through building
knowledge, respectful action, reviewing and reflecting.

Leaders often tell me how to do
my job and leave little room for
innovation and autonomy.
Overall, they don’t foster a
positive culture.

Leaders struggle to find the right
balance between reaching
performance goals and
supporting and empowering the
staff.

Leaders maintain constancy of
purpose, establish clear goals and
expectations, and foster a
respectful positive culture. Leaders
take time to build knowledge,
review and reflect, and take action
about microsystems and the larger
organization.

Can’t
Rate

Can’t
Rate

2. Organizational Support: The larger
organization looks for ways to support the work of the
microsystem and coordinate the hand-offs between
microsystems.

The larger organization isn’t
supportive in a way that provides
recognition, information, and
resources to enhance my work.

The larger organization is
inconsistent and unpredictable in
providing the recognition,
information and resources needed
to enhance my work.

The larger organization provides
recognition, information, and
resources that enhance my work
and makes it easier for me to meet
the needs of patients.

3. Staff Focus: There is selective hiring of the right
kind of people. The orientation process is designed to fully
integrate new staff into culture and work roles.
Expectations of staff are high regarding performance,
continuing education, professional growth, and networking.

I am not made to feel like a
valued member of the
microsystem.  My orientation
was incomplete. My continuing
education and professional
growth needs are not being met.

I feel like I am a valued member
of the microsystem, but I don’t
think the microsystem is doing all
that it could to support education
and training of staff, workload,
and professional growth.

I am a valued member of the
microsystem and what I say
matters.  This is evident through
staffing, education and training,
workload, and professional
growth.

Can’t
Rate

4. Education and Training: All clinical
microsystems have responsibility for the ongoing
education and training of staff and for aligning daily work
roles with training competencies.  Academic clinical
microsystems have the additional responsibility of training
students.

Training is accomplished in
disciplinary silos, e.g., nurses
train nurses, physicians train
residents, etc. The educational
efforts are not aligned with the
flow of patient care, so that
education becomes an “add-on”
to what we do.

We recognize that our training
could be different to reflect the
needs of our microsystem, but we
haven’t made many changes yet.
Some continuing education is
available to everyone.

There is a team approach to
training, whether we are are
training staff, nurses or students.
Education and patient care are
integrated into the flow of work in
a way that benefits both from the
available resources. Continuing
education for all staff is
recognized as vital to our
continued success.

Can’t
Rate

5. Interdependence: The interaction of staff is
characterized by trust, collaboration, willingness to help
each other, appreciation of complementary roles, respect
and recognition that all contribute individually to a shared
purpose.

I work independently and I am
responsible for my own part of
the work.  There is a lack of
collaboration and a lack of
appreciation for the importance
of complementary roles.

The care approach is
interdisciplinary, but we are not
always able to work together as
an effective team.

Care is provided by a
interdisciplinary team
characterized by trust,
collaboration, appreciation of
complementary roles, and a
recognition that all contribute
individually to a shared purpose.

Can’t
Rate

6. Patient Focus: The primary concern is to meet all
patient needs — caring, listening, educating, and
responding to special requests, innovating to meet patient
needs, and smooth service flow.

Most of us, including our
patients, would agree that we do
not always provide patient
centered care.  We are not always
clear about what patients want
and need.

We are actively working to
provide patient centered care and
we are making progress toward
more effectively and consistently
learning about and meeting
patient needs.

We are effective in learning about
and meeting patient needs —
caring, listening, educating, and
responding to special requests, and
smooth service flow.

Can’t
Rate

Credit for making CMAT … Dr. Julie Mohr
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Time toTime to
Exercise!Exercise!

59

Exercise

• Microsystem Assessment Tool (MAT)
• Complete the MAT for the 

microsystem that you know best
• Discuss your results with a neighbor

BREAK
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The Basic Assessment & 
Decision Making Tools

• Assessing Your Practice 
“The Green Book”

• www.Howsyourhealth.org
• Your data wall

62

Self-Awareness Journey
Building a Team to Manage A Panel of Primary Care Patients

Mission:  To serve the health care needs of our patients.

Very High Risk

Chronic

Very High Risk
Healthy

Healthy

Chronic

Enrollment
&

Orient to
Practice & Assess &

Plan Care

Functional
& Risks

Biological

Costs

Expectations Chronic ++

Very High Risk +++

Healthy

Prevention Acute EducateChronic

P A C E

P A C E

P A E

P A C E

Functional
& Risks

Biological

Costs

Satisfaction

People with
healthcare

needs
People with
healthcare
needs met

Phone,
Nurse First

Physical
Space

Info Systems
& Data BillingReferralsPharmacyRadiologyLaboratoryMedical

RecordsScheduling

Department
Division and Community

Southern Region
Hitchcock Clinic System

Measuring Team Performance & Patient Outcomes and Costs

Measure Current Target Measure Current Target

Panel Size Adj.

Direct Pt. Care Hours:
MD/Assoc.

% Panel Seeing Own
PCP:

Total PMPM Adj.
PMPM-Team

External Referral Adj.
PMPM-Team

Patient Satisfaction

Access Satisfaction

Staff Satisfaction

TEAM MEMBERS:

Skill Mix:  MDs _2.8___  RNs _6.8__ NP/PAs _2___ MA _4.8__ LPN ____ SECs__4__

Sherman, MD Missy, RN Amy, Secretary

Leslie, MD Diane, RN Buffy, Secretary

Joe, MD Katie, RN Mary Ellen, Secretary

Deb, NP Bonnie, LPN Kristy, Secretary

Ron, PA Carole, LPN Charlene, Secretary

Erica, RN Nancy, LPN

Laura, RN Mary Beth, MA

Maggie, RN Lynn, MA Micro-System Approach 6/17/98
Revised: 1/27/00

c Eugene C. Nelson, DSc, MPH
Paul B. Batalden, MD
Dartmouth-Hitchcock Clinic, June 1998

1 2 3

5 6 7 8 9 10 11 12 13 14

4

Patients

Processes

People Performance Patterns

&
Assignment Services
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Assess & Diagnose:
Assessing Your Practice

See 
Clinicalmicrosystem.org

64

Use the Green Book . . .

As a diagnostic tool and to provide 

a guided discovery of your patients, 

people, processes, and patterns to 

start thinking about improvement. 

65

Caring for Patients & 
Growing Microsystems

• PATIENTS …
– Assess
– Diagnose
– Treat

• Involving the patient 
& family in the 
process

• MICROSYSTEMS…
– Assess
– Diagnose
– Treat

• Involving the 
microsystem 
players in the 
process

66

PatientsPatients

PeoplePeople

ProcessesProcesses

PatternsPatterns
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“The Anatomy”
Microsystems include ...

• Patients

• People

• Processes

• Patterns
– Cultural patterns

– Information flow patterns

– Results patterns

Put on your Microsystem 
Glasses……..

68

PRACTICE PRACTICE 
PROFILEPROFILE

Page 3

Primary Care Practice Profile

Days of Operation Hours Open

Monday

Thursday

Friday

Saturday

Sunday

Wednesday

Tuesday

# Exam Rooms

© 2002, Trustees of Dartmouth College, Godfrey, Institute for Healthcare Improvement Rev: 12/05/02

A.  Know Your Patients:  Take a close look into your practice, create a "high-level" picture of your PATIENT POPULATION (panel) that you
serve.  Who are they? What resources do they use? How do the patients view the care they receive?

Pt. Population: Do these numbers
change by season? (Y/N)

# Patients seen in a day

# Patients seen in last week

# New patients in last month

# Disenrolling patients in last month

# Encounters per provider per year

# Y/N

Out of Practice Visits
Condition Sensitive Hospital Rate

Emergency Room Visit Rate

Aim of Our Clinical Microsystem:

Site Name: Date:Site Contact:

Practice Manager: MD Lead: Nurse Lead:

     Access/Pt. Satis. Scores (pg 4)

Experience via Phone

Length of time waiting during appointment

Saw who I wanted to see

Length of time to get appointment

% Excellent

LDL <100 =

Diabetes HgA1c =

Disease Specific Health Outcomes (pg A21)

Hypertension B/P =

10 Most Frequent Conditions/Diagnoses  Top Referrals (e.g. GI, Cardiology)

Other Clinical Microsystems we
interact with regularly, as we provide
care for our patients. (eg. OR, VNA)

Patients who are Frequent Users of Your
Practice Services and Their Reasons for
Seeking Frequent Interactions and Visits

11 - 18 years

% Females

Est. # (unique) pts. in Practice

Est. Age Dist. of Pts: %
birth - 10 years

19 - 45 years

65 - 79 years
46 - 64 years

80+ years

D. Know Your Patterns:
Does every member of the practice meet regularly?
How frequently?

Margin after costs: ____________

What are you most proud of?

What have you changed successfully?

Do the members of the practice regularly review and discuss
safety and reliability issues?

C. Know Your
    Processes:

1.  Track cycle time for
     patients from the time they
     check in until they leave
     the office using the Patient
     Cycle Tool.  List ranges of
     time per provider on this
     table. (pg. 15)

2.  Complete the Core and
     Supporting Process
     Assessment Tool to
     identify improvements.

(pg. 17)

11

12

1

group visit
E-mail
Web site
RN clinics
phone follow-up
phone care management
disease registries
protocols/guidelines
_____________
_____________
_____________

Do you offer any of the
following? Check all that apply.

Duration Comment:Appointment Type

Staff Satisfaction Scores (pg. 6)

How stressful is practice?      % Not:

Recommend place to work?  % Agree:

Percentage

5

4

B.  Know Your People: Create a comprehensive picture of your practice.  Who does what?  What hours are you open for business?
How many and what is the duration of your appointment types?  How many exam rooms do you currently have?  What is the morale of your staff?

Current Staff FTE

MDs Total

NP/PAs Total

RNs Total

LPNs Total

LNA/MAs Total

Others:

Secretaries Total

Comment/
Function

3rd Next
Avail.

PE Non-
Urgent

Enter names below totals
Use separate sheet, if needed

Range

  Cycle
Time

11
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Example: General Internal Medicine
Gold Team

Know Your Patients

% Females = 66%
Estimated Unique Patients = 4704

Top 10 Conditions/Diagnosis
By Diagnosis Code By CCHPR Diagnosis Group

401.9

272.0

311

250

724.2

244.9

780.79

250.02

429.2

729.1

Hypertension, essential

Hypercholesterolemia

Disorder, depressive, NEC

DM, uncomplicated, type II

Lumbago

Hypothyroidism, NOS

Malaise and fatigue, NEC

DM, uncomplicated, type II, uncntrl

Disease, cardiovascular, NOS

Myalgia/myosistis, NOS

098

205

204

053

074

211

049

133

048

251

Essential hypertension

Spondylosis, intervertebral disc dis

Other non-trauma joint disorders

Disorders of lipid metabolism

Other mental conditions

Other connective tissue disease

Diabetes mellitus w/o complication

Other lower respiratory disease

Thyroid disorders

Abdominal pain

Average Number Number/Percentage Range
Patients seen in a day 30.2

Patients arrived 86.30 % 23.8 - 97.7 %

Patients bumped

Patients cancelled

Patients no show

New patients in last month

2.80 %

7.10 %

3.8%

14 total

0 - 57.1 %

0 - 19.0 %

0 - 8.2 %

20 Most Common Patients in Panel - By Visit
10/01-5/02

CountA# Name
00270822-0

00373466-2

00777579-4

00410533-4

00304814-7

Lord, Shirley M.

Sweeney, Hubert J.B.

Wood, G. Donald

Baumgartner, John J.

Young, Rose M.

00015303-1

00837988-5

00042070-3

00601893-1

50074719-1

Durgin, Louise E.

Clark, Janice M.

Harp, Elaine G.

Hughes, Mollie K.

Garrity, William F.

00486665-3

00898604-4

50123583-2

50003038-2

00295327-1

Hotaling, William E.

Fair, Anne J.

Darling, Sharon S.

Gault, William M.

Farrington, Mary H.

00461299-0

00788762-3

00878460-5

00477264-6

00080070-6

Smith, Karin J.

Bubnis, Gloria J.

Richardson, John C.

Fogg, Kimberley F.

Spencer, Albee F.

M/F
F 37

M 37

M

M

M

F

F

F

F

F

F

F

F

F

M

M

M

M

F

F

36

34

33

31

30

29

28

27

27

27

27

26

26

26

25

25

25

24

Out of Practice Visits
Most Frequent Section for Internal Referrals

Dermatology
Ophthalmology

Obstetrics/Gynecology

Orthopaedics

Med/Surg Visits per MD/year
(FY 02 Ann/based on billing Providers) 1843

Med/Surg visits chgd clin FTE/year
(FY 02 Ann) 2304

44# Discharges per MD/year

(Rev July 8, 2002:  DHMC GIM Gold Team - Prepared by Quality Education, Measurement and Research)

Number of HTN Patients

Number of COPD Patients

1653

1364

Age Distribution

0.30%

31%

44.40%

24.20%

0%

10%

20%

30%

40%

50%

15-19 20-44 45-64 65- 80+ 

Age in Years

P
er

ce
nt

ag
e 

Diabetes HgA1c
Number of Patients = 450

31.30%

15.80%

9.50%

9%

34.40%

0% 10% 20% 30% 40%

<7.0

7.1-8

8.1-9

>9.1

None

H
gA

1c
 V

al
ue

Percentage

26.4% - 46.3%

0% - 12.6%

5.3% - 17.1%

11.1% - 22.9%

24.4% - 35.5%
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Know Your Patients

71

Know Your People

Days of Operation Hours Open

Monday

Thursday

Friday

Saturday

Sunday

Wednesday

Tuesday

# Exam Rooms

D. Know Your Patterns:
Does every member of the practice meet regularly?
How frequently?

Margin after costs: ____________

What are you most proud of?

What have you changed successfully?

Do the members of the practice regularly review and discuss
safety and reliability issues?

C. Know Your
    Processes:

1.  Track cycle time for
     patients from the time they
     check in until they leave
     the office using the Patient
     Cycle Tool.  List ranges of
     time per provider on this
     table. (pg. 15)

2.  Complete the Core and
     Supporting Process
     Assessment Tool to
     identify improvements.

(pg. 17)

11

12

group visit
E-mail
Web site
RN clinics
phone follow-up
phone care management
disease registries
protocols/guidelines
_____________
_____________
_____________

Do you offer any of the
following? Check all that apply.

Duration Comment:Appointment Type

Staff Satisfaction Scores (pg. 6)

How stressful is practice?      % Not:

Recommend place to work?  % Agree:

Percentage

5

4

B.  Know Your People: Create a comprehensive picture of your practice.  Who does what?  What hours are you open for business?
How many and what is the duration of your appointment types?  How many exam rooms do you currently have?  What is the morale of your staff?

Current Staff FTE

MDs Total

NP/PAs Total

RNs Total

LPNs Total

LNA/MAs Total

Others:

Secretaries Total

Comment/
Function

3rd Next
Avail.

PE Non-
Urgent

Enter names below totals
Use separate sheet, if needed

Range

  Cycle
Time

11

Complete Personal Skills Needs Assessment, pg 7
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Activity Surveys
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Know Your Processes 

74

CYCLE 
TIME 
TOOL 

75
© 2002, Trustees of Dartmouth College,  Godfrey                                                                                               Draft. Rev: 07/25/02

Practice Core and Supporting Processes Assessment.   Rate each process by putting a tic mark under the heading
which most closely matches your understanding of the process.

Works
Well

Not a
Problem

Small
Problem

Somewhat
of a

Problem

Totally
Broken

Cannot
Rate

We're
Working

On It

Source of
Patient

Complaint

Appointment system

Answering phones

Reporting diagnostic test results

Prescription renewals

Making referrals

Pre-authorization for services

Billing/Coding

Phone advice

Assignment of patients to your practice

Orientation of patients to your practice

New patient work ups

Education for patients/families

Prevention assessment/activities

Chronic disease management

Messaging

Scheduling procedures

76

Neurology Department
Draft Consult Flow chart (in-house)
09/14/2001

Secy receives
phone call
from UDC

Secy logs consult Secy places consult in
folder

Secy identifies which
phys is on consult service
& handles in a variety of

ways

Physician
responds
to consult

Y

Process
Complete

N

Floor calls secy to
determine if consult was

received

Secy calls to remind phys
who was on consult duty
the day the consult was

faxed

Physician
responds
to consult

Y Process
Complete

N

Gensemer:
♦  Secy ensures form

says "Neuro-psych"
and logs form as such

♦  Secy tapes consult to
phys door jam

Bergethon:
♦  Secy calls or

pages phys
when consult is
received

Hose y:
♦  Secy calls phys when

consult is received
♦  Secy makes sure form is

complete
♦  Phys wants/needs vary

Turel:
♦  Secy faxes consult to rsh

center
♦  Secy keeps copy
♦  Secy notifies phys via phone

or page (no v-machine)

Carlson & Stecker:
♦  Phys picks up

consult from folder;
requires no contact

Friedenberg:
♦  Secy calls or pages

phys when consult
is received

♦  Secy reads consult
to phys

77

Secretary logs
consult

Secretary places
consult in folder

Secretary ensures form
is properly completed

Secretary receives call
from UDC

Secretary calls or
pages physician who is

on consult service.

On log sheet, secretary
documents physician called, date,

time.

Physician initials and dates log
sheet when he/she picks up

consult

New Neurology Department
Consult Flowchart

78jw

Data Walls and Instrument Panels
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Your Data Wall Overview

80

EXERCISE
• Review your data wall as your clinical 

microsystem
• You will find elements of the 4 Ps
• What is your overall assessment of your 

clinical microsystem?
• What further information or questions do 

you have?
• Complete your Action Plan for when you 

go home.

USE MEETING SKILLS…

81

REPORT TO THE GROUP

• What did you learn?
• What else do you need to know?
• How was the process?

LUNCH

83

WELCOME BACK!

• Any thoughts or questions to follow 
up on?

gh
84

Sources of Power for 
Leaders

• Authority of position
• Personality
• Knowledge
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Leadership Defined
• The relationship between 

constituents and the 
leader is important to any 
definition.

• Leaders mobilize others to 
want to act because of the 
credibility they have.

• Leaders sustain the 
requisite credibility by 
their actions; by 
challenging, inspiring, 
enabling, modeling, and 
encouraging. 30-31 86

Leadership
Inspiring a Shared Vision

87

Leadership
Inspiring a Shared Vision

• Envision an 
uplifting and 
ennobling 
future.

• Enlist others in a 
common vision 
by appealing to 
their values, 
interests, hopes, 
and dreams.

88

Taking Action or “treating” 
your office practice

• Based on your assessment of your 
microsystem, now move toward 
taking action……..

89

Key Themes and Components 
of Ideal Practices

“They give me exactly the help I want (and need) exactly when I want (and need) it.”

5/3/2004 Margareta Strindhall 

Basic strategies for 
changes

Improved access by:

Balance between  
capacity and 

demand

No Waiting list

1 2

Increase 
capacity

Decrease 
demand

Deal with 
variation

Work away 
the backlog

© Strindhall,Andreasson
Petersson Qulturum
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Major Access Processes
• Based on years of practice, knowledge 

development and leadership from Mark 
Murray and Catherine Tantau.

• Advanced access scheduling
• Non-visit care models
• Self-care models
• Group visits
• Methods to improve office efficiency 

and team work such as continuous flow 
and “huddles”

92

20 pers 

Spridning 
Bra mottagning

Primärvård    3 2 6          9 16 16 25       10      16 15 19

Sjukhusvård        2        6        3          6 26 18 16        13       9 18

Totalt antal 
deltagare

255 team

Antal team:        5        7        9        15         42   34          41        23     25       15 37

Team fr Lt Jönk: 5 7          6         10 9                  9              4            5    7                   15 =75

BM1     BM2     BM3      BM4      BM5            BM6         BM7 BM8    BM9 BM1S BM10

1999    2000         2001          2002 2003                2004

1500

© Bra mottagning, Qultrurum, Margareta Strindhall
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Theme #2: Interaction
They give me exactly the help I want

(and need) exactly when I want (and 
need) it.

• Health care is interaction.
• Interaction is not the vehicle for care, 

it is care.
• Idealized care is idealized interaction.

jw
94

A False Image of Care
Visit-Based

All Paths Lead to Doctor
“Demand” is Patient Driven

Interaction is Constrained by this Image

95

Self-Management

Informed,
Activated
Patients and
Caregivers

Productive
Interactions

Prepared,
Proactive,
Practice Team

Improved Outcomes
Care that is patient-centered, safe, timely, effective, equitable, efficient;

and a health care system and workforce that is vital.

Delivery
System
Design

Decision
Support 

Clinical
Information

Systems

Self-
Management 

Support

Health System
Resources and Policies

Community
Health Care Organization

The Care Model for
Office Practices and Outpatient Settings

Self-
Management

Support

Collaborative goal-setting?
Emphasis on patient’s 

role?
Incentives & supports

for self-management?
Group visits?

96

Self-Management Tasks

• To take care of the illness

• To carry out normal activities

• To manage emotional changes
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A Diagnosis is Not the Only Thing:
Adult Diabetic Patients’ Needs

30%Not Good Health Habits

35%> 2 Symptoms***

50%Functional Limits**

45%Additional Diagnoses*

*   Arthritis (34%), obesity (28%), hypertension (23%), cardiovascular   (20%),                
respiratory 17%)
**  Physical (31%), pain (28%), emotional (16%), daily activities (16%)
***  Eating/weight (39%), joint pain (32%), sleep (25%), 

dizzy/fatigue(23%), foot (21%), backache (20%) 98

Use of ED/Hospital by Level of 
Self-Management (SM) and 
Information Received (Info)

Patients with chronic 
diseases report the 
degree of confidence 
they have with self-
management and the 
quality of information 
they have been given 
by the health care 
system

(Howsyourhealth)

Inf++
Info+

Info-

SM+

SM+-

Sm-

0

5

10

15

20

25

30

35

40

99

Diabetic Use of ED/Hospital 
by Glucose Monitoring and 
Information Received (Info)

0

5

10

15

20

25

30

35

40

45

50

Glucose Often and Info++ Glucose Often and Info +
Glucose Often and Info - Glucose Rare and Info -

HowsYourHealth
100

Population Segmentation

Level 1  Self Care

•Condition is well Controlled or No 
Problems

•Practices effective self care

•OR would like to manage own care

Level 2  Assisted Care

Level 3  Intensive Care

___%

•ED Visits and Hosp.

•Symptoms of poor control

•OR  Would like assistance 
w/care

•Complex medical issues

•Psychosocial barriers to Self 
Management

•OR Wants intensive support

Based on model from 
Laura Butcher MD, 
Kaiser Permanente, 3/03

Enhanced Care 
Management   
___FTE

Specialist Care 
___FTE

Care Manager ___FTE
•Teaches Self Management

•Stabilizes Patient

•Returns patient to Level 1

ED 
Follow 
Up

Assess Intake
Follow 
up for 
___ 
months

___%

___%

Primary Care Team
___FTE (MD, RN, NP, MA)
•Medications, Diet, Assess, Treat

•Reinforce goal setting and Self 
management

•Registry

Group 
Support
FTE___
Classes, Group 
Visits

Educational 
Resources
Computer, 
Written

Population Size________

Self Manage +Self Manage +

Self Manage Self Manage --

101

¥7/52 PR in Hospital + 5/5
PR in leisure Centre
¥ Breathe Easy Group
¥Crisis Management
¥Smoking Cessation
¥COPD Booklet/Disc

¥Referred to Buddy Pt

¥4/52 PR in Leisure Centre
Breathe Easy Group

¥Self Help Mx Course
¥Smoking Cessation
¥COPD Booklet/Disc

¥Referred to Buddy Patient

LOW self
management

CRDQ <80

MEDIUM self
management

CRDQ 80-120

¥4/52 PR in Hospital
Breathe Easy Group

¥Self Help Mx Course
¥Smoking Cessation
¥COPD Booklet/Disc

¥Referred to Buddy Pt

¥Leisure Card
¥Smoking Cessation
¥COPD Booklet/Disc
¥Breathe Easy Group

HIGH self
management

CRDQ 120-140

Lambeth & Southwark  Lambeth & Southwark  Patients wanted more availability & flexibilityPatients wanted more availability & flexibility

Mild Moderate Severe

102

From a Patient Perspective
Does Your Office CARE?

• Who routinely Checks on what matters?                                
• Who routinely Activates them for better self-management?     
• Who routinely Reinforces what they do over time?                   
• How is it         Engineered so that CARE happens   

without variation for 80% of all patients.

If you are doing this, you are “on the same page” with your 
patients and you will maximally impact their ability to 
become self-managers. 
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C A R E
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Our Data Wall
Our Practice In _/__/_

What We Observed

Our Patients’ Perspective

Microsystem Average
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Cool Quotes
Wacky Ideas
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Quick Changes and Tests

Results _/_/__

Practice Improvement
Patient Self Management

Informatic
Expansion

Resource 
Planning
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Planned Care Design Concept

Level 1  Self Care

¥Condition is well Controlled or No 
Problems

¥Practices effective self care

¥OR would like to manage own care

Level 2  Assisted Care

Level 3  Intensive Care

___%

¥ED Visits and Hosp.

¥Symptoms of poor control

¥OR  Would like assistance 
w/care

¥Complex medical issues

¥Psychosocial barriers to Self 
Management

¥OR Wants intensive support

Based on model from Laura Butcher MD, Kaiser Permanente, 3/03

Enhanced Care 
Management   
___FTE

Specialist Care 
___FTE

Care Manager ___FTE
¥Teaches Self Management

¥Stabilizes Patient

¥Returns patient to Level 1

ED 
Follow 
Up

Assess Intake
Follow 
up for 
___ 
months

___%

___%

Primary Care Team
___FTE (MD, RN, NP, MA)

¥Medications, Diet, Assess, Treat

¥Reinforce goal setting and Self 
management

¥Registry

Group 
Support
FTE___
Classes, Group 
Visits

Educational 
Resources
Computer, 
Written

Population Size________

PatientInvolvement
Practice 

Awareness

11 "Walk Through" Your System as a Patient
Your work in this collaborative will lead you to fundamental system change, but even with a strong aim you may not know where to begin.
One simple way to understand where major impediments lie is to experience your service delivery through the eyes of a client.  We are
strongly recommending that two members of your team do a "walk through" of your system prior to the First Learning Session.

Tips for making the "walk through" most productive:
1. Determine with your team where the starting point

and ending points should be, taking into
consideration issues of appointment making, the
actual office visit process, follow-up, and other
issues you may suspect are problems.

2. Two members of the team should do the walk
through together if at all possible, with each

playing a role-patient and partner or
parent and child.

3. Set aside a reasonable amount of time to do this.
Consider the usual amount of time patients spend in
your clinic.

4. Make it real.  Have a real appointment with a real
clinician.  Include time with lab tests and arranging
for reports to be available.  Sit where the patients sit.
Wear what patients wear.  Make a realistic paper

trail of chart, lab reports, referrals,
payment arrangements,
etc.

5. During the walk through, note both positive and
negative experiences, as well as any surprises.
What was frustrating?  What was gratifying?  What
was confusing?

6. If possible, debrief your team on what you did and
what you learned.  Report at least two key lessons
on your storyboard.

Date: Team Members:

Walk Through Begins When: Ends When:

Positives Negatives Surprises Frustrating/Confusing Gratifying

QuickTime™ and a TIFF (LZW) decompressor are needed to see this picture.

105

LET PATIENTS BUILD A REGISTRY
• HIPPA secure DOCSite

Registry is available for 
import of 
HowsYourHealth
information when your 
patient agrees to send it.

• Rather than wasting 
time entering data, staff 
time is better spent 
using patient-centered 
information to plan care.

QuickTime™ and a TIFF (LZW) decompressor are needed to see this picture.

QuickTime™ and a TIFF (LZW) decompressor are needed to see this picture.

106

INTERACTIVE PROBLEM SOLVING
• Based on positive results 

of controlled trials and 
extensive literature for 
improvement of patient 
self-management.

• Enables clinical staff to 
efficiently help patients 
generate strategies for 
behavior change and 
better self-management.

QuickTime™ and a TIFF (LZW) decompressor are needed to see this picture.

QuickTime™ and a TIFF (LZW) decompressor are needed to see this picture.
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Our Data Wall
Our Practice In _/__/_

What We Observed

Our Patients’ Perspective
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Planned Care Design Concept

Level 1  Self Care

¥Condition is well Controlled or No 
Problems

¥Practices effective self care

¥OR would like to manage own care

Level 2  Assisted Care

Level 3  Intensive Care

___%

¥ED Visits and Hosp.

¥Symptoms of poor control

¥OR  Would like assistance 
w/care

¥Complex medical issues
¥Psychosocial barriers to Self 
Management
¥OR Wants intensive support

Based on model from Laura Butcher MD, Kaiser Permanente, 3/03

Enhanced Care 
Management   
___FTE

Specialist Care 
___FTE

Care Manager ___FTE
¥Teaches Self Management

¥Stabilizes Patient

¥Returns patient to Level 1

ED 
Follow 
Up

Assess Intake
Follow 
up for 
___ 
months

___%

___%

Primary Care Team
___FTE (MD, RN, NP, MA)

¥Medications, Diet, Assess, Treat

¥Reinforce goal setting and Self 
management

¥Registry

Group 
Support
FTE___

Classes, Group 
Visits

Educational 
Resources
Computer, 
Written

Population Size________

PatientInvolvement
Practice 

Awareness

11 "Walk Through" Your System as a Patient
Your work in this collaborative will lead you to fundamental system change, but even with a strong aim you may not know where to begin.
One simple way to understand where major impediments lie is to experience your service delivery through the eyes of a client.  We are
strongly recommending that two members of your team do a "walk through" of your system prior to the First Learning Session.

Tips for making the "walk through" most productive:
1. Determine with your team where the starting point

and ending points should be, taking into
consideration issues of appointment making, the
actual office visit process, follow-up, and other
issues you may suspect are problems.

2. Two members of the team should do the walk
through together if at all possible, with each

playing a role-patient and partner or
parent and child.

3. Set aside a reasonable amount of time to do this.
Consider the usual amount of time patients spend in
your clinic.

4. Make it real.  Have a real appointment with a real
clinician.  Include time with lab tests and arranging
for reports to be available.  Sit where the patients sit.
Wear what patients wear.  Make a realistic paper

trail of chart, lab reports, referrals,
payment arrangements,
etc.

5. During the walk through, note both positive and
negative experiences, as well as any surprises.
What was frustrating?  What was gratifying?  What
was confusing?

6. If possible, debrief your team on what you did and
what you learned.  Report at least two key lessons
on your storyboard.

Date: Team Members:

Walk Through Begins When: Ends When:

Positives Negatives Surprises Frustrating/Confusing Gratifying

QuickTime™ and a TIFF (LZW) decompressor are needed to see this picture.

9 Steps to Practice Improvement and Better Patient Self-Management
Although there is probably no one best way to Clinical Office Practice Improvement and Better Patient Self-Management, 

this 9 Step Approach requires minimal staff time and financial resources. 
The 9 Step Approach is currently the subject of controlled trials funded by 

the Robert Wood Johnson Foundation and the Agency for Health Care Quality and Research.

To Population 
And Community

Technology enables the spread of                       
self-management and the betterment of health-care 

from the practice and patient 
to the population and community. 

HowsYourHealth? Long Beach, Mobile, Chicago, 
Milwaukee, New Jersey, Rochester, Montana, 

Manchester, Plymouth, etc? 
Supported by the Commonwealth Fund

From Patient
And Practice

HowsYourHealth
to Improve Patient-Clinician Communication and

Patient Involvement in Self-Management

A simple idea Ğ to have what matters to patients better
assessed, managed, and made part of everyday work.

Well-planned, patient-centered services result in improved
practice efficiency and better patient outcomes.

Technology can help Òpatient-centeredÓ office practices
identify and manage the needs of their patients.

HowsYourHealth has five major components:

1. Patient/Community Self-Assessment of Health Care and Needs
2. Education Tailored to the Respondents Needs
3. Feedback to Physicians
4. On-line Options for Retrieving Aggregate Information
5. Options for Disease Management, Customizing Questions, Automatic
     Export Patient Information to a DoctorÕs Office, a Transportable
     Health Record, or a Registry

The advantages of the ACTION Form is that it allows patients and

health professionals to quickly and specifically identify areas where

patient needs might have been overlooked and where better

communication and education is needed.  Even when the office is too

busy with the problems listed on the ACTION Form, patients can

review pertinent education on the web site before the next office visit.

The information on the CONDITION MANAGEMENT Form tailors

good standards of care to chronic conditions.  Patients who would

benefit from more information can be referred back to the Web.

HowsYourHealth also lets your patients build an Excel or DocSite

REGISTRY for you.

9 Steps to Make Practice More Efficient, Effective and Fun

1. Schedule and run good full staff meetings at least every two weeks (30 minutes is fine)
Frequently there are no meetings, the meetings are poorly structured, or never focus on
making the office function better.

2. Become self-aware. Unless the practice knows how it is functioning from the
perspective of all the staff and the patients, it will not improve.

I) Baseline surveys
II) “Walk Through”
III) Invitation for 100 patients to complete HowsYourHealth with DocSite Registry

*3. Understand the change process and commit to small, rapid changes of no more than
three weeks duration. Place the WALL CHART in a highly trafficked location to keep
track of change.

4. Pick an easy process to change. Often this is simplifying scheduling. Leaf through the
"Green Book" for ideas.

**5. Understand Planned Care. Try Planned CARE Vital Sign on the last patient each day
for two weeks. (This fosters understanding of who does what, practice processes, and
planned care).

6. Review how technology can help practice efficiency, effectiveness, and “patient-
centeredness.” Examine output from HowsYourHealth, Planned CARE Vital Sign, and
Patient Lists in DocSite.

The HowsYourHealth/Docsite has three benefits: it provides a patient view of the
practice; it provides a true view of patient needs; it will provide the practice with
experience with technologies for better “Planned Care”.

***7. Now Rev iew the Planned Care Sequencing Model and Resource Planning Guide.
Create a master schedule for some group  of patients using technology, resource planning,
and planned care as guides.

8. Examine innovations for application in the practice: advanced access, group visits, e-
mail. “Steal” shamelessly from QualityHealthCare.org, ImprovingChronicCare.org,
ImproveYourMedicalCare.org, HowsYou rHealth.org, ClinicalMicrosystem.org

9. Review the previous 8 steps. Be careful to review the goal setting process, how to align
interests (for example of the hospital, specialist, primary care), and how the practice can
eliminate waste beyond the "front lines."

Expect One hou r to signpos t #3. **Ano ther hour to signpos t #5. ***Anothe r hour to # 7.

All Materials Available at www.ImproveYourMedicalCare.org (5/04)
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Reliability
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Fallprevention
Kristinedals äldreboende

•10 permanent beds and 10 short time beds
for persons with dementia (ward 2)

•20 short time beds (ward 3)

•20 permanent beds (ward 4)

Rose-Marie Johansson - team leadar,  method instructor and 
reg nurse
Lena  Estlund - team leadar and occupational therapist
Inger Wetter - assistant nurse
Anki Axen - assistant nurse
Marie Gustavsson - assistant nurse
Johanna Rydbäck - assistant nurse
Margareta - assistant nurse 
Magnus Adèrn - general practicioner
Siw Lindén - unit manager
Ingvor Karlsson - unit manager
Kennet Björklund - reg nurse
Marie Kemi - physio terapist
John Eskilsson -physiso terapist

Team members

111

Fall - a definition
”An action where a person 
unintentional get down on 

the floor or the ground 
irrespective of physical 

injury came up or not and 
irrespective of cause”.
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Facts
30 % of persons aged 65 or older fall down 
in their ordinary staying

60% of persons living in “particularly 
housings” (run by the municipalities) falls

40 % of those who fall get a minor or 
moderate injury 
10 % of those who fall get a severe injury

1-2 % get a hip joint fracture

113

• Nearly everyone who falls 
are afraid they will fall 
again…..   

• This can lead to inactivity 
and isolation

Aim  for ward 3 and 4
Reduce number of falls 

with 10 % until May 2003
with 25 % until May 2004

Aim for ward 2
Reduce 

number of falls with % to ? 2004

-
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Fall accident

Environment
Furnishing

Slipperiness 
Shower

Carpets
Shoes  Lighting

New environment     

Resourses
Lack of time     Staff too small

Lack of competence   Lack of money

Not suitable     
premises

Attitude    Lack of engagement

Not identified      Lack of  competencies
risks to fall           knowledge and routines

Dizziness
Staff Patient

Handicap eg:
weak-sighted

Means of assistance or
no means at all

Language difficulties/ culture
Medication
Acute diseases

Dementia, acute confusion 
116

Ankomstsamtal

Ja

Nej

Hög fallrisk

Ej fallrisk

Fallprevention

Faller

Faller ej

Faller

Faller ej

Målstyrd 
behovsbedömning/

riskbedömning

Fallrisk

Ej fallrisk

Fallprevention

Faller

Faller ej

Försämring
av tillstånd

Ny riskbedömning
och åtgärder
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Number of fall reports on 
Kristinedal – ward 3 and 4
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Action plan for Kristinedal
• Education
• Assessment of risks   (Down Town Fall index)
• Fall prevention – culture., medicine, services 

and facilities
• Survey of risks and falls that happened - is to 

be done at team meetings; appropriate actions 
to prevent new falls

• Training
• Document number of falls every month
• Let patients/ relatives and staff members follow 

the project on special boards
• Evaluation of the project in May 2004
• Spread of ways to work and results 
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Improvements done
• Education to reg. nurses and 

assistant nurses
• Risk judgment of risks (falling) for all 

when they arrive here or after fall
• Team meetings – Falling risks and 

fallings lead to actions for the 
individual

• Systematic medication going-over 
for all staying here (“patients”) 
concerning risks 120

Improvements done
• Information about risk factors and 

preventative actions to all staying here 
/relatives

• Developing training program
• Guiding principles for using hip-trousers
• When needed cleaning-up of environment
• Documented number of falls
• Boards for information
• More alarm carpets purchased 
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Long term planning

Risk assessment and fall prevention 
is a natural part of the daily work

122

Vitality of an Office Practice

• Workforce development

mg
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Workforce Development

First Break All the Rules
Climbing to the Summit

Buckingham M, Coffman C (1999):  First Break All 
The Rules. New York, NY: Simon & Schuster.
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Workplace Environment
How do you know?

• Workforce Development Survey
– Baseline

• Use results to diagnose your strengths & 
weaknesses

– Action Plan
• Based on measures, design strategy plan
• Train managers
• Engage staff

– Re-measure
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FBATR 12-Item Survey

• I know what is expected
• I have the materials I need to 

accomplish my role
• I have the opportunity to do 

what I do best
• I have received recognition or 

praise for good work
• Someone truly cares about 

me as a person
• Someone always encourages 

my development

• My opinions count
• Mission/purpose of my 

organization makes me 
feel my job is important

• Co-workers are committed 
to doing highest quality 
work

• I have a best friend
• Someone has talked to me 

about my progress
• I have had opportunities to 

learn and grow
126

7. My opinions really seem to count in my clinical microsystem
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8. The mission / purpose of my organization makes me feel my job is important
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9. My co-w orkers are committed to doing the highest quality w ork
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10. I have a best friend in my clinical microsystem
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11. In the last six months, someone in my clinical microsystem has talked to me 
about my progress

1

4

13

6

0

2

4

6

8

10

12

14

Strongly Disagree Disagree Agree Strongly Agree

12. This last year, I have had many opportunities in my clinical microsystem to 
learn and grow
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Percent Responding Strongly Agree
N=15
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Box Plot: Percent Strongly Agree Across Microsystems
N=11 Microsystems
How are YOU doing?

*4 M icrosystems with N<5 were Excluded
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How Close are My Staff’s Perceptions of Our Workplace to the
Maximum Achievable Score (MAS) Compared to Other

Microsystems?
N=11 Microsystems

% Maximum Achievable Score is a composite score for each microsystem representing
Overall Performance on the FBATR Workforce Survey

Scores are based on a scale of 0 – 100%, with 100% equal to All respondents answering
Strongly Agree for all questions.
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Vitality of an Office Practice

• Leadership

gh
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To make the 
transformation happen

Change
Company
Culture

Change
Individual
Attitudes

Change
Behavior

Structure & Methods
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When the Map changes Reality
• Human competence at work, Jörgen Sandberg
• ”Competens is not a set of knowledges and skills as 

we have seen it before. Instead Sandbergs studies 
showed that the human beeing´s knowledges and 
skills are prededes of and based on her 
understanding of her work. Within the frame of her 
understanding the human beeing developes the 
knowledges and skills that she uses in practicing or 
doing her work. Thereby competence development in 
the end will become a question of changing existing 
understanding of the work to one that is qualitative 
better.”

• This affects leadershssip very deep... Competens
development becomes something else… it becomes a 
thing of every days work… where the leader 
influences the competence that is developed within 
the organization. 
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• Leaders have a difficulty understanding 
what they should understand…
and they do not know how to influence 
other´s understanding

• Leaders have often not understood that 
there has been a shift from detail leading to 
idea based leading

• Understanding is a key factor
• Leading has gone from detailed rules and 

instructions to increased freedom and 
responsibility

Normann 2002

When the Map changes Reality
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Leading has gone from detailed rules and 
instructions to increased freedom and 

responsibility
• Economic changes
• New technology
• More knowledge intensive and stiffening 

competition...
• Have been given increasing grades of freedom
• A lot of research has also shown that 

understanding is the fundament for peoples 
actions in organizations

Elllström,Koch
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A shift of doctrine in leadership

• Technical changes… demand for flexibility… 
does often not concern handling but instead it is 
about bringing the users to use their potenatial to 
get higher productivity or higher value for the 
patient

• More advanced competens
• Monopolies are torn apart and new alternatives 

are growing up
• Information technology
• Changed values Ellström,Koch 2003
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The increasing independence 
leads to new Questions

• The demand for competence is increasing in 
the daily work

• The organizations are becoming dependent 
on that the employees really understand 
their tasks

• The leaders possibilities to develop are 
completely  dependent on the 
employees´possiblities to develop their 
understanding
People act from their own understanding of reality!
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To lead Organizational learning
Aim Focus Competence

development
Leadership Pedagogy Org.idea

…”to do
right and
well

on ones own
working task

occupationally-
oriented

"Master" Pedagogue
of mediation/
agency

Hierarchy
and
professional
gruoping

…”to do
better

Changing
between work
task and the
process

Specialists/
experts in co-
operation

"Coach" Cognitive
pedagogy

Project

Develop-
ment:
…”to do
better
things

Continuity in
the organiza-
tion in relation
to the outside
world

Generalization
Specialization
Reflection

"Pedagogue" Dialogue in
many
dimensions

Network

To do best 
as possible

Simple rules 
and the 
Shaping system

Develop 
capability

“Successful 
leaders”

Culture for 
Complex 
System

Systemic

(Siv Their/somewhat interpreted by G Henriks) 138

Model for Improvement

Act Plan

Study Do

What are we trying to accomplish?
How will we know that a change is an improvement?
What changes can we make that will result in an 
improvement?
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The PDSA CycleThe PDSA Cycle

Act

• What changes
are to be made?

• Next cycle?

Plan
• Objective
• Questions and

predictions (why)
• Plan to carry out

the cycle (who,
what, where, when) 

Study
• Complete the

analysis of the data
• Compare data to

predictions
• Summarize what

was learned

Do
• Carry out the plan
• Document problems

and unexpected
observations

• Begin analysis
of the data 

Build inBuild in
“monitors”“monitors”
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EXERCISE
• Based on your data wall and the ideas we 

have shared with you…
• What change ideas do you have?
• What information do you still need?
• Complete your PDSA form planning one 

test of change to execute 
• Continue to complete your Action Plan for 

Home

USE MEETING SKILLS

141

Exercise

• Let´s make a list of 
principles/simple rules for 
microsystems to accomplish 
their goals for microsystems 
and macro organizations 
while the components are 
fiscal responsible
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REPORT OUTS

• What did you discover?
• What tests of change are you 

planning?

• Break time……..

143

Measuring and Monitoring

• How will we evaluate our decisions 
and action taken?

• What will our feedback be?

gh
144

Data Wall and Measures from 
Sweden
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1451 snowy night ... 146

Your Data Wall

147

Considerations for Learning 
Organization Infrastructure

mg
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Professional knowledge

- Knowledge based on your 
studies
- Personal performance
- Values, ethics

Profound knowledge of 
improvement

- System
- Variation
- Förändringspsykologi
- Koppla teori och

genomförande

Improvement of clinical result

Developing access, 
decision support and 

treatment and 
evaluation

Research
and

Development

”We all have at least two work”

149

Developing Microsystems for 
Ever Better  Performance.

Creating the Conditions for 
Rapid Growth

150

Remember that every 
clinical microsystem must

• Do the job
– meet patient’s needs

• Meet staff needs
– for respect, challenge, growth, joy, & 

earnings

• Maintain self as an organization
– mission, values, finances, image
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Making it the best

• Develop good “habits” -- measuring & improving 
processes/outcomes, using evidence-base, 
scientific method, interdisciplinary approach, & 
collaboration

• Build your own capacity to improve -- quality of 
care and quality of worklife -- from the inside out
at the frontline of care

• Strive to deliver perfect care and to make perfect 
handoffs (Service agreements)

152

Main Idea  …
Build Capacity from Inside Out

Community, 
Market, 

Social Policy 
System

Macro-
organization 

System

Clinical 
Microsystem

Individual 
care-giver 
& patient 
System

Self-
care 

System

With outside in (front office) supports, 
encouragement, & incentives
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“Evolutionary” 
(or “Transformation”) Principles
• Begin with the intention to excel
• Involve all the players-meet regularly or fall apart
• Focus on values that matter
• Keep both discipline and rhythm
• Use measurement and feedback
• Create a learning system
• Align macro-organization (mission, vision, 

values, strategy, operations, accountability) with 
each and every clinical microsystem
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High performing clinical microsystems

Information
& 

Information 
Technology

Staff
• Staff focus
• Education &

Training                                                   
• Interdependence 

of care team

Patients
• Patient Focus
• Community &

Market Focus

Performance
• Performance 

results
• Process 

improvement

Leadership
• Leadership
• Organizational 

support

A special
blend
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Microsystem’s Developmental 
Journey: The Stages

1. Create awareness of clinical unit as 
interdependent group of people with capacity to 
make changes

2. Connect our routine daily work to the high 
purpose of benefiting patients: see ourselves 
as a system

3. Respond successfully to a strategic challenge
4. Measure the performance of our system as a 

system
5. Successfully juggle multiple improvements 

while taking care of patients … and continue to 
develop sense of ourselves as a system

156

Microsystem’s
Developmental 

Journey
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Building Reflective Practice

• Studio course metaphor
• Microsystem “green belt” curriculum

158

Greenbelt 
Curriculum 
Overview

Green Belt* Model Curriculum
Session 1:

Introduction to Microsystem Thinking
Meeting Skills
Diagnosing Your Microsystem
Selecting Theme for Improvement
Improvement Models: PDSA and Clinical Improvement Worksheet (CIW)

Session 2:
PDSA Tools: Flowcharting and Fishbones
Introduction to IdealizedDesign of Clinical Office Practices (IDCOP)
Meeting Skills: Silent Idea Generation and Multi-voting
Quality is Personal

Session 3:
Developing Smart Changes
Measuring for Improvement: Run Charts
PDSA Tool: Deployment Flowcharts

Session 4:
Workforce and Workplace Development
PDSA Tool: Pareto Charts
Measuring for Improvement: Control Charts
Access to Care

Session 5:
Value Stream Mapping
PDSA Tool: Customer-Supplier Relationships
Measuring for Improvement: Clinical Value Compass Thinking

Session 6:
Generative Star Relationships
Leading Change
Change Concepts

Optional:
Mental Models
Ladder of Inference
Left Hand Column
External Environment
Others

*Martial arts have long used a progressive education system to denote levels of knowledge and practice. The
green belt is the most important level, indicating the half way mark to the master level. “Green is the color of
growth, of grass, and of forests and symbolizes that the student has begun to absorb the light.  Skills and spirit
have begun to bloom.”1

1. Bladyka, Ken. Okinawan Karate Academy’s Seidokan Karate Student Handbook, March 1992.
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A microsystem's self-awareness journey

Create an 
awareness
of work as a 
microsystem

(description or 
picture)

Work on
some 

foolishness
to understand
that change is

possible.

Connect work 
to those who 
do or could 
benefit from it, 
building a 
sense of the 
related 
purpose of the 
work.

Try some
strategic
change & 

improvement.

Build measures
of performance 

for those who do 
or could 

benefit, of the 
functioning of the 
microsystem & for 

accountability.

Work with "peer microsystems."

Work with your own microsystem.

Work with your macro-organization.

Work with inputs and outputs

Work with the population

160

Wrap Up

161

Great microsystems come from great 
leaders and great staff. 

They give patients & families what they 
need and enable staff to be proud of 
their work.

The Last Word
“Start where you are,
Use what you have,
Do what you can.”

Arthur Ashe
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If you want to learn more . . .

www.clinicalmicrosystem.org

www.howsyourhealth.org

www.ihi.org

www.howsyourmedicalcare.org
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