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Total Quality Management (TQM)
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Basic Quality Tools
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Step 3: Quality Culture
Identify OFI from standards
Focus on integration, learning, result

Step 2: Quality Assurance & Improvement

Identity OFI from goal & objective of unit/system
Focus on key process improvement

Step 1: Risk prevention
Identify OFI from 12 reviews
Focus on high risk problems

. ' @ N e o o & a e '
NRANI:  laasewinininladui 1 uas 2 faiugmgunimndiasaasiiognaan
BT ——



Step 1 Step 2 Step 3
Overview Reactive Proactive Quality Culture

Review Problems Systematic Analysis Evaluate Compliance
& Adverse Events | of Goal & Process [|with HA Standards

Quality Check-Act-Plan-Do QA: PDCA il
Process CQI: CAPD Improvement

Success | compliance with | QA/CQI Relevant

e . Better Outcomes
Criteria |Preventive Measures| with Purpose (3P)

HA Not F Focus on Focus on
Standard 2y R Key Standards All Standards

Self To Identify To Assess Overall
To Prevent Risk Opportunity for Effort & Impact of

Assessmen Improvement Improvement

Coverage Key Problems Key Processes Integration of
Key Systems _
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3P: Basic Building Block of Quality

Design -> Action Learning

»M—» Performance

Improvement

3P Tuanudszdnin

3P 1uimamiw°'@umqmmw

3P luszaunii e w/usng (service profile)

3P NUNIIWNAIUIIZLLI

3P nuMsquanta (clinical tracer)

3P NUNNTUIWITRIANT (strategic management)
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310 PDSA § DALI

Purpose E> Plan Check/Study
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310 PDSA § DALI

Purpose ) Design Learning
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Process
deployment
Action
Process
design
Purpose ) Design Learning
Performance
measurement
Improve
Purpose "““"“"" Pece Performan ce
] improvement

Improvement
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Voice of Customer
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Being
Concerned

Getting
Involved
Personally

Effective
Listening to Voice

of Customer

Understanding
O_verfall Your Customers
Monitoring of At et
Customer’s :
Behaviour Complaints
Empowering
Customer-
Concerned
Employees
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— Thinking
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Customer Focus Excellence
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Current/Actual Desired

Recommendation/ Practice Practice

Standards

Action Plan

Adults receiving IV fluid
therapy in hospital have an
IV fluid management plan,
determined by and
reviewed by an expert,
which includes the fluid
and electrolyte prescription
over the next 24 hours and
arrangements for
assessing patients and
monitoring their plan.

Trace current
practice by
using
observation,

interview,
records
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HINDSIGHT BIAS
3. Listen to Voice of staff

< 2. Potential Change

-~

1. Story & Timeline

Before the After the
Accident Acciden
>|

5. Creative solution

................

""""""""" gy LATENT How to prevent it?
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