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Project Initiation

Agency for Clinical innovation
Process Flow Chart for developing a Model of Care (MoC)

This document is used to illustrate the process for developing a Model of Care. It encompasses the work owned by the project manager and
the functions that the Clinical Redesign and Implementation Team assist with.

Identify an area of need,
build a case for change
and obtain sponsorship
to proceed with the
program of work

Issue or opportunity arises:
«Clinician/ACI
Network/Consumer
identified innovation
*Unwarranted clinical
variation
*Priority area
(Minister/DG/LHD/CEC)
*Qut of date MoC
Create the initial high level
‘case for change' - quantify
the extent of the issue and
the cost of continuing
business as usual

>

Develop and agree project
aim, objectives and scope

Generate Sponsorship

*ACl executive
sponsorship/prioritisation
for the program of work

«Seek direction from LHD
clinicians, managers and
stakeholders - is this a
piece of work they will
value?

o Define the problem -

understand the root
cause to treat the real
problem and not just

QD the symptoms.
=== Define the problem using

a variety of tools:

«Consultation such as
workshops, interviews
and brain storming

«'As is' analysis - what
does it look like now?

*Data review including
demand analysis,
epidemiology and service
utilisation.

sFinancial analysis of the

cost of continuing
business as usual

*Review literature and
analyse any innovation
already in this field

Finalise case for change
Identification and
prioritisaion of issues
Revisit aims and

objectives to ensure
project is on track

=

Develop and select

QD solutions. Create and

Solution Desi

document the MoC

Develop a vision for what
services should look like

Develop a range of
solutions that address the
problems defined in the
diagnostic

Test these solutions
widely including economic
appraisal and/or piloting
to select the most
appropriate solution

Develop evaluation
framework

Develop and document
the MoC

Seek endorsement of the
MoC from appropriate
stakeholders

Plan for disinvestment -
what older models or
technologies will no
longer occur as a result of
the new model?

March 2013

lementation

) self assessment/gap

Support the health
system to execute the
changes needed to
implement the MoC

Define the change clearly

3 Optimise use of the
= MoC, monitor the
*= results and evaluate
the impact

Ongoing monitoring and
local accountability
Review the impact of the
MoC and adjust practices
to optimise use

Ensure disinvestment
occurs

Develop business case
Assist LHDs to conduct a

ELELI

Seek endorsement of the
business case/resourcing
strategy Final evaluation of

economic and clinical

Generate local executive
outcomes

sponsorship and create a
governance structure

Build the capability of
front line clinicians and
managers to change the
process/system

Knowledge Management
"sharing our lessons"

Develop a Communication
plan and identify risks to
implementation

Develop reinforcement
strategies for LHDs

NSW Agency
for Clinical
Innovation
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https://aci.health.nsw.gov.au/resources/models-of-care
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A more collaborative
approach?




Part 1: Diagnosing the situation — what is the problem? »‘Ai\
How we frame the situation and problem/s is important for how we find a solution

”...itis tempting, if the only tool you have is a hammer, to treat everything as if it were a nail."
— Abraham Maslow, 1966
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Remember the elephants?

AND WHY ARE YOU NOBODY EVER ASKS HOW\
TELUNG ME ALL THIS? THE ELEPHANT FELT
, ABOUT 1T/

Image source: Himmelfarb, J., et al. (2002) ‘The Elephant in
Uremia: Oxidant Stress as a Unifying Concept of ' '
Source: https://www.smbc-comics.com/comic/elephant-in-the-room

Cardiovascular Disease in Uremia’, Kidney Int, 62(5) 1524-
1538. (artist: G. Renee Guzlas).


https://www.smbc-comics.com/comic/elephant-in-the-room

Some techniques for visualising (and changing) healthcare

N

1. Process mapping Lo semozPLAY”

214 pos!
Stekps®

2. Experience-based co-design

3. Video-reflexive ethnography

https://www.lego.com/en-us/seriousplay/material

Common themes:

« Constructed using data: quantitative or qualitative

« Collaborative: sharing, comparing different mental models of work

« Makes ideas and concepts more tangible and malleable (and changeable!)

« Allows people to see healthcare systems from a different perspective, and to reimagine it
« Useful to identify gaps, misunderstandings, redundancy, loose ends, etc


https://www.lego.com/en-us/seriousplay/material

Process mapping

“A system is perfectly designed to achieve the outcomes it achieves”

Therefore: to improve outcomes we need to improve the associated processes




Work as a Process

« A basic understanding of the current process is important because

Process Outcomes

* |If you just focus on outcomes you don’t know how you are achieving those results

* |If you just focus on process you don’t know the results



How do we improve the process?

“The first step is to draw a flow diagram. Then everyone understands what
[their] job is. If people do not see the process, they cannot improve it.”

W.E. Deming, 1993




Applying the process mapping method

* A process map or flowchart = a picture of the steps and decisions comprising an activity (process)
* Process mapping is how we develop the picture of who and what is involved in an activity
(process)

What happens Then what
next? happens?

The first step in the

process, within the > Major step in the Major step in the
identified boundaries process —> process

Question or
decision
point

The last step in the
process, within the
identified boundaries




Can be high-level — for an overview
(e.g. using an electronic medical record to administer medication)

No
Log in Go to : Go to Log out
. I here?
to EMR patient s patient there next patient of EMR
Yes
Administer

med



Can also be more detailed




Example of process mapping as a Ql strategy

 NSW primary school-based fruit and veg
program “Crunch & Sip”

* Only 25% of schools had implemented the
program (far short of 80% target)

* The processes used to enrol schools were
cumbersome and consisted of multiple partners
(NGO, LHD)

* Interviews with stakeholders confirmed the set
up was laborious




Improving the process through process mapping (Biggs et al, 2014)
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Figure 2 Current Crunch&Sip Implementation Process Figure 3 Proposed Crunch&Sip Implementation Process



Co-developing process maps with stakeholders

* Contrasts work-as-imagined versus work-as-done

 Garners their unique knowledge of different aspects of the process to produce a
detailed representation

 Helps to create a shared understanding of the current process and new
processes

 Improves shared understanding between all agencies and ownership

* [lluminates potential barriers for further exploration



What does it exclude?

It still deals primarily with ‘work as imagined’ — includes only the mental models of those invited
to participate.

e Also, there are often many ways in which ‘work as done’ is actually done, and a linear-type map
is limited in showing that.

* And... what about the subjective experiences of healthcare delivery? Feelings... perceptions...
expectations?

- How might we bring ‘into the picture’ the mental models of other
important stakeholders (e.g. patients)?

—> How might we try to get closer to ‘work as done’ and a fuller picture
of healthcare services?



Experience-based co-design (EBCD): key aspects

Experience-based co-design

Gathering real stories from real
people to understand their
subjective experiences of
healthcare — not just attitudes,
needs or perceptions, but also
feelings, emotional ‘touchpoints’

Consumers,
families and staff
working together
on an equal
footing, with equal
input and
responsibility

To redesign and improve
user experiences of
healthcare — not just
processes or systems




Experience-based co-design (EBCD): main steps

Gathering experiences from staff and patients

|dentifying key (emotionally significant) ‘touch points’

Collating these experiences in visual representations (e.g. short video/s from interviews,
maps, storyboards, etc)

Show these visual representations of experiences to staff and patients (separately and
together)

Bring together staff and patients in small groups to identify and implement activities to
improve the healthcare experience




Using video-reflexive methods to create change
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What if we looked at actual “work as done” using video?

Your 5 Moments
for Hand Hyglene




How do the 5 Moments apply here?




An example of reflexive discussion




Registrar entering isolation room




Choosing strategies to implement change

WERE HIRING A OR WE COULD COME
DIRECTOR OF CHANGE THAT
MANAGEMENT TO HELP THAT MAKE SENSE. | SOUNDS
EMPLOYEES EMBRACE THEN EMPLOYEES HARDER.
STRATEGIC CHANGES. WOULD EMBRACE
CHANGE.




50 Reasons Not To Change

I'm not sure

It’s too )
my boss would > " We don't have . )
Y e ambitious. the equipment. IEs imposible!

It's too we'll catch No one I don’t have
expensive. flak asked me. We dida't the authority.
for that. budget for it.

» No es mi
That’s :
someone else’s probleari. ® Wdll fkp It's hopeless. | We can’t
responsibility. It won't fly. 100 long. take
Tty the chance.
) at’s in it
We've always It sutoo 4 for me? ;
done it this way. [ | compicated. They won't
fund it. It's too
It's too , It’s contrary radical.
political. \Z‘:)g:: t have to policy. We have too A—;\
yctnsus many layers.
We're doing - )
o% ks : It's not There’s too
It can’t my job. much red tape.
- be done. It needs more
e don’t thought.
have gh Another
the staff.| we tried that It’s against department Ttisinotour
before. tradition. tried that. problCm.
They’re too
s entrenched. We're waiting
This is not enough time. fos pdance
on that. ,
just a fad. It won't work
There’s no clear in this
No se puede. mandate. department.
Maybe. It will never fly
Maybe not. upstairs.
Coh “?:tdsc Me falta 4nimo. iNunca
mmitte P
We've never study 1 pasaril
done that ] Theydoo't
before. I'm all for it, reallz want It's too
but . .. to change visionary.
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https://13c4.wordpress.com/2007/02/24/50-reasons-not-to-change/

Why do healthcare workers resist change?

Change burn-out Lack of understanding of the change and its
Perceived value of change to them and their purpose

patients Anxiety about uncertainty

Changes may be seen to reduce their control Fear that the change might disrupt their social
May diminish their current and or professional relationships
power/authority/status/wages (status quo) Changes may affect the competencies they
Feel a responsibility for the quality of care have or should have

Fish in water (There are other ways? This is Self-interest

how we have always done it) Maybe not ‘resisting’ change:

Desire to uphold tradition —Resisting ‘bad’ managerial decisions
Different goals and perspectives to their —Not resisting at all, but confused as to
managers how to process

Lack of trust of management



Part 2: Choosing strategies for change
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The Behaviour change wheel (Michie et al, 2011)

- Sources of behaviour
- Intervention functions
Capability

l Policy categories

: N
I Psychologicalo Physical
B - 3
Opportunity o %,;
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COM-B (Sources of behaviour)

Service provisio®

Michie, S., van Stralen, M.M. & West, R. 2011, 'The behaviour change wheel: A new method for characterising and designing behaviour change
interventions', Implementation Science, vol. 6, no. 1, p. 42.[See also: www.behaviourchangewheel.com ]



http://www.behaviourchangewheel.com/

Definitions and examples of interventions in the BCW
(Michie et al 2011)

Interventions
Education

Persuasion

Incentivisation
Coercion
Training

Restriction

Environmental
restructuring

Modelling

Enablement

Definition
Increasing knowledge or understanding

Using communication to induce positive or negative feelings or
stimulate action

Creating expectation of reward

Creating expectation of punishment or cost

Imparting skills

Using rules to reduce the opportunity to engage in the target

behaviour (or to increase the target behaviour by reducing the
opportunity to engage in competing behaviours)

Changing the physical or social context

Providing an example for people to aspire to or imitate

Increasing means/reducing barriers to increase capability or
opportunity

Examples

Providing information to promote healthy eating

Using imagery to motivate increases in physical activity

Using prize draws to induce attempts to stop smoking
Raising the financial cost to reduce excessive alcohol consumption
Advanced driver training to increase safe driving

Prohibiting sales of solvents to people under 18 to reduce use for
intoxication

Providing on-screen prompts for GPs to ask about smoking behaviour

Using TV drama scenes involving safe-sex practices to increase condom
use

Behavioural support for smoking cessation, medication for cognitive
deficits, surgery to reduce obesity, prostheses to promote physical activity




Matching the intervention to the behavioural barrier

Table 2
Links between the components of the 'COM-B' model of behaviour and the intervention

Model of
behaviour:
sources

C-Ph N

Educa- Persua- Incentiv- . . . Restric-
. . . o Coercion Training .
tion sion isation tion

C-Ps N ;
M-Au N J ;

0O-So v




The Behaviour change wheel (2011)

Group of experts reviewed and evaluated

19 frameworks of behaviour change
interventions.

— Developed a new framework — the

Behaviour Change Wheel (BCW) that was

more comprehensive, and linked to a
model of behaviour (COM-B)

- The BCW is used to describe and design

policy and interventions to change
behaviour.

-_I
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Opportunity

Table 2
Links between the components of the 'COM-B' model of behaviour and the intervention

Model of

. Educa- Persua- Incentiv- . - Restric-

behaviour: : . g Coercion Training :
tion sion isation tion

sources
C-Ph \
C-Ps \ v
M-Re v v v v
M-Au v v \
O-Ph )
0-So \

Michie, S., van Stralen, M.M. & West, R. 2011, 'The behaviour change wheel: A new method for characterising and designing behaviour

change interventions', Implementation Science, vol. 6, no. 1, p. 42.




The Impact-Likelihood Matrix for choosing target behaviours

Ll o -
=) T Hard but effective Easy and effective
& 9 Potential target, may require First priority, probably already
E L resources for adoption targeted
@
-
(&) : :
< > Hard and ineffective
% 9 Low priority
LOW HIGH

Another way of

/ thinking of this is, how
LIKELIHOOD OF ADOPTION easy will it be to do?



