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1.1 Welcome
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1.2 How to Navigate
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Mandstory content o a side will b mrked with an orange triangle:
You must view this information to advance to the next slide.

Onee you have reviewed the information the icon will change to a
green:
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slide in the course. Just click the slide you want to navigate to.





1.3 Learning Overview

[image: image3.jpg]Welcome to Sidra's onfine Mandatory Education
on Quality Improvement & Culture of Safety.

“This module will assist you to gain the essential
knowledge associated with Sidra's core principles,
plans and accountabilities.

At the end of the 25 minute online training, there
will be an assessment requiring a pass mark of
80%.

You are now ready to start.
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1.4 Why is this learning important?

[image: image4.jpg]The Sidra Way states

We are patient and family-centric -Every
decision we make starts and ends with the,
patient and their family needs.

Everyone at Sidra is working towards our
goal of a patient-safe opening.

Building a culture of continuous
improvement and safety in our day.-to-day
work helps us towards this goal.





1.5 Learning Objectives

[image: image5.jpg]Learning Objectives

At the end of this training you will be able to:

* Recognize the Model for Improvement used by
Sidra,

 Recall the key elements of a Culture of Safety

« Identify Sidra's Quality Plan that outlines our
commitment to a culture of safety and continuous
improvement





1.6 Topics

[image: image6.jpg]Below you willfind the topics that are covered in this module. Please click each button to review each
topic.

I you wish to take the assessment, clck the button at the bottom of the page.
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1.7 The Model For Improvement

[image: image7.jpg]e Model For Improveme:

I this section you will be introduced to the Model for Improvement used by Sidra

What changes can you make to improve your
work?

“This question applies to everyone regardless of
whether they will work in a medical environment or
not. Let's look at some examples:

Do you work in HR and is there a
better way to improve efficiency in
dealing with support requests?

Do you workin IT Support and i there
a better way to improve efficiency in
dealing with support requests?





1.8 MFI Video

[image: image8.jpg]'he Model For Improve

Let's look at the
Model for
Improvement
here, used by the
Institute for
Healthcare

Improvement.





1.9 MFI Example

[image: image9.jpg]Let's look at a simple example of the model in practice. Consider the
following hypothetical example:

« it rarely rains in Doha, but when it does it can cause problems
as we are not used to i,

At Sidra the lobby becomes very wet when it s raining as
people walk into the building in their wet shoes.

« This creates a safety hazard and it was found that around 15
people were slipping on the wet floor every year.





1.10 How to use Model for Improvement

[image: image10.jpg]How to use the Model for | ovement

How can we use the model for improvement?

T Mo forimprover

Click each button below to find out how.





AIM (Slide Layer)

[image: image11.jpg]Am %

“The aim shoud be tme-specific and measurable,
stating exactly “How g00d?,” “By when?,” and “For
whom?” A general satement-“We willreduce
slips”-is't good encugh.

In our example the aim can be:
To reduce the number of people slipping on wet
floorin the lobby tozero by the end of the year.





Measures (Slide Layer)

[image: image12.jpg]MEASURES

You need feedback to know f aspectic change.
actually leadsto an improvement, and quantitative
measures can often provide the best feedback.

In our wet floor example our measure issimp,

how many peopleslip on the wet floor inthe
lobby?

ok I





Changes (Slide Layer)

[image: image13.jpg]Youneedto dentiy the types of changes that will
lead to an improvement

‘Again usig the wet foor example, two options are:
proposed:

1 Dplay a wet floor sign for peopk enteringthe
buiding.
2 Use a non-slip mat i the entrance way.





1.11 MFI-Testing  & Implementing 

[image: image14.jpg]MFI-Testing & Implementing Change

TESTING & IMPLEMENTING CHANGE - PLAN, DO, STUDY, ACT

After identifying changes, the Plan, Do, Study, Act (PDSA) model is
used to test and implement changes.

In the wet floor example, a study is conducted and findings show
that while people don't necessarily read the wet floor sign, incidents
of slipping are reduced when non-slip mats are placed.

Based on the outcome of this study, a new procedure is
implemented to put out a non-slip mat every time it rains.





1.12 MFI-Case Study

[image: image15.jpg]MFI-Case Study

The wet floor example is a very simple example.
of the Model for Improvement in practice.

For an interesting clinical example please refer
to the case study from a neonatal unit in Saudi

Arabia:





Slide 1 (Slide Layer)

[image: image16.jpg]The Model For Improvement

Let's look at an example of this model in practice in 2
clinical environment.

Central lne infections are a nasty problem in hospitals
around the world. A centralfine i a tube that is
surgically inserted into amajor blood vessel, making it
faster and easier to deliver medication. But alltoo.
often, infection gets into the patient's bloodstream-
‘and travels from there to major organs.

These infections can prove to be fatal for many
patients





Slide 2 (Slide Layer)

[image: image17.jpg]The Model For improvement

In 2005, the Saudi Aramco Medical Services Organtation
(SAMSO), 2 complex of hospitals n Saudi Arabia, set out to
reduce the rate of central e nfections in tsneonatal
ntensive care unit-a unit dedicated to treating very sick
newborn babes.

For every 1,000 daysthat patients were equipped with
centrallines-or, n medicalterminology, “catheter days'-
there were about 11 related nfections.

'SAMSO used the Model for Improvement to reduce that
number. Withina year, the rate of centralline infections in
theunit was down to zero.*
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Slide 3 (Slide Layer)

[image: image18.jpg]‘The Model For Improvement

How did they use the model for improvement?

am
The aim should be time-specific and measurable, stating
exactly “How good?,” “By when?,” and “For whom?” A
general statement-“We will improve our infection rate”-
sn't good enough

The SAMSO team’s aim was to decrease the infection rate
in the NICU from 11 infections per 1,000 catheter days to
fewer than 5 infections per 1,000 catheter days in nine
months.t

= =





Slide 4 (Slide Layer)

[image: image19.jpg]‘The Model For Improvement ®

MEASURES
You need feedback to know i a specific change actually
leads to an improvement, and quantitative measures can
often provide the best feedback.

The SAMSO team measured the rate at which babies were

getting bloodstream infections:their outcome measure.
They also measured how often staff members were
actually doing the things they were asked to do to prevent
nfection-ther process measures.

- -





Slide 5  (Slide Layer)

[image: image20.jpg]‘The Model For Improvement.

CHANGES
You need to identify the types of changes that willlead to
an improvement.

The SAMSO team decided to test several changes,
including having staff implement a five-step ‘bundle"such
as improving hand hygiene and checking the lines daily-

that had been shown to reduce the rate of central line:
infections They also used a checklis that staff would
review before inserting the certral line, and they required
staff to piace red tags on the beds of the babies with
central lines, 50 everyone would remember to take extra
precautions®

- -

ok





Slide 6 (Slide Layer)

[image: image21.jpg]‘The Model For Improvement

TESTING & IMPLEMENTING CHANGE - PLAN, DO, STUDY, ACT
After identifying changes, the Plan, Do, Study, Act (PDSA)
model is used to test and implement changes.

The SAMSO team planned out and implemented studies on
their five-step bundle and checklist approaches to monftor the|
effect of these changes to their measures.

They found staff were able to better follow the checkist
approach and there was an overall reduction in central ine
nfections, and based on these studies implemented changes
across their hospitals.*

=





1.13 MFI-Pause and Reflect 1

[image: image22.jpg]MFI-Pause and Reflect

As you are just starting at Sidra, you might not
have identified areas of improvement for your
current role yet, but if you have already, GREAT!

Think about a previous position you have had,
and something in t you wanted to improve.

Think of something relatively simple to start
with - smallin scope, with obvious failure points
in the process, and where you had the ability to
try out new approaches.





1.14 MFI-Pause and Reflect 2

[image: image23.jpg]MFI-Pause and Reflect ©

Now based on the opportunity for improvement you have
identified note down the following: e e forims

Al

type your text here

MEASURES:
type your text here

CHANGES:

type your text here





1.15 Summary-Model for Improvement

[image: image24.jpg]Summary-Model for Improvem

Congratulations! You have now finished this section on Modal for Improvemant, Below i a st of what
You have learned during this module.

You should: Recognize the Model for Improvement used by Sidra.
 What is the Model for Improvement?

 How to clarify Aims, Measures, and Changes
« Testing and Implementing Change using Plan, Do, Study, Act Model




1.16 Culture of Safety

[image: image25.jpg]Sidra is committed to building a culture of safety.
where all staff members can talk freely about safety
problems and how to solve them, without fear of
blame or punishment.

As we start receiving patients, a culture of safety is
something we can help encourage now.





1.17 Medical Environment

[image: image26.jpg]Medical Environment

Consider the following examples from a medical environment.

Press play
to watch
each video

‘What was different between the two examples?
How comfortable did the people in each video feel with
sharing their concerns?

‘What was different in the second video that helped
encourage people to speak up?





1.18 Healthcare setting

[image: image27.jpg]Speaking up in healthcare settings can be difficul. Please click
each button below to review the reasons:

Hierarchy

Expertise.

Confidence





Hierarcy (Slide Layer)

[image: image28.jpg]The typical culture of health care makesit hard to speak up becausetis
hierarchicalin nature. There's usually a hierarchy among doctors, nurses,
pharmacts, technicins, and studerts. This ensures that each person knows his or
her role in a ast-paced situation -but £ can a0 make t very hard to question the
actions of senior staff 2

Hierarchy iscommon in many cther areas aswel, not just heath care, and speaking
up tosuperrsrequres confdence.





Expertise (Slide Layer)

[image: image29.jpg]el

Furthermore, health care has traditionally beena culture of individual experts.
That means individuals are expected to know ai the nswers and do everything
correct. Sowhen someone raiesa safety concern, itseasy for people to feel thei

competence is be ng questioned 2





Confidence (Slide Layer)

[image: image30.jpg]Confidence
Finally, when you're a junior staff member in a techrical fild such as health care,

you may not feel confident that the problem you're observing i really a problem.
What i you're wrong? When youre uncertain, & feelsmuch easir to Just stay sient

and hope for the best?

AtSidra, we understand thisand are amingto create an environment where peope.
feel confident to speak up and promote acuture of safety.





1.19 Elements to Culture of Safety

[image: image31.jpg]Elements to Culture of Safety

There are four elements to a culture of safety where people can be

confident in speaking up about safety concerns:

1. Psychological safety. People know their concerns.
will be openly received and treated with respect.

2. Active leadership. Leaders actively create an
environment where all staff are comfortable
expressing their concerns.

3. Transparency. Safety problems aren't ignored and
are discussed. Team members have confidence that
the organization willlearn from problems and use
them to improve the system.

4. Faimmess. People know they will not be punished or
blamed for system-based errors.?

culture

|__awayoflife





1.20 The Elements

[image: image32.jpg]3. Transparency

L_awayofife |
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Psychological safety (Slide Layer)

[image: image33.jpg]Prychological safety

In psychologically safe environments, people believe that if they make 2 mistake
others will not penalize or think less of them for it

They als0 beleve that others will ot resent or penalize them for asking for help,
information, or feedback *

People in psychologically safe environments are abe to leam from the mistakes
that they make.





Active Leadership (Slide Layer)

[image: image34.jpg]People e encouraged to spesk up when leaders:
+ Share information

» Invite team members o contrbute their experiences and concerns
o Make themselvesapproschable 3

Even # you don't hold @ managemert responsibiity, everyone who works n Sdra
cantake 3 leadership role in promoting acuiture of safety, aswe are all responsible
forsafety.





Transparency (Slide Layer)

[image: image35.jpg]The Elements

Please click

Transparency

Atransparent organization is comfortable investigat ng errors and sharing the
findings s others can arn and avoid a smilar mtake. And a truly transparent
organization is wiling to go public with those findings, = that other organizations

y

8y sharing findings everyone hasan opportunty to learn from the experience of
others, and make the needed changeswithin their personal practice and the
organization





Fairness (Slide Layer)

[image: image36.jpg]In aculture of safety, people are accountable for ther behaviors-but a
dtinction is made betuween errorsthat result from poor deckion-making
andthoss that result from system flaws.

To determine whether an error has been caused by aperson or a system,
ask yourself

1D the ndividuas intend to cause harm?
2.Dd they come to work impaired?

5.Did they do something they knew was unsdfe?

4 Couldtwo or three peers have made the same mistake n similar
circumstances?

5. Dothese indwidualshave a history of involvement n similar events?





1.21 Pause and Reflect

[image: image37.jpg]Pause and Refle

Aculture of safety isn't just relevant for when we start
receiving patients. A culture of safety applies to our
working environment now.

‘Think about actions you can take to encourage:

Psychological Safety: How can you help people feel
that they will not be punished for making mistakes?
Active Leadership: Do you encourage others to share
their ideas and challenge your own opinions?
Transparency: Are you willing to share your mistakes
50 others can learn?

Faimess: How do you distinguish between people
and system-faults?





1.22 Summary - Culture of Safety

[image: image38.jpg]Summary - Culture of Safety

Congratulations! You have now finished this section on Culture of Safety. Below is a lst of what you
have learned during this module.

You should: Be able to Recall the key elements of a Culture of Safety

* Why is it traditionally hard to speak up in a healtheare environment
~Hierarchy, Expertise, Confidence

« The four elements of a Culture of Safety
-psychological safety, Active leadership, Transparency, Faimess




1.23  Sidra’s Quality Plan

[image: image39.jpg]Sidra's Quality Plal

Sidra's Quality Plan outlines our commitment to a
culture of safety and a process of continuous
improvement based on recognized standards.

We are focused on attaining full accreditation status
with Joint Commission International (ICI) to
maintain clinical excellence and service function.

For more information about our Quality Plan, and
the respective policies and procedures, please refer
o the following link on the portal:

httos//project sidra.org/portal/QPIP/Quali

20Program?%20-%200ctober%202013 docx>





1.24  Sidra’s Quality Plan

[image: image40.jpg]Summary - Sidra's Quality Plan

Congratulations! You have now finished this section on Sidra's Quality Plan. Below is what you have
learned during this module.

You should:Be able to Identify Sidra's Quality Plan that outlines our commitment to a culture of
safety and continuous improvement.
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1.26 Summary

[image: image42.jpg]At Sidra we are committed to a process of continuous improvement and a culture of
safety.

Regardess of our roles in the organization, and whether or not we wil have direct
patient contact in the future, there are things we can all do to continuously improve
and encourage a safe work environment.

The PDSA Modelfor Improvement provides an outline for how we can plan and test
changes in our workplace. By being clear abut our aim and measures; planning
changes and making them happen, studying their effects and acting on the outcomes
of these studies-we can implement changes in any area we operate.





1.27 Summary cont'd

[image: image43.jpg]‘While we aim to continuously improve, we can help build a culture of safety where
people feel comfortable in speaking up about safety concerns. By ensuring we
encourage psychologically safe environments, we can demonstrate active
leadership, promote transparency and act fairly.

For more information on Sidra's approach to building a culture of safety and
continuous improvement please refer to our Acereditation & Quality Plans.





1.28 Conclusion

[image: image44.jpg]onclusion

You have now completed the mandatory education module on Quality Improvement and Culture
of safety.

You now need to complete the assessment.

1f you have further questions, please contact your Organizational Learning Educator speak with
your Line Manager.





1.29 Assessment

[image: image45.jpg]Assessme

“This quiz assesses the essential knowledge associated with Quality Improvement & Culture of
Safety for Sidra’s Mandatory Education. Before starting this quiz, you will need to ensure that
You have completed the Quality Improvement & Culture of Safety module.

“This quiz has different question types. You are required to answer all questions and to gain a
‘pass mark of 80% to successfully complete the quiz. You have one opportunity to answer each
question correctly.

You can make 3 attempts in progressing through this assessment.

Your pass mark will be shown on your personal record and certificate.





1.30 Draw from Question Bank 1

Draw 6 questions randomly from Question Bank 1

1. Question Bank 1

Q1.1 Multiple Choice

  (Multiple Choice, 10 points, 1 attempt permitted)

[image: image46.jpg]Question

What i a culture of safety? ‘

© Aplace where errors never occur

© A place where errors are always caught

© A place where all staff can talk freely about safety problems without fear

© A place where all staff feel comfortable reporting errors only if they're guaranteed anonymity





	Correct
	Choice

	 
	A place where errors never occur

	 
	A place where errors are always caught

	X
	A place where all staff can talk freely about safety problems without fear

	 
	A place where all staff feel comfortable reporting errors only if they're guaranteed anonymity


Q1.2 Multiple Choice

  (Multiple Choice, 10 points, 1 attempt permitted)

[image: image47.jpg]Question

‘ww is psychological safety a crucial component of a culture of safety? ‘

© Without it, people won't be interested in improvement of work.
© Itallows people to remove unsafe members of the team quickly.
© Without it patients will not follow their doctors' advice.

® Itallows people to learn from mistakes, reducing the chances of further errors.





	Correct
	Choice

	 
	Without it, people won't be interested in improvement of work.

	 
	It allows people to remove unsafe members of the team quickly.

	 
	Without it, patients will not follow their doctors' advice.

	X
	It allows people to learn from mistakes, reducing the chances of further errors.


Q1.3 Multiple Choice

  (Multiple Choice, 10 points, 1 attempt permitted)

[image: image48.jpg]Question

Sidra is undergoing a large recruitment effort, During an onboarding for new employees, a senior leader
stands up and says, "We expect that the same rules apply to everyone on the unit, regardless of position.”
‘aspect of culture of safety does this unit seem to value?

© Policy & Procedure.
® Fairness

© Transparency

© None of the above.





	Correct
	Choice

	 
	Policy & Procedure


	X
	Fairness

	 
	Transparency 

	 
	None of the above


Q1.4 Multiple Choice

  (Multiple Choice, 10 points, 1 attempt permitted)

[image: image49.jpg]Question

‘The Model for Improvement begins with three questions designed to clrify which of the following. ‘

concepts?.

© Plan, Do, Act
© Mission, Goal, Strategy

© Aims, Measures, Changes
© Will, deas, Execution





	Correct
	Choice

	 
	Plan, Do, Act

	 
	Mission, Goal, Strategy

	X
	Aims, Measures, Changes

	 
	Will, Ideas, Execution


Q1.5 Multiple Choice

  (Multiple Choice, 10 points, 1 attempt permitted)

[image: image50.jpg]Question

Which document outlines Sidra's approach to building  culture of safety and encouraging continuous. ‘

improvement ?

© Operations Plan
© Finandial Plan
© Quality Plan

© Business Plan





	Correct
	Choice

	 
	Operations Plan

	 
	Financial Plan

	X
	Quality Plan

	 
	Business Plan


Q1.6 Multiple Choice

  (Multiple Choice, 10 points, 1 attempt permitted)

[image: image51.jpg]Question

In a departmental meeting to discuss new hospital procedures developed by senior staff, Sara identifies an
error that could potentially cause unsafe situations for patients, She shares her concern and her manager
praises her for speaking up. Her manager has demonstrated what aspect of a culture of safety?

© Policy & Procedure
© Fairness.

© Transparency
© Active Leadership





	Correct
	Choice

	 
	Policy & Procedure

	 
	Fairness

	 
	Transparency 

	X
	Active Leadership


Q1.7 Multiple Choice

  (Multiple Choice, 10 points, 1 attempt permitted)

[image: image52.jpg]Question

‘Whﬂ s the best way to find Sidra's Accreditation & Quality Plans? ‘

® Looking on the Sidra portal
© Accessing the shared folders

© By asking your line manager
© Finding your departmental notice board





	Correct
	Choice

	X
	Looking on the Sidra portal

	 
	Accessing the shared folders

	 
	By asking your line manager

	 
	Finding your departmental notice board


Q1.8 Multiple Choice

  (Multiple Choice, 10 points, 1 attempt permitted)

[image: image53.jpg]Question

PDSA stands for:

© Plan, Deliver, Survey, Act
® Plan, Do, Study, Act
© Project, Do, Study, Analyze

© Plan, Do, Survey, Analyze





	Correct
	Choice

	 
	Plan, Deliver, Survey, Act

	X
	Plan, Do, Study, Act

	 
	Project, Do, Study, Analyze

	 
	Plan, Do, Survey, Analyze


Q1.9 True/False

  (True/False, 10 points, 1 attempt permitted)

[image: image54.jpg]Question

‘The PDSA Model for Improvement is a tool relevant for medical professionals only? ‘

O True
© False





	Correct
	Choice

	 
	True

	X
	False


Q1.10 Multiple Choice

  (Multiple Choice, 10 points, 1 attempt permitted)

[image: image55.jpg]‘Wmamwmeolme charscerstcs of s cltureofsfey? ‘

O Deference to expertise, transparency, and emotional inteligence
© Fairmess, equitable pay, and emotional Intelligence
© Deference to expertise, equitable pay, and psychological safety

© Faimess, wansparency, and psychological safety





	Correct
	Choice

	 
	Deference to expertise, transparency, and emotional intelligence

	 
	Fairness, equitable pay, and emotional intelligence

	 
	Deference to expertise, equitable pay, and psychological safety

	X
	Fairness, transparency, and psychological safety


Q1.11 Multiple Choice

  (Multiple Choice, 10 points, 1 attempt permitted)

[image: image56.jpg]Which of the following is NOT a component of the Model of Improvement?

O study
O Aim

® Discuss.

© Measures





	Correct
	Choice

	 
	Study


	 
	Aim

	X
	Discuss

	 
	Measures


Q1.12 Multiple Choice

  (Multiple Choice, 10 points, 1 attempt permitted)

[image: image57.jpg]Atsidra we are focused on attaining full accreditation status with: ‘

© International 8oard of Accreditation Standards.
© International Medical Board
® Joint Commission Interational

© Society for Healthy Kids





	Correct
	Choice

	 
	International Board of Accreditation Standards

	 
	International Medical Board

	X
	Joint Commission International 

	 
	Society for Healthy Kids


Congrats (Slide Layer)

[image: image58.jpg]Congratulation:

Congratuations, you have now completed the Mandatory Education module on Quality Improvement
& Culture of Safety.

1§ y0u have further questions, please contact ether your Organizat onal Leaming Educator, or speak.
with your Line Manager.

Plese click "Finish’ to complte.

£ youwous lie to provide feedback regarding the moduk, please complete the short 2 minute:
feedbacksurvey inyour "to do” lst.
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