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Total Army Quality (TAQ):

Management of Process Improvement

Supplementary Reading #1

  Why do we need to be involved in total Army quality improvement?  We, as Senior NCOs, face challenges similar to the ones faced by civilian industries and businesses.  Defense (and civilian business) cutbacks are in the news every day, and in this environment, we have to give our customers consistently higher quality at lower costs.  


  This challenge cannot be met by simply making staffs smaller and specifications tighter. Radical improvements in quality and efficiency are needed. One way to do this is to implement a Total Quality philosophy that emphasizes teamwork and a commitment to continuous, measurable improvement.


  We can start using total quality techniques today.  For example, if we would like to identify problems which our group can resolve study the information on brainstorming and multi-voting.  These two techniques alone will help us generate more ideas, and make decisions about them in an efficient, consensus oriented manner.  We can learn to improve the processes you work with every day.  As we implement a structured approach for process improvement, we will be identifying problems, analyzing data, evaluating possible solutions, and working together as teams.  The tools brainstorming, multi-voting, flowcharting and cause and effect diagramming will guide us to do all this, with an emphasis on process rather than product; the result is improvement of product, unit/office cohesiveness, customer satisfaction, and customer relations.

  PHILOSOPHY OF TAQ


The philosophy of Total Army Quality (TAQ) is built on a commitment to continuous, measurable improvement, effective teamwork, trust, and absolute attention to customer requirements. It requires a process focused approach, and the knowledge and ability to use process improvement tools such as those required for generating ideas, making decisions, analyzing problems.

  PROCESS-FOCUSED APPROACH  

A process-focused approach is the ONLY way to truly achieve continuous, measurable improvement in the workplace.

For example, as NCOIC of Clinic X, you have been instructed to ensure that the number of errors in filling prescriptions (filing x-rays, testing lab specimens, etc.) be reduced.

If you improve the manner in which filling prescriptions is completed, you will be using a process-focused approach.  But if you add another review/inspection cycle to catch the errors after they have been made (inspection), you will be using a product-focused approach.  


Fixing defective products takes time and money, very often a LOT of time and money, which is why process improvement is preferred:  it can provide LOWER costs, as well as higher quality.


It is essential that we focus on a systematic method in order to identify and correct the root causes of problems.  The general procedure for a process-focused approach contains six steps.


     (1)  Determine the main problem areas and define the process.  (Brainstorm, Multi-Vote, Nominal Group Vote, and Flow chart the current Process)


     (2)  Analyze the problems and identify the root causes of each problem.  (Cause and Effect Diagrams and Check Sheets)


     (3)  Search for improvement ideas.  Identify and evaluate possible changes to the process.  (Flow Chart the Ideal Process)


     (4)  Use the changes and monitor (check) the process.  (Check with customers to see if you are meeting customer expectations)


     (5)  Institutionalize the changes.  (Communicate findings and improvements to higher management)


     (6)  Repeat for continuous improvement.

   TOOLS FOR GENERATING IDEAS: BRAINSTORMING TECHNIQUES 

How to Brainstorm:


In order to reduce the number of errors in filling prescriptions, for example, you first need to identify the problems that clinic personnel and customers are encountering.  One method to creatively generate a list of ideas about a problem or topic in a short time is brainstorming.

It is used solely for generating ideas (it does not involve analysis).


     (1)  Write the problem/issue on a blackboard or flip chart where all can see it.  For example, "There are too many errors in filling prescriptions."


     (2)  Write all ideas on the board and do as little editing as possible.


     (3)  Number each idea for future reference.


     (4)  Use one of the following brainstorming techniques:  structured, free-form, or silent.

 STRUCTURED BRAINSTORMING

     (1)  Solicit one idea from each person in sequence.


     (2)  Participants who do not have an idea at the moment may say "pass."


     (3)  A complete round of passes ends the brainstorming session.


     (4)  The advantage of structured brainstorming is that each person has an equal chance to participate, regardless of rank or personality.


     (5)  The disadvantage of structured brainstorming is that it lacks spontaneity and can be somewhat rigid.

FREE-FORM BRAINSTORMING

     (1)  Participants simply contribute ideas as they come to mind.


     (2)  The advantage of free-form brainstorming is that participants can build off each other's ideas.  The atmosphere is very relaxed and filled with synergy.  


     (3)  The disadvantage is that the less assertive or lower ranking participants may not contribute.

An ideal approach is to combine these two methods.  Begin the session with a few rounds of structured brainstorming and finish with a period of unstructured.

SILENT BRAINSTORMING

     (1)  Have participants write ideas on sticky-back notes or small slips of paper.


     (2)  Collect the papers and post them for all to see.


     (3)  The advantage of silent brainstorming is that it prevents individuals from making disruptive "analysis" comments during the brainstorming session.


     (4)  The disadvantage of silent brainstorming is that the group loses the synergy that comes from an open session.

Silent brainstorming sessions are best used in combination with other brainstorming techniques.  The result of a brainstorming session is a list of ideas.  If the list is too long, the group can boil it down by using one of the decision-making tools, such as multi-voting or nominal group voting.

POINTS TO REMEMBER ABOUT BRAINSTORMING

     (1)  Never judge ideas as they are generated.  The goal is to generate many ideas in a short amount of time.  Analysis of the ideas is done later.


     (2)  Do not quit at the first lull.  All brainstorming sessions reach lulls, which are uncomfortable for the participants.  Research indicates that most of the best ideas occur during the last part of the session.  Encourage the group to push through at least two or three lulls.


     (3)  Try to write down all of the ideas exactly as they are presented.  When you condense an idea down to just a few words, you are analyzing it.  


     (4)  Encourage outrageous ideas.  While these ideas may not be practical, they may start a flow of creative ideas that can be used.  This can help you break through a lull.


     (5)  Try to have a diverse group.  Involve process owners, customers, and suppliers to obtain a diverse set of ideas from several perspectives.  

TOOLS FOR MAKING DECISIONS:  Multi-voting and Nominal Group Voting

MULTI-VOTING 
This is a quick and easy way for a group to find the items of the highest priority in a list.

This technique helps us prioritize a large list without creating a "win-lose" situation in the group that generated the list, and it separates the "vital few" from the "trivial many" on a large list.


     (1)  Proceed by giving each participant (team member) a number of votes equal to approximately half the number of items on the list. (e.g., 10 votes for a 20-item list).



     (a)  Have the members vote individually for the items they believe have a high priority.  Then compile the voted given to each item.  You can put a mark beside each item for every vote it receives.  



     (b)  Select the top four to six items.  Discuss and prioritize these items relative to each other.  If you cannot establish the top four to six, then remove from the list the items that have the fewest votes and conduct another vote.  


     (2)  Remember, multi-voting is best suited for large groups and long lists.  Its simplicity makes it very easy to use.

See the example below.

Practical Exercise #1  (MULTI-VOTING)
As a result of a brainstorming session, a number of hospital technicians in our hospital listed the following problematic processes which they wanted improved:


1.  Long waits for patients filling out prescriptions


2.  Large number of missing IV orders on wards, especially         during shift changes


3.  Patient compliance extremely low


4.  Improper labeling of information on medications


5.  Poor patient counseling regarding discharge procedures


6.  Some cream product medications are separating


7.  Outdated medications are on shelves


8.  Controlled drug procedures are violated



9.  Waiting rooms are left messy


10. Equipment maintenance problems


11. Formulary is out of date


12. Sterile products are contaminated


13. Solid dosage forms are crumbling


14. Bad tasting cough syrup


15. Crash carts are not being restocked


16. Medication orders arrive late


17. Unit dose packages are delivered late


18. Ward issue is short on standard items


19. Pharmacy security is not good 


20. Slow pharmacy service to health care providers



Step 1. To reduce this list to a manageable size, each of you are given 10 votes (half the total of 20 items).  Your job is to vote for the processes you want improved.  You may give one vote for each item you want improved, or you may give more than one vote for several items.  Everyone is allowed the same number of votes, in this case, 10 votes.


  NOMINAL GROUP TECHNIQUE 
The nominal group technique is the second decision technique that we will discuss. It is a structured method that a group can use to prioritize items from a list.

This method uses priorities of each group member to discover the overall priorities of the group.  

Step 1. Assign a letter



You do this by assigning a letter to each idea/problem.  For example, for eight ideas, you would assign letters A through H.  Write the assigned letters with the idea/problem on a piece of paper.  

Practical Exercise #2


A.  Improper labeling of information 

       on medications









B.  Outdated medications are on 

       shelves









C.  Controlled drug procedures are 

       violated






D.  Formulary is out of date





E.  Sterile products are contaminated



F.  Solid dosage forms are crumbling



G.  Medication orders arrive late




H.  Unit dose packages are delivered 

       late


Handout: 
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Step 2.  Prioritize the list.  

Prioritize your list by writing a number by each letter.  Since there are eight ideas/problems, write "8" by the letter corresponding with the most important idea/problem.  This is repeated using numbers in descending order until "1" is written by the voter's least important corresponding idea/problem.

Each number (8 through 1) is used only one time by each group member.

Step

3.  Compute the group total for each letter.  

The letter with the highest score indicates the idea/problem with the highest priority, and the letter with the lowest score indicates the lowest priority item.

TOOLS FOR ANALYZING PROBLEMS; Flowcharts, Check Sheets, and Cause and Effect Diagrams.

   There are a number of tools for analyzing problems.  The ones we will discuss are flowcharts, check sheets, and cause and effect diagrams. 


FLOWCHART 
A flowchart is a graphic representation of all the major steps of a process.  It can help us understand the complete process, identify the critical steps of a process, locate problem areas, and show relationships between different steps in a process.


     (1)  Identify the process, then define the start point and finish point for the process to be examined.


     (2)  Describe the current process.  Chart the whole process (i.e., list all the steps) from beginning to end.  You can use the symbols shown on the next page to improve the clarity of your flowchart, but be careful not get hung up on symbols.  


     (3)  An optional step is to try to flowchart the IDEAL process.  Try to identify the easiest and most efficient way to go from the "start block."  While this step is not necessary, it does make it easier to do the next step.  


     (4)  Now, you can search for the improvement opportunities.  Identify all the areas that hinder your processes or add little or no value.  If you did the optional step, examine all areas that differ from your ideal process and question why they exist.  


     (5)  Update your chart.  Build a new flowchart that corrects the problems you identified in the previous step.  


     (6)  You can put the steps of your process on index cards or sticky-back notes.  This lets you rearrange the diagram without erasing and redrawing and prevents ideas from being discarded simply because it is too much work to redraw the diagram.  


     (7)  Following are standard flowchart symbols.  When you are developing a flow chart, especially in a group environment, the goal is to chart the process.

Do not waste time debating which shape/symbol should be used.

A flowchart that does not use these symbols can be just as useful as a chart that does use them.


EMERGENCY DEPARTMENT PROCESS FLOW CHART
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1
BASIC SYMBOLS OF FLOW CHARTS
                The KEY PLAYER SYMBOL is a rectangle with a snip on                   the end and designates a participant in the process.                  It may be necessary to experiment to find the best                    order in which to put the people.  All participants                   are equally important; the position at the top to the                 chart has no significance. 


              The ACTIVITY SYMBOL is a rectangle which designates                an activity.  A brief description of the activity is               written inside.


                 The DECISION SYMBOL is a diamond which designates a                   decision point from which the process branches into                   two or more paths.  The path taken depends on the                     answer to the questions that appears within the                       diamond.  Each path is labeled to correspond to an                    answer to the question.

                 The REPORT SYMBOL is a rectangle with a curved bottom                  portion.  Within the symbol is the name of the                        document.

                 The FLOW LINE represents a process path which                         connects process elements; e.g. activities,                           decisions, reports, and so on.  The arrowhead on a                    flow line indicates direction of process flow.

                 The MEETING SYMBOL indicates the conduct of a                         meeting; if the meeting is for information only the                   end will be straight as shown by the dotted line.    

                 The PROVIDING SERVICE TO SYMBOL indicates that one                    person or department is providing a service to                        another.

                 The TERMINATE SYMBOL indicates the end of the                         process.



  CHECK SHEET 
A check sheet is a simple form you can use to collect data in an organized manner and easily convert it into readily useful information.  You can translate opinions of what is happening into what is actually happening.  In other words, "I think the problem is ..." becomes "The data says the problem is..."


     (1)  How is the check sheet used?  First, clearly identify the problem/events being observed.

Everyone should be looking at the same thing.  The example shows prescription errors being examined.


     (2) Keep the data collection process as simple as possible.  Collecting data should not become a job in itself. Use simple tally marks.   


     (3)  Group the data.  Collected data should be grouped in a way that makes the data valuable and reliable.  Similar problems must be in similar groups.  


     (4)  Be creative.  Try to use a format that will give you the most information with the least amount of effort.

Check Sheet Example:  Reasons for Errors in a Clinic's Prescriptions.

PRESCRIPTION ERRORS
MAY 6
 MAY 7
 MAY 8
TOTAL ERRORS

WRONG MEDICATION
llll
ll
l
  7

WRONG PATIENT NAME
ll
l

  3

WRONG INFORMATION TO PATIENT
llll
lll
l
  8

WRONG AMOUNT OF MEDI-CATION
lllll ll
l
l
  9

WRONG PRICE
111

1
  4

FILED WRONG (COULDN'T FIND IT WHEN PATIENT CAME FOR PICK-UP)
lllll lll
lll 
l
 12


CAUSE AND EFFECT DIAGRAMS.  
A cause and effect diagram graphically illustrates the relationship between a given outcome and all the factors that influence this outcome.  Sometimes called an Ishikawa diagram or a "fish bone diagram,"  it identifies and displays the "possible" causes and the "interrelationships" among multiple causes of a problem.


     (1)  Benefits:  The cause and the effect diagram helps a team or individual analyze problems in the following ways.



     a.  determines the factors that cause a positive or negative outcome (or effect); 

 
 
     b.  focuses on a specific issue without resorting to complaints and irrelevant discussion; 



     c.  uses a structured approach to determine the root cause of a given effect 



     d.  identifies areas where there is a lack of data; 


         e.  discriminates between causes and symptoms.


     (2)  Procedure:  



     a.  Define the effect or symptom being investigated (examples: crash carts missing some instruments; increased sepsis in IV patients; late return of linens from laundry, increase of viruses on computers, etc)



     b.  Draw a thick horizontal line (spine) across the blackboard



     c.  Place the effect of symptom (see a. above) in a box to the right of the line.



     d.  Select major cause categories and modify as necessary

4 M's (Manpower, Material, Methods, Machines, etc.)4 P's (People, Provisions, Procedures, Processes, etc.)



     e.  Generate subsidiary causes by brainstorming and /or through the use of existing data (check sheets).



     f.  Place the subsidiary causes in the appropriate major categories.



     g.  Work one major cause category at a time.



     h.  Look for subsidiary causes that appear repeatedly



     i.  Discuss/agree on potential "root" causes by asking:




  "Can I trace the cause to the final effect/symptom?"




  "Is the cause directly controllable?"




  "If the cause is eliminated, would the effect be reduced or 


  disappear?"



     j.  Do not jump to conclusions.

SUMMARY

 
  We have looked at why quality is important for every NCO and some tools to make it work.  Even though we are part of an outstanding Army and have an outstanding track record, we have often designed processes that limit our ability, as well as that of our subordinates, to serve our customers in the best way possible. The principles of TAQ mean we must consistently improve our services to all customers.  This involves a cultural change and acceptance of the reality that we can, and must, shed barriers to quality service. All of us would rather spend our day doing the right things right the first time, than repeatedly inspecting and redoing things.  We must find the time and resources to ensure that every person has relevant skills and tools to do the right thing right the first time.
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