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Homer's fixed mindset

“Every time | learn something it pushes
some old stuff out of my brain.”




Carol Dweck : the importance of
having a growth mindset

Ablllty s fixed Ablllty IS expandable
Proving Improving
« Safe learning « Adventurous learning
* Failure/mistakes bad » Failure/mistakes useful
- Effort averse « Effort pleasurable
* Fragile - depressive * Resilient - determined
« Shirk/blame/cheat « Try/commit/be open mindset
« Comparative/competitive « Collaborative/generous

LEARN TO FULFILL
OUR POTENTIAL

* Inaccurate self-image « Accurate self-image




‘Healthcare will not realise its full potential unless change
making becomes an intrinsic part of everyone’s job, every
day, in all parts of the system.’

Batalden, P., and Davidoff, F. (2007) What is ‘quality

improvement’” and how can it transform healthcare? Quality
and safety In healthcare 16 (1) 2-3



—
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Does quality improvement improve quality?

Authors: Mary Dimn-\.*'\.*'o::)dsA and Graham P Martin®

Although quality improvement (QD) is frequently advocated as @ Us studies suggest that nurses deal with an average of

way of addressing the problems with healthcare, evidence of its 8.4 work system failures pet g-hour shift, and they aré
effectiveness has remained very mixed. The reasons for this are continually interrupted?’f’ The need for staff to learn and
varied but the growing literature highlights particulor challenges. re-learn, associated with the variability in fundamental
Fidelity in the application of QI methods is often variable. Ql processes, is significant. Much profess'mnal time is consumed
work is often pursued through time-limited, small-scale projects, ““Pfod“‘:ti"d'?' in learning anew how 10 undertake tasks as
led by professionuls who may lack the expertise, power or basic as ordering tests, knowing whether equipment has been
resources to instigate the changes required. There is insufficient cleaned, or how things are arranged in the resuscitation trolley
attention to rigorous evaluation of jmprovement and to sharing in each setting. personnel may also make errors as they move
the lessons of suCCesses and failures. Too many Ql interventions from place to place, either because they have not yet 1eaf ned
are seen as ‘MAgic bullets’ that will produce {mprovement in any the new procedures or they apply Prev jous learning to neW but
situation, regardiess of context. Too much improvement work is different contexts, cometimes with tragic outcomes.

undertaken in isolation at @ jocal level, failing to pool fesources
and develop collective solutions, and introducing new hozardsin  The problems with quality impf ovement
the process. This article considers these challenges and proposes

four key ways in which QI might tcelf be improve n Healthcare has increasingly been encouraged to use quality

improvement (QI) techniques to tackle these operat'mnal defects
(clearly, healthcare faces many other challenges but they may
require different approaches}. Capacity 10 improve quality is
clearly critical to healthcare organisations every organisation
needs to be able to detect its operational (and other) problems
Introduction and solve them using structured methods. For many problems
(although far from all), that may mean using methods adapted
from other industries, such as Lean and Six Sigma, of approaches
developed within healthcare, such as the Institute for Healthcare
Improvement’s Model for mprovement. This widely used model
combines measurement — using statistical process control,

i sacte nf change (Plan—do—study—act
I e oI the

KEYWORDS: evaluation, healthcare organisation, hospitals, patient
afety, quality improvement, research design/ methods

sy cuoty PO

The quality and safety of healthcare worldwide remain

problematic. Many of the basic operational systems and routines

P cequired to care for patients are pot fit for purpose. Few
4 instead, they



Why Is changing habits hard?
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Gleicher’s Formula
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Why now?

d Growth of interest in science of improvement
1 Expansion of ‘courses’ in ‘Qf°

d Growing interest from Medical Royal Colleges
d Q community

 Lack of buy-in from health and social care

4 Groups like AHSNs and CLAHRCs
 Support from Scottish CMO

QI Division, Ireland, Agqua, 1000 Lives

d Growing international interest
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Chief Medical Officer’s
Annual Report 2014-15

REALISTIC
MEDICINE

healthier
scotland

SCOTTISH GOVERNMENT

(Chicf Madical Officar's Annual Roport 2014-15
REALISTIC

Doctors and the Management of Olinical Risk

Managing risk in healthcare is a2 universal challenge

for doctors and other professionals. Doctors tread a
difficult path, with the expectation that they will make
robust decisions balanced against criticisms of being
overly paternalistic

There is risk associated with every clinical decision,
whether it is to do something or do nothing. Beyond
risk factors identified by statistical analysis there is no
substitute for clinical experience. An early sign in burn
out of doctors is their reduced ability to tolerate the
anxiety of making risky decisions.

(Cood risk management is also dependent on
communication of risk with other services.

Changing our Practice to Support Improvement

Scotland's medical staff, working with all our
colleagues in health and sodial care, continue to be
at the forefront of the wide range of improvements
in the safety, effectiveness and quality of care and
treatment within our National Health Service.

Improvements in the quality of care are often
dependent upan having the right conditions in place

- positive relationships with colleagues, a leaming
culture and an understanding of tried and tested ways
of implementing change in complex systems.

From Lucas, B & Nacer, H. {2015). The habits of an
Improver. Thinking about learning for Improvement
In healtncare. London: The Health Foundation. P.8.

We should be focusing completely and relentlessly on
what matters most to the people who look to us for
care, support and treatment.

Translation of Medical Research into Routine
Clinical Practice

The translation of research findings into dinical
practice has transformed healthcare It is a cornerstone
of modem evidence-based medicine and of an
advanced healthcare system However, the route to
translation can be challenging: high costs, scarce funds,
shortages in key research infrastructure, capacity or
capabilities, slow and incomplete recruitment to trials
are amongst the potential barriers to the progress of
translational research studies Medical research and
development can follow ill-defined and dircuitous paths
before being taken up into improved patient care.




AQUA

Advancing Quality Alliance

Reflection time

What do you think?
« Of the model?
* |Is it useful?

+ Does it help you
understand yourself and
others in relation to QI?

Health Foundation-
Habits of an Improver




Improvement Knowledge and Skdills Gulde

AT the heart of the Framewark for Improving Qualiey 15 developing a culture of person-cenred care. Person-
cefred care and pracrice views the peopla using health and soclal care and sUPpOT s2nices as equal parmers in
planning, developing and moniaring care w make sure It meets telr nesds. This means putting people and thelr
familles atthe centre of decsions, working alongside professionals m get the best ouwome.

Everyday thousands of kealth sendce staffl Ive thevalues of care, compasslon, trust and learning. TheValues in.
Actlen [5 a behaviour and culiural change Infdatve which alims to bring abourt real sustainable culural change.
The Values Insction has wanslared theyalues Inw nine behawours thar renect thres dimensions: the Indkdual,
work and patkent dimension.

7. Development assessment tool

Using the embsdoed development assessment tool, follow the scale below to assessyour larming and
deyelapment nesds and dok as appropriate against the knowledge and skills Usted within your diver and level:

Confident: | feelconfdent abou my knowledge and skills In this area
Corslder:

& | understand and know the mw and skl
# | can give an example of when | successiully applied e knosledge and skill

Some development: | require some development In my knowledge and sklls In tis area

Corslder:
# & know el ge and skill That needs strengehening

& tovof developmeni: | require a Lot of developrment In my knowledge and skils In this aea

Corslder:

# |dont understand or know the knowledge and skil

» [ Canft give an ecample ofwhen | successully applisd the knowlecdge and skil

AT the end of each SECHlon there (s @ space callad “Areas | require development IR, Liss tis space o nots
artons that may be included within an acrlon plan or personal development plan. Identify HSE of exemal
FEsOUNES, edUCatkon and rralning courses Tar best MeeTs your development needs and use the by perlinks
proviced for the mprovemert knowtsdge and skils to guideyou. Please visitwaw. qualinimprovemant.ie for
mare Infarmaton.

Tips

./ BiEfore STaring your assessment. you may find It helpful m dscuss the lstof knowledge and skills with your
manager, clinical team lead or colleague

,\/ Some of the knowladge and skills Usted are subjectve, b2 honest with yourseliwhen thinking abour your
mole and your leaming and development needs and raee them realisdcally

o/ Keepin mind thar while you may Teel canfident In & pardoular knowledoe and skill, can you give an exampla
ofwhen you successiully applled the knowleoge and skill?

F

° G

Improvement Knowledge and Skills Gulde

,“/ Remember that not all drivers, levels and knowledge and skills Usted will be applicable - Thiswill depend
Oy oUr CUment mlbe

,“/ Use the development columns o priofdse development acdons

8. Habits of an improver

W ENCoUrage ou 10 epress whaty ol value and how thosewalles morkats you to continuou sty serive for
IMprovement 45 you go an four leaming and deselopment joumesy In Improvement, we can share, based an
academic reseanch, the comman habits of eMectihve Improvers which you can use as a guidelne as you embarkan
OUF [ourney and disoosvery of what values and behavlours are IMpartEnT toyou.

Ol Receanch by BIL Lucas and colleagues, publiehed by the Health Foundarion as The

Tshabinor Habits of an Improver Is Increasingly belng used as away of framing Improvement
|
it e acrivity at an Indicual, t2am and organisational level. The habits of an Improver model

oiffers &way of viewing e field of Improvement fram the perspectie of staff that
deliver and co-produce care and serdces on the ground. The cholce of theword *habir
Is detiberane. Knowing something or even being skilled ar dolng something doss not by
Ieself lead o Improverment. Iols anlywhen people hablually use thelr knowledge and
= sKIlLS Inthe reak-wornd conte of prowiding care and services tat behaviours develop,

Agure 3 describes 15 habis which Improvers repeatedly demonstrate. These habits complement the knowledge
and skillswhich healthcarne waorkers need 1 hawe In relaion 1o underaking Improvement
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Figure 3: Habits of an Improwver
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If:
- we clearly articulate the range of habits which improvers need to have, and
- the knowledge and skills which will help them improve care

Then:

- we can more precisely specify the learning required, and

- the kinds of methods which are most likely to be helpful, and
- when the best times for this learning to take place are

So that:

- learning to build improvement capability becomes more widespread, and
- more staff want to change their practices, and

- more staff want to and have time and support to undertake learning

So that:

- the NHS embraces an ethic of learning, and

- the experiences of all patients and service-users are improved, and

- considerable value is created for all those who create, deliver and use and co-produce
NHS services.




[The idea of habits]



‘Intelligence is the habit of persistently trying to
understand things and make them function
better. Intelligence is working to figure things out,
varying strategies until a workable solution Is
found... One’s intelligence is the sum of one’s
habits of mind.’

Resnick, L. (1999). Making America Smarter. Education Week
Century Series. 18(40), 38-40



Scientific Habits of Mind

like

Open-mindedness, Scepticism, Rationality,
Objectivity, Curiosity,

Mistrust of arguments from authority,
Suspension of belief...

Calik, M. & Coll, R. (2012) Investigating Socioscientific Issues via
Scientific Habits of Mind: Development and validation of the
Scientific Habits of Mind Survey.

International Journal of Science Education 34(12), 1909-1930.
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Visualising

Creative
problem
solving

Systems
thinking

‘things’ that
work and making
‘things work

Adapting

Problem-
finding

Thinking like an engineer
Implications for the
education system

May 2084
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Might a Habits of Mind perspective help us to:

1. Think more about the desired outcomes of learning?
2. Avoid simply adding more ‘stuff’ into the curriculum?

3. Provide a framework for formative conversations between
curriculum developers and learners, academics and those
INn health and social care?

4. Act as spur for debate about how people actually think
and act when they are improving services?

5. Help make improvement normal rather than a ‘project’ or a
‘tool’?



[The idea of signature pedagogies]



The challenge of converting
knowledge and/or skill/lcompetence
INnto
Habits of Mind/Dispositions

Aristotle’s idea of ppovnoic — phronesis
(practical wisdom and situational awareness)

David Perkins and ‘sensitivity to occasion’
Perkins, D., Jay E., and Tishman, S. (1993) Beyond abilities:

a dispositional theory of thinking.
Merrill-Palmer Quarterly 39:1 1-21



Our current learning methods are not up to
the job

"To the extent that quality and safety are addressed at all,
they are taught using pedagogies with a narrow focus on
content transmission, didactic sessions that are spatially and
temporally distant from clinical work, and quality and safety
projects segregated from the provision of actual patient
care...’

Cooke, M. Ironside, P. and Ogrinc, G. (2011) Mainstreaming quality and safety: a
reformulation of quality and safety education for health professions students.
BMJ Quality and Safety 1:179-82



The idea of ‘signature pedagogy’
What might it be for improving
healthcare services?

Shulman. L. (2005) Signature pedagogies in the
professions. Daedelus, 134, 52-59


http://www.cericbrown.com/wp-content/uploads/2014/02/Fingerprint.jpg
http://www.cericbrown.com/wp-content/uploads/2014/02/Fingerprint.jpg
https://acluct.org/wp-content/uploads/2013/08/20070521dna.jpg
https://acluct.org/wp-content/uploads/2013/08/20070521dna.jpg

Figure 13- The engineering design process

Source - NASA#?

3.Select
the solution




Planning, hypothesising, T
: : : its of /1 Games, computer
analysing, experimenting, m .
: ;. . modelling, complex
reflecting, refining — developing ( . : .
) : : simulations, role playing
a ‘growth mindset ——_

Systems /})O’

thinking

Modelling, Reframing,
mental analysing,
_rehearsal_, Visualising ‘Things’ that Adapting practising Ly
mfographlc_s work and making different contexts
storyboarding ‘things' work

better

Creative
problem
solving

Problem-
finding

SO

Deep exploration of the
engineering problem-
solving cycle Ofation

Project-based learning,
thinking routines







What are the signature learning methods
for developing improvement capability?

1. Sustained opportunities to critically observe and be part
of heath and social care contexts

. Coached projects/assignments

. Peer learning and group critique

. Mentoring

. Enquiry-led processes such as action research...

How best to determine the balance of theory and practice?
Which knowledge domains/systems and skill areas?

a1 B~ W N
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Desirable capabillities — 7Cs

Craftsmanship Confidence

Commitment "Ry Curiosity

Collaboration

Creativity

Communication



Web

www.expansiveeducation.net
www.winchester.ac.uk/realworldlearning
www.educatingruby.org
bill. lucas@winchester.ac.uk
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