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Background

Change management is essential to sustain a culture of quality. Quality Improvement (Ql) is about designing system and process changes that lead to operational improvements.
An organisational culture of quality is one in which concepts of quality are ingrained in organisational values, goals, practices, and processes. Within an organisation, problem
solving, incident investigation using Root Cause Analysis (RCA) is all fundamentally connected by the basic questions of what the problem is, why and how did it happen and what
can be done better to improve.

Structured Ql and RCA templates for incident and improvement work

Aim Templates were formulated to guide discussion during reviews and it also formed
To learn in order to improve: Sharing KKH strategies and experience in creating a as a checklist to direct the process flow.
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Transforming and sustaining an evolving culture is a complex process requiring a
Simplify RCA and QI Tools — Use of ‘5 Whys’ and Made QI Easy clearly articulated strategic aim, underpinning objectives and deliberate
Use of ‘5 whys’ technique for RCA is widely promoted by many healthcare quality structured programs. Promoting a culture of learning has to be embedded into
and safety organisations thus, KKH leverage on process mapping and ‘5 whys’ in every aspect of the organisation so that they will eventually become hardwired
analysis of incidents and improvement projects. The aim to help staff to grasp the into what employees do and how they act in approaching improvement to effect
concept of digging deeper to analyse a problem or an opportune. a better outcome for the work does.
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