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What'’s Next for
Quality Improvement?

10 Ideas for Ql 2.0

Twitter: @drjoshuatepper



Driving Change...
Driven by Change



1) New Data









BMJ Qual Saf. 2016 Jun;25(6):404-13. doi: 10.1136/omjgs-2015-004309. Epub 2015 Oct 13.

Measuring patient-perceived quality of care in US hospitals using Twitter.




2) New Transparency






3) Artifical Intelligence

Al in the ED

e Predictive Modeling

* Patient Monitoring
* QOperations

Artificial intelligence in emergency Medicine, Journal
of Emergency and Critical Care Medicine
Nan Liu et al , October 2018



4) Focus on Equity

Patient A:
Chest Pain

55Y0
White Male

Successful self
employed sales person

Type 2 DM, long
standing poor control

New Onset exertional
CP, radiating left
shoulder

Progressive symptoms

Now symptomatic in
the Office

Patient B:
Cough

2YO0
Non English speaking
Refugee

Living in womens
shelter

Single mom
Febrile (40)
Non rousable

Decreased fluid intake
and U/O



Safe
Effective

Patient-Centred

Timely
Efficient

Equitable

Institute of Medicine



5) Focus on Wellness

Patient A: Patient B: Patient C:
Chest Pain Cough Headache
* 55Y0 e 2Y0 50yo
* White Male * Non English speaking female
* Successful self « Refugee

employed sales person Living in womens 3/52 new
e Type 2 DM, long shelter h/a

standing poor control

e Single mom Fell 3/52
* New Onset exertional , ropyile (40)
CP, radiating left No PMH
shoulder e Non rousable
- e Decreased fluid intake Lower SES
- P t
rogressive symptoms and UJO -

15+ solid lesions






Wellness and Quality

Burnout Impacts:
e Safety
e Patient Centeredness
— Empathy, Patient Satisfaction

o Effectiveness
— Adherence to guidelines, protocols & care standards
— Mortality (ICU)
e Efficiency
— High MD turnover
e Timely
— Admissions, elective surgeries






Quadruple Aim

From Triple to Quadruple Aim: Care of the Patient Requires Care of the Provider
Thomas Bodenheimer, Christine Sinsky, Annals of Family Medicine Nov/Dec 2014



http://www.annfammed.org/search?author1=Thomas+Bodenheimer&sortspec=date&submit=Submit
http://www.annfammed.org/search?author1=Christine+Sinsky&sortspec=date&submit=Submit

6) Remember Joy






7) A Career in Quality










8) "Meta” Ql






Change Foundation



9) Intentional Disruption



10) Build Psychologically Safe Team



"Psychological
safety Is a shared
belief that the
team is safe for
Interpersonal risk
taking.”

https://en.wikipedia.org/wiki/Psychological_safety



“vulnerability is the birthplace of
innovation, creativity and change”

-Brene Brown



10Things That Should Change Ql in ED

New Data

New Transparency

A focus on equity

Al

Systems Application

Ql As a fully rounded Career Path
Burnout/quadruple AIM

Focus on Joy

Intentional Disruption

10. Build psychologically safe teams

1.
2.
3.
4.
5.
6.
7.
3.
9.




Thank You
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Take Home Points

1. Audit & Feedback (A&F) will be a key part of CPD in the future
2. Providing data is not the GOAL. Actionable information is.

3. How you develop, deliver and support the A&F will impact the
effectiveness of the A&F




CME Outcomes Measurements

Co'iity

Performance

Competence

Learning

Satisfaction

Participation

Source: Adapted from Moore’s 7 Levels of CME Outcomes Measurements. Moore DE, et al. J Contin Educ Health Prof
2009; 29: 1-15

Physician
°, Learning
Program




What is Audit and Feedback?

Definition:

A summary of clinical performance provided over a specified period of
time, which aims to improve healthcare quality.

Synonyms:

« Physician practice improvement (PPI)
« Report cards

» Physician performance reports

e Dashboards




Data # information




Physician

O, Y A
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Bronchiolitis Project




Future Vision for CPD in Canada

Source: www.fmec-cpd.ca




Supports Regulatory Requirements for
Practice Improvement

9. All physicians wi!l !oe . | Underctand
expected to participate in Your Practice

a continuous cycle of

practice improvement that

. t d b 5. Evaluate the 2. Access Your
IS suppor € y Outcomes Practice
understandable, relevant,

and trusted individual or

aggregate practice data

with facilitated feedback
for the benefit of patients.

Adapted from Physician Practice Improvement, http://fmrac.ca/wp-content/uploads/2016/04/PPI-System_ENG.pdf
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Does Audit and Feedback Work?

140 Clinical Trials

 A&SF improves compliance with desired

O L s professional behavior by 4% (IQR 0.5-16%)

« A&SF is more effective when...

O
O

O
O

The source is a respected colleague

It is delivered both verbally and in written
form

It is provided more than once

It includes explicit targets and an action
plan

Source: Ivers N, et al. Cochrane Database of Systematic Reviews 2012; 6: CD000259.




Evidence Informed Feedback Model




Key ingredients for A&F and CPD

i {,

» Access to data * Most efficient & e Resources to
* The right metrics effective process develop,
e Sustainability for delivering A&F implement & sustain

A&F initiatives




Physician
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The drive to be the best, and to do well by
patients, is “ingrained in the medical
profession.”




Physician Engagement




Relationship Building

* Co-design A&F project/metrics
 |dentify local champions

» Socialize the process

e Logistical and technical support




Physician
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Choice Metrics

Measurable and Strong
Accessible Evidence
Clinically

Important for Physician
Stakeholders Actionable

5 = Physician
Learning
Program




Metrics categories

Flow metrics




Metrics categories

* Quality of Care
MEASURE 6: TRANSFUSION VISIT LIST

This view shows RBC transfusions when the HGB was >= 70. A recent quality improvement project has suggested the over-utilization of packed red cells
both in terms of the number of units transfused and in lieu of 1V iron for hemodynamically stable patients with a likely profile of iron deficiency anemia.
Thisis an exploratory form of individualized physician level feedback identifying those instances when blood products might have been avoided.

Encounter Age Facility Disposition Presenting Complaint Diagnosis Transfusion Time Transfused HGB
100045285199 84  FMC  Admitted  Shortness of Breath CHF, GI BLEED 02-Nov-17 1456 1 unit(s)
100044063664 86  FMC  Admitted Blood in Stool /Rectal Bleeding  GIB NYD/ SYMPTOMATIC ANEMIAAND HYP. 23-Feb-1716:00 1 unit(s) 71
100042705393 68  FMC  Admitted  General Weakness ENDEMETRIAL CANCER 24-Ppr-1617:42 L unit(s) 74
100042109073 68  FMC  Discharged Altered Level Of Consciousness ANEMIA/AFIB 04-Dec-1522:40 1 unit(s)
04Dec-1521:20  1unit(s)

Physician

°, Learning
Program




Metrics categories

* Resource Stewardship




Metrics categories

Balancing Measures




PLP Calgary’s feedback report
design maxims:

1. Be a minimalist
Take extra steps not to overwhelm the reader.

2. Group content into ‘chunks’
Birds of a feather flock together

I/

3. Keep a consistent information ‘map
Don’t make your reader guess where things are.

* Effective data visualization
Remember ABR: Always Be Reflecting.




1. Be a minimalist

* Eyesight is drawn towards visuals, bright

colours and large amounIhite space.

e You want the reader’s eyes to rest on the
data, so avoid adding anything that will
compete for their attention.

25%

5 Physician
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2. Group content into ‘chunks’




3. Keep a consistent information ‘map’




3. Keep a consistent
information map

5 = Physician
Learning
Program



* Effective data visualization

* Data visualizations should be easy to

understand and interp.

* Include text summaries or messages that

are linked to the data.

 When possible, co-design or test reports

25%

with physicians.
-]

If you can, test your reports with

physicians you don’t often work with.




Bronchiolitis Project

All Patients (n=4658)

Pre-Feedback Post-Feedback % Absolute % Relative

(n=3884) (n=774) Change Change
Tests Ordered
Chest X-Ray | 805 (21%) 136 (18%) J 3% L 14%
Respiratory Viral Tests | 1240 (32%) 163 (21%) J 11% J 34%
Treatments ordered
Steroids | 493 (13%) 42 (5%) J 8% J 62%
Salbutamol | 843 (22%) 94 (12%) J 10% 1 45%

Follow along on your report: page 3

5 Physician
Learning
Program




Audit & Feedback Interventions




Ground Rules

« Acknowledge data
limitations

e Normalize reactions to data

 Safe learning environment

e Focus on what is within our
control




Calgary Audit & Feedback Framework (CAFF)

—

Pre- —
Feedback
Session

Feedback
Session

Source: Cooke LC, et al. Implement Sci 2018; 13: 136




Action Planning - Feedback Session

Identify

* Keys to success

* Opportunities for improvement

» Potential barriers

» Discuss data in context of patients

Action Plans

Assign ownership of action items
Support action plans by logic models
Circle of influence

Commitment to Change form




Activity!

 Write down a few thoughts
about your reaction to your
data.

 What can you do to change
your practice?

e What would be some
barriers/enablers of change?

e Turn to your partner and
share your thoughts.




October 2016 to October 2017

% Consults Admitted

PIA to Consult



November 1, 2017 to Feb 28,
2017

Consults Admitted

PIA to Consult



Balance

Oct 2016 — Oct 2017

Nov. 12017 — Feb 28 2018



Summary

« A&F can effectively change practice
0 But not all A&F is created equally

* Choosing the right metrics is vital

« Actively engage physicians in the process
0 CAFF does this at all stages

 The end goal is not providing DATA, it's improving care we
deliver
0 A&F it's limitations
0 Develop a process to deliver the feedback in a self-reflective
manner
o0 Deliberate and evidence informed

Physi Physician
°, Learn °’ Learning
Progr. Program



Limitations

* Limited data
« ?Pay for performance
 Dashboards vs Reports

* Frequency of report delivery, minimum # of cases

« Who delivers the reports




Questions?

Shawn Dowling
Shawn.dowling@ucalgary.ca

3y @skdowling

Chris Rice
Christopher.rice@ucalgary.ca
¥ @DesigningRice




“ Above all else, remember that you, as a medical provider, are entrusted
with a profound responsibility to do no harm to those under your care”
- Gwen Benaway

Equity: the forgotten dimension of quality ?

Holly Smith - Robin Lennox - Nadia Primiani

EDAC
November 27, 2019
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Intergenerational Trauma Informed Care

“When the school is on the reserve the child lives with its
parents, who are savages; he Is surrounded by savages, and
though he may learn to read and write his habits, and training
and mode of thought are Indian. He is simply a savage who can
read and write. It has been strongly pressed on myself, as head
of the Department, that Indian children should be withdrawn
as much as possible from the parental influences, and the only
way to do that would be to put them in central training
Industrial schools where they will acquire the habits and modes
of thought of white men.”

Sir John A. MacDonald, 1883



Intergenerational Trauma Informed Care

“It 1s readily acknowledged that Indian children lose their natural
resistance to illness by habitating so closely in these schools, and
that they die at a much higher rate than in their villages. But this
alone does not justify a change In the policy of this Department,
which is being geared towards the final solution of our Indian

Problem."

Duncan Campbell Scott, 1910



Intergenerational Trauma Informed Care
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people who use drugs are our patients

ED visits ~8X Hospital admissions



Case - Lisa



7

Y




Unconscious Bias

unconscious attitudes we
nave towards a group of
people, either positive or
negative




Like, it's a stereotype, the way some of the doctors and nurses will treat you. They have their own diagnosis
of you, and if there’s drugs involved, your diagnosis is done. They do not need to look further, that's it; that's

all. (P-42)

... I'd be afraid to go [to a specific hospital] if I could not breathe with my asthma. They’ll think it was
something else, | do not know, and I'd probably die, so ... | think they suspect that people are drug seeking
right? And then they do not bother seeing if you are okay. (P-27)

Chan Carusone, S., Guta, A., Robinson, S. et al. “Maybe if | stop the drugs, then maybe they’d care?”—hospital care
experiences of people who use drugs. Harm Reduct J 16, 16 (2019) doi:10.1186/s12954-019-0285-7


















ClSgender: anatomy/sex assigned at birth
CONgruent with gender identity

TRANSgender: anatomy/sex assigned at
birth INcongruent with gender identity

2S - Two Spirit Cultural Safety

L - Lesbian Analysis and self-reflection of power

G- Gay and privilege, institutional

B - Bisexual discrimina’Fion, col_onizaf[ion and PWUD: person who uses drugs
T- Trans colonial relationships PWID: person who injects drugs
Q - Queer

| - Intersex

Anti-Racism
Where racism is confronted and human Substance use disorder
rights are defended



Top 3 things



Mandatory Cultural Safety Training for all ED staff members
- Seek out cultural safety training

Organizational leadership commitments to address anti-racism
strategies

- Policy and procedures to uphold accountability
Indigenous representation in ED and organizational leadership

- Indigenous patient navigators
- Community consultants
- Indigenous Elders



Policy statement on language
Listen to what you hear in your dept & then draft a policy for distribution re: language

Naloxone Kits & Acute Opioid Withdrawal Orderset Adopt
policy of distributing naloxone kits from ER If not
already available, develop an order set for acute opioid withdrawal and buprenorphine initiation.

Addiction Medicine Support for your ER
Develop permanent or semi-permanent addiction medicine support, peer support worker in ER,
addiction counsellor in ER or addiction med specialist who can support your ER (people access it the most

often)



System changes with targeted equity training

Consider making training mandatory for all employees of the hospital






Resources

Rainbow Health Ontario - https://www.rainbowhealthontario.ca

Human Rights Campaign - https://www.hrc.org/resources/

HUMAN
RIGHTS
CAMPAIGN


https://www.rainbowhealthontario.ca/
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Using simulation to turn your ED upside down...
for patient safety

Andrew Petrosoniak, MD, MSc, FRCPC Kari White, RRT, FCSRT, MScCH (c)
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Welcome & thank you



no disclosures



objectives

1. Role of simulation in patient safety & Ql

2. Practical considerations for simulation +
patient safety

3. Test case for simulation + PSQI



recent adverse
event at your
institution?



share with person
to your right



30s or less












we should NO longer
tolerate the notion of a
RARE event



simulation is a tool



health service priorities

translational
simulation

patient outcomes



safety threat
detection



time based
improvements



simulation
and
survival









TRUST.



clarity of plan
stakeholder engagement
confidentiality

role of leadership

follow through



CPD - data






interprofessional simulation






relationships process culture







leverage: Ql & safety



funding






social proof



motivation barriers



let’s revisit our case



translational simulation
adjust debriefings
interprofessional
simulation shapes culture

making it happen



THE END

@petrosoniak @karrlynwhite
petro82@gmail.com Kari.White@unityhealth.to
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What are we trying to accomplish?



5.9 M \Msits/Y

Increasing 2x
population









“Do you remember that patient you saw?”



PROM-ED

Patient-reported outcome measure for
emergency department patients



PROM-ED

Patient-reported outcome measure for
emergency department patients






What patients think?



The patient experience









What outcomes matter?



Cathie Hofstetter



Measuring Outcomes of
Emergency Department Care

Outcomes—

Emergency
Department
Care

* 90% of patients
go home.

hospital admission
10% of patients

PROM- ED

Patient-reported outcome me;
emergency department patien t






Expected trajectory

- ——— Direct suffering
(prognosis)

Explanation for symptoms

(diagnosis) Understanding ~ Symptom Relief Impact on function

Patient-reported
outcome of ED care

Decreased worry Reassurance Havingaplan |  Forself-care

Emotional Relief

For further medical care

1
Vaillancourt S, et al. Patients’ Perspectives on Outcomes of Care After Discharge From the Emergency Department: A Qualitative Study.
Annals of Emergency Medicine. 2017.




S ymptom Relief
U nderstanding
R eassurance

F ollow up plan

Vaillancourt S, et al. Patients’ Perspectives on Outcomes of Care After Discharge From the Emergency Department: A Qualitative Study.
Annals of Emergency Medicine. 2017.




Symptom Relief

SURF




Patient-reported
Outcome Measures

PROM

a

1.
Vaillancourt S, et al. Patients’ Perspectives on Outcomes of Care After Discharge From the Emergency Department: A Qualitative Study.
Annals of Emergency Medicine. 2017.




METHODS - Developing a new PROM

R Y

Patients |} Content Validity Phase Psychometric Testing
— 4. Field and Validity Testing
1. Definition of Outcomes N = 444 patients
5
_ . > ;
. e 2. ltem _Generatlon. to create long list = 5 Item RedYetion
Experts [’ of candidate questions & Modified Delphi Panel
> _
< N = 22 experts
3. Cognitive Debriefing (n=8) ‘

6. Validation of finalized version
Literature |* N = 444 patients

Samuel Vaillancourt

PROM-ED 1.0
& PROM-ED team PROM'ED

Patient-reported outcome measure for
emergency department patients




Vaillancourt S, et al. PROM-ED: Development and Testing of a Patient Reported Outcome Measure for Emergency Department Patients
Who Are Discharged Home. Annals of Emergency Medicine. 2019 In press.




Workshop 1

Find as many ideas for improving the outcome you have been
assigned

15 minutes



Workshop 1.1

Take a vote on the potentially most impactful idea

1 minute






Experience

Value = —
Walt times

Outcomes

Cost



Differentiate patient reported satisfaction, experience and
outcomes

Whether you measure them or not, focus on outcomes from the
perspective of patients

Measure and find new ways to improve

PROM- ED

Patient-reported outcome me;
emergency department patien t



www. PROM-ED.org
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Why do we do M&M rounds?



PATIENT ARRIVES

MEDICAL CARE

GOOD OUTCOME

ADVERSE OUTCOME



PATIENT ARRIVES

LESSONS?

AREAS FOR IMPROVEMENT?

MEDICAL CARE
HOW TO PREVENT FUTURE

S

ADVERSE OUTCOME



ADVERSE OUTCOME

PROSPECTIVE RETROSPECTIVE
Complaints
Active Screening
Medicolegal
Trigger Tools
M&M rounds

Critical Incident Review



Complaints

Mediglegal W
Critical Incignt Review
?
2

rounds

©7?

T A




How many of you hold/attend
regular M&M rounds in your ED?

(1hr / month) x (12months / yr) = 12hrs/yr

Most of this has been wasted time.



“End Results System”

Errors in Diagnosis

Lack of Physician Knowledge
Unconquerable Disease
Unavoidable Calamities



“The lost sponge in the abdomen is a glaring error,
obviously preventable, and obviously a proof of
wretched carelessness...”

“...a follow-up system...will do much toward weeding
out the lazy and ill-trained surgeons of your
community...”

“...If the house officers should see these results, it
would be very instructive for them...”



1947 1983 2019






32 papers

Large variability
In structure (if any)

Inconsistent
Qutcomes

Small Sample



WHAT MAKES M&M ROUNDS EFFECTIVE?
1. CLEAR PURPOSE & GOALS

2. FORMAL STRUCTURE
3. MECHANISM FOR ACTION

The Joint Commission Journal on Quality and Patient Safety 2017; 43:3-4



The Ottawa M&M Model



Strategies to Maximize
Potential of M&M Rounds



STEP 1: Define Goal



Goal of M&M
Rounds:

DISCUSS CASES OF ADVERSE OUTCOMES
THAT PROVIDE LESSONS IN TERMS OF
COGNITIVE/SYSTEM ISSUES...

ULTIMATELY, TO IMPROVE QUALITY OF CARE.



STEP 2: Provide Structure

STEP 1: Define Goal



<10% of M&M conferences
had structured approach



Who presents at M&M rounds?

>

m Staff

wa M&M Model






Cognitive Issues









Pick a card.
Really focus on memorizing It.

Write down:

1) the card value

K=13
Q=12
]=11

2) colour of the suit






Pick a card.
Really focus on memorizing It.

Write down:

1) the card value

K=13
Q=12
]=11

2) colour of the suit


















System Issues






Only 229%0 of M&M leads

could articulate mechanism
for change



Bottom Lines

Go beyond simply identifying issues ...
suggest possible solutions

Prepare a brief “bottom line” as the last
slide

ldeally bottom lines are reviewed at a
quality committee or by the M&M
champion






Baylor College of Medicine, Houston Texas



STEP 3: Open up the Room
STEP 2: Provide Structure

STEP 1: Define Goal



Open up e Room

® Make rounds multidis@linary / inter-professional

@
s




Case Examples

Sabrina Natarajan
Pharmacist

snatarajan@toh.c

a

Kindra Lewis
Social Worker

kinlewis@toh.c

a


mailto:snatarajan@toh.ca
mailto:kinlewis@toh.ca







W hy | N th e * THE GOAL: Creating a blame- * Limited opportunities

free environment where each within social work to
Socia | Wo rk individual in the group feels review cases
5 safe to openly discuss ways e There are
De partment : to Improve quality of care increasing complexities

and patient safety to address

* More opportunities

for feedback
and growth




Enthusiasm and Engagement from the Team

Professional Growth from completing a case analysis

What we nt Feedback:

Wel | “1 used to go home after a case was difficult and feel
o shame that maybe | could have done something
differently, now | will present these cases and use it as a
learning opportunity”










STEP 4: Build Processes
STEP 3: Open up the Room
STEP 2: Provide Structure

STEP 1: Define Goal



Hospital Enabling Factors

HOSPITAL-WIDE
EXPECTATIONS OUALITY

COMMITTEE

M&M and QUALITY = FUNDING



QUALITY
COMMITTEE

The Ottawa M&M Model

http://www.health.gov.on.ca/en/common/legislation/qcipa
/



Complaints

_ M rounds
Medicolegal

Critical Inclent Review
?
?




STEP 5: Review & Sustain
STEP 4: Build Processes
STEP 3: Open up the Room
STEP 2: Provide Structure

STEP 1: Define Goal






Major Themes

Referre(zlj/Boarde Cognitive
: Errors
Patients L :
Physical Communication with
GP
owpece Interprofession
Referrals al
Maintenance of ED Teamwork
Skills Flow/Crowdin
g
Intera.c::ons Handover
Wit High Risk S
Consultants Populatio

N
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CAEP 2016: Research Poster
TOHAMO: $20,000 grant
HQT 2017: Panelist, Poster Award

The Ottawa M&M Model

— — CAEP 2016:
Research Oral

CAEP 2016: Presentation - —

Top Moderated Posters



STEP 5: Review & Sustain
STEP 4: Build Processes
STEP 3: Open up the Room
STEP 2: Provide Structure

STEP 1: Define Goal






PATIENT ARRIVES

MEDICAL CARE

GOOD OUTCOME



>95% of those surveyed reported
learning/incorporating something new



ADVERSE OUTCOME

PROSPECTIVE

Screening

Trigger
Tools

L

RETROSPECTIVE
Complaints

Medicolegal

M&M rounds

Random Review






ORIGINAL ARTICLE

| Patient Saf e Volume 00, Number 00, Month 2016

Development of an Emergency Department Trigger Tool
Using a Systematic Search and Modified Delphi Process

Richard Thomas Griffey, MD, MPH, FACER* Ryan M. Schneider, ACNP-BC,* Lee M. Adler, MD, 1
Roberta Capp, MD, | Christopher R. Carpenter, MD, MSc,* Brenna M. Farmer, MD,§
Kathyrn Y. Groner, MD,[| Sheridan Hodkins, RN, MSN, } Craig A. McCammon, PharmD, BCPS, Y
Jonathan T. Powell, MD, /[ Jonathan E. Sather, MD,** Jeremiah D. Schuur, MD, MHS, 11
Marc J. Shapiro, MD,** Brian R. Sharp, MD, [} Arjun K. Venkatesh, MD, MBA, **

Marie C. Vrablik, MD,§§ and Jennifer L. Wiler, MD, MBA}

| Patient Saf e Volume 00, Number 00, Month 2018



Patient Involvement



BRIEF REPORT: Hospitalized Patients’ Attitudes About and Parlicipation in Error Prevention

Amy D. Waterman, PhD,' Thomas H. Gallagher, MD,? Jane Garbutt, MB, ChB,” Brian M.

Waterman, MPH,? Victoria Fraser, MD,' Thomas E. Burroughs, PhD*
'Washington University School of Medicine, St. Louis, MO, USA; “University of Washington, General Internal Medicine, Seattle, WA, USA;
SWaterman Research Solutions, St. Louis, MO, USA; “Center for Outcomes Research, Salus Center, St. Louis University, St. Louis, MO, USA.

J GEN INTERN MED 2006; 21:367-370.

2078 patients surveyed
91% thought they could help prevent medical errors in hospitals

98% thought hospitals should educate patients in this regard



Mayo Clin Proc. 2010;85(1):53-62

HCW-related factors + Power and " Patient-related factors
= P responsibility = ;
- Acceptance of the new HCW role sharing - Acceptance of new patient role

* Training in HOW-patient relationship
* Support from the institution

* Perception of lack of time

* HCW professional category

« Beliefs

+ Demographic variables

 Type of problem

N - Relewance of the issue

+ Haalth literacy and knowledge
+ Blakes

« Legitimacy of the intervention
» Disease severity

+ Damographic variables

« HCW professional category

Effective ?ri:rmmunicat i
s5ivies

=







The Ottawa M&M Model
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