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Seeing the System: Driver Diagrams 
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Leadership Skills

ÁLeadership prioritization is often done without understanding the 
system changes needed

ÁThere is little time in operations to step back and consider what it will 
really take to make an impact

ÁMany projects are initiated because of champions for ideas, available 
resources or ability to implement rather than systems planning

ÁLeaders need tools to ñsee the systemò
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Play Books and Bundles
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Learning How to See the System
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What is a Driver Diagram?
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A tool to help us organize, 

prioritize, and communicate

our theories about change
Source: Bob Lloyd 2012

It can also be used as a 

management tool to see the 

system changes and monitor 

interactions 
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A òDriveró Diagram: As Taught by IHI 
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Goal
Primary Drivers

1.

2.

3.

Secondary Drivers

1.

2.

3.

Changes

1.

2.

3.

Primary Drivers 

are system 

components that 

will contribute to 

moving the 

outcome

Secondary drivers 

are elements of the 

primary drivers that 

can be used to create 

projects that will 

affect the primary 

drivers

Changes can be 

implemented to move 

the secondary drivers

Source: Bob Lloyd 2012
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A òDriver Diagramó for
Best Hospital Patient Care Experience
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Goal: 

Best Hospital 

Patient Care

Experience

Primary Drivers
1. Nurse Communication

2. Clean and Quiet

3. Comfort/Pain 

Reduction

Secondary Drivers 

for Nurse 

Communication:
1.Hourly Rounding

2.Nurse Knowledge 

Exchange

3.Communicating with 

CARE

Design Changes for 

Hourly Rounding
1. Determine best 

phrases for introducing 

Hourly Rounding

2. Use tracking form
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Secondary

Drivers

Primary    

Drivers
Aim

To reduce the use of 
antipsychotic medications 
by 15% amongst persons 

living with dementia at 
each of our 4 pilot sites by 

September 2015.  

Prescribing Practices 
Surrounding Antipsychotic 

Medications 

Education/ Awareness of  Use of 
Antipsychotics in LTC

Culture of Using Antipsychotics to 
Manage Difficult Behaviours 

Medication Review Process for 
Antipsychotic Medications

Triggers to prompt review of 
antipsychotic medications

Policies/Procedures for Antipsychotic 
Medication Review

Person-Centered Approach to 
Care Training on P.I.E.C.E.S model

Tools/resources to support non-
pharmacological interventions

Collaboration Amongst 
Providers/Residents/ Families 

Communication strategies/ tools to 
enhance care planning 

Team building activities 

(i.e. huddles, leadership rounds)

Use of Performance 
Information to Drive Quality 

Improvement

Compiling information from electronic 
systems (i.e. MDS)

Sharing performance with staff, 
residents and families

Outcome 

Measures

1. Decreased use of 

antipsychotics

2. Enhanced quality       of 

care

3. Reduced medication 

costs

4. Improved satisfaction

Reducing Antipsychotic Medication Use Driver Diagram: An example
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EFFICIENCY

Targets WC PDR = 337

AMC PDR = 310 

THROUGHPUT

APPROPRIATE CARE 

SETTING, UM  and 

STAFFING PRACTICES

See Next Page

DRIVERS

INITIATIVES

INPATIENT RADIOLOGY FLOW (WC) (Reports to TBD)

Desired Outcome: No discharge delays due to Radiology

Co-Leads: S. Loyd, M. Klemm

AIM

MEASURE / TARGETS

Target:  100% of patients with clear plan of care

Current: WC: AMC:
CLEAR PLAN OF CARE (Reports to RM Traction )

Desired Outcome: 100% Adult Med Surg pts have Clear Plan of Care

Co-Leads: A. Bavykina, R. Peat, J. Fersthman, M. Tully-Citron

MOBILITY (Reports to RM Traction)

Desired Outcome: 100% appropriate pts ambulating 2x per day.

Co-Leads: (AMC) B. Marshall, M. Mazar, (WC) A. Wahleithner, J. 

Klngman, (BOTH) D. Gee

Target: Rad TAT

Current: WC: AMC:

Target: 100% appropriate patients mobilized

Current: WC: AMC:

REAL TIME CAPACITY IMPROVEMENT (AMC) (Reports to RM Traction)

Desired Outcome: 50% left ED w/in 60 min 80% success downgrades

80% accuracy on predicting expected DCs. 11 am DC: 40%

Co-Leads: M. Tully-Citron, T. Mittone, A. Foss-Durant, L. Mitchell

In queue

Deferred

In progress

Target:  50% left ED In 60 minutes

Current: AMC:

DISCHARGE SCHEDULING (WC) (Reports to RM Traction )

Desired Outcome: Sustained on time and by 11am discharge targets 

Co-Leads: B. Peat, D. Gee

TOTAL JOINT ALOS (Reports to RM Traction)

Desired Outcome: Sustained reduction in ALOS

Co-Leads: (AMC) T. Mittone  (BOTH) D. Gee

ED THROUGHPUT

GEOGRAPHIC PODS (Reports to HOLT)

Desired Outcome: Reduction in ED LOS

Co-Leads: C. Boyer, R. Mooney

ED FASTRACK (Reports to HOLT)

Desired Outcome: Reduction in ED LOS

Co-Leads: C. Boyer, R. Mooney

HBS ADMITTER (Reports to HOLT)

Desired Outcome: Sustained ED to Inpatient flow time

Co-Leads: A. Bavykina

CONSULT TIMELINESS (Reports to HOLT)

Desired Outcome: Sustained ED to Inpatient flow time

Co-Leads: A. Bavykina, TBD

Target: ED Average Length of Stay = 4 hours

2008: WC = 7.1  AMC = 4.8

Target:  50% left ED In 60 minutes

Current:  WC = 12%  AMC = 39%

Target: ED Average Length of Stay = 4 hours

2008: WC = 7.1  AMC = 4.8

Target:  50% left ED In 60 minutes

Current:  WC = 12%  AMC = 39%

Target: HIP and Knee ALOS 80% 3 days or less

Current: WC: AMC:

Target: 80% Discharged on Time. 40% by 11am

Current: WC

Target:  50% patients ED to ICU in 30 minutes

Current: WC = 
ED TO ICU IN 30 (Reports to Patient Flow Tri-Chairs)

Desired Outcome: TBD

Co-Leads: (WC) S. Diaz, G. Lum

11

Manage Improvement in Operations
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Driver Diagram Template
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PrimaryDrivers SecondaryDrivers PossibleChangesOutcome / Goal
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Reliability & Sustainability
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Drivers and Processes are Linked!

Primary

DriversOutcome

Secondary

Drivers

Ideas for

Changes

AIM:

A New

ME!

Calories In

Limit daily

intake

Track

Calories

Calories

Out

Substitute

low calorie

foods

Avoid

alcohol

Work out 5

days

Bike to

work

Plan

Meals

Drink H2O

Not Soda

Exercise

Fidgiting

Hacky

Sack in

office

List days

cooking v.

leftovers

List dishes

to prepare

List

ingredients

Ingredient

on hand?

Add item to

list

Shop from

list
NO

YES

Set aside for

meal

Improving the reliability, 

consistency, usability or efficiency 

of processes is central to 

improving system outcomes
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Sustaining Improvements

Our information system 
makes it easy for us to 
monitor how we are 

doing!

The new way is much 
easier than the old 
ǿŀȅΧL ǿƻǳƭŘ ƴŜǾŜǊ Ǝƻ 

back!

We started this new 
process with a few patients 

but now we do it for all!
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The Sequence for Getting (and Sustaining!) 

Results at Scale  

Scaling up and 

Spreading a 

change

Developing a change

Implementing 

a change

Testing a 

change

Act Plan

Study Do

Theory 

and 

Prediction

Test 

under a 

variety of 

conditions

Make part 

of routine 

operations

15



Improvement

Hold GainsTest          Implement

I. During 

testing

II. During 

implementation

III. After 

implementation

Taking Action to Hold the Gains

16



Improving Likelihood that We Will Hold Gains:

During Testing

Purposefully test the changes under a wide 

range of conditions (robust design) 

ï Day shift/night shift, experienced/ inexperienced staff

Foolproof the new process/procedure

ï Look for ways to use constraints, affordances, reminders, 

differentiation 

Use technology where appropriate

ï Look for opportunities to use computers, bar coding ,etc.

Acknowledgement: Sandy Murray 
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Improvement

Hold GainsTest          Implement

I. During 

testing

II. During 

implementation

III. After 

implementation

Taking Action to Hold the Gains

18



Implementation

The change is a specified part of daily work -

need to develop all support infrastructure to 

maintain change

High expectation to see improvement (no 

failures; but eagerness to continue testing if 

needed)

Increased scope will lead to increased 

resistance (value of evidence from successful  

tests)
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Improving Likelihood that We Will Hold Gains:

During Implementation

Use PDSA cycles to test implementation steps

Establish buyïin, build consensus

Create an infrastructure and support

Build communication channels

Create education and training

Review policies & procedure

Assign accountability

Cultivate leadership

20



Cycle 

No.
Change Tested or Implemented Lead June            July                   August              September                     October            

November                              

24       1   8  15   22  29    5    12    19    26     2    9   16  23   30      7   14    21    28   4   11   18   

25   

Policies

Documentation

Hiring Procedures

Staff education/training

Job descriptions

Information Flow

Equipment Purchases

PROJECT TEAM WORKSHEET:  Redesign of Support Processes for Implementation of Change
Change Implemented:  ________________________

Date: 
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Improvement

Hold GainsTest          Implement

I. During 

testing

II. During 

implementation

III. After 

implementation

Taking Action to Hold the Gains

22



After Implementation:  

Key Components of Strategy

Continue Communication
ï Publicize benefits, document improvement, keep contact w/ team after initial 

improvement effort

Continue to Build Infrastructure
ï Job descriptions, policies, hiring, orientation, supply stream, etc.

ï Assign ownership for improvement and maintenance work of the new process

ï Senior leaders held responsible for efforts to sustain

Design an Effective Control System
ï Use your internal QA/I resources and integrate activities into hospital-wide 

control system

ï Plan to standardize new process and verify conformance to the standard

ï Graphically monitor data for performance/outcomes

23



Holding the Gains

20
24



Reliability Science Can Help

Our EMR includes 
information about  the 
process and what the 
patient understands 

We use data to check 
ŦƻǊ άŦŀƛƭǳǊŜǎέ ǎƻ ǿŜ Ŏŀƴ 
find the problems and 

make adjustments

We can all define the steps 
in the Teach Back process

25



How Standard is your Work? 

On a scale of 1 - 5 with 5 being the highest level 

of confidence: How confident are you that a 

process you select occurs the same way every 

time? 

ïWhat accounts for the variation?

ïWhat steps might you do to reduce variation 

and improve the reliability of your process so 

that the process is done the same way every 

time? 

26



Small sample ïñGo Ask 5ò

Pick a process you want reliable that has been 
taught to frontline staff

Review what was taught 

Ask 5 people who do the process to describe 

ïWhy the process is important

ïHow they do the process

How many of 5 got it right?  

ï4 of 5 means only 80% reliability is possible

27



Observe the Actual Process

Go see (donôt just talk about it in meeting rooms) 

Check assumptions

Learn what really happens compared to what is 
described

ī Observe and ask ñwhy?ò five times  

ī Get to the root causes of current performance

Identify what gets in the way of reliability

Discuss changes that your team would like to test 

28



Specify Improvements to Tackle

Select a process to work on

Specify the changes in the documented 
existing work the team would like to test

Who, what, when, where, how 

Use iterative PDSA cycles (tests of change) 
to try the changes

Use process measures to assess progress 
over time (aim to achieve > 90% reliability)

29



Build Job Aides and Reminders

Some examplesé

Reminder in EMR to ask patients how they 
learn best

Patient-friendly teaching materials

Auto reminder to record who is learner besides 
patient

White board to notes re: discharge date and 
what needs to be done before then

Easy access lists of who to call for scheduling 
at the physiciansô offices

30



Take Advantage of Pre-existing 

Work and Habits

Some examples:

Multidisciplinary rounds have standard 
discussion around going home preparations

Change of shift reports include patients and 
key hand over elements

Teach Back is built into patient and family 
education documentation

Medication reconciliation offers going home 
patient-friendly medication list

32



Using Process Measures to Evaluate 

the Reliability of Processes

Process measures tell us whether the specific 

changes we are making are working as planned.

When displayed in annotated run charts, the data 

gives us feedback on the relationship between our 

theory (the changes we are making) and the outcomes 

for our patients (readmissions and overall experience).

32



Example of an Annotated Run Chart:  

Process Measure for Using Teach Back
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Resources

Improving the Reliability of Health Care (IHI White Paper)

http://www.ihi.org/knowledge/Pages/IHIWhitePapers/ImprovingtheRelia

bilityofHealthCare.aspx

The Improvement Guide: A Practical Approach to Enhancing 

Organizational Performance. G. Langley, K. Nolan, T. Nolan, C. 

Norman, L. Provost. Jossey-Bass Publishers., San Francisco, 1996.

Execution of Strategic Improvement Initiatives (IHI White Paper)

http://www.ihi.org/knowledge/Pages/IHIWhitePapers/ExecutionofStrate

gicImprovementInitiativesWhitePaper.aspx. 
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Addressing Reliability and Sustainability

Lisa Schilling RN MPH
VP Healthcare Performance Improvement
Kaiser Permanente
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A proposal

ÁWe want to make many changeséand sustain them all

ÁWe want something to work reliably every time

ÁWe can use improvement methods to make that happen

ÁLeaders need a good way to understand and help staff understand 
what helps with reliability as part of the spread process
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Process maps identify reliability challenges

38

Example: Basic pneumonia ambulation

MD orders 

ambulation 

RN reviews 

orders and 

acknowledges 

in computer

Patient is 

ambulated

3x day until 

discharge

Nurse 

documents 

ambulation

MD orders 

incorrectly in 

KPHC

MD does not 

order 

ambulation

Nurse does not 

acknowledge 

order

Nurse unable to 

acknowledge 

order for long 

time

Nurse does 

not ambulate 

patient

Patient 

refuses to 

ambulate

Nurse does 

not 

document

Nurse 

documents 

incorrectlyPatient 

unable to 

ambulate

Patient not 

ambulated 

3x day

Nurse 

ambulates 

patient
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Coffee Express:
Eliminating Waste in Your Everyday Work

(Before improvement)

http://elearndev.kp.org/lms/clients/waste_elimination/index.html
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Waste is é

òAnything other than the minimum amount of equipment, materials, 
parts, space, and worker's time, which are absolutely essential 

to add value to the product.ó

-Mr. Fujio Cho (former chairman, Toyota)

40



© 2015 Kaiser Permanente - Confidential - Do not duplicate without permission

The eight major wastes

41

Defects/mistakes/ 

rework
Variation

Unclear roles and 

responsibilities
Searching

Motion

Over processing

Waiting

Inventory

Several studies suggest 20-50% of health care processes are waste!


