o|Zo| FAN Hazl

DeoInUE oulstws o 8

- fRe] A7 #AE BAE UFE AVle A gov 29 Bude oo FaF A7
FA 9 sptolt), gut olyzgt Ho] #F VAL AW dBAE & AYHezEx FUHE ¥
FeolZlx stk F8 WA oge AL FEde FAU Arln AHEAHe] olF FIIL

AE Aol o GHeE vedY.

- olo} mat e)ze) A Ao, A AW D Aw2e AA £ PANIE Wy
T 89 A BT BFH A7 284 L €% FUHE Ao

- 1990l olF 9l 9] Ape] Eof /1A @3] =od FARE FAFH AT (Total
Quality Management, °13t TQM)E & 4 9. TQM(EZ& A4£3 Ad2 Continuous
quality Improvement, CQD-2 B &ofllA 2429 =97t AREA 34 B33 &S
Al719F o A8 i 4 o4ex E7an, ojv] Agel 499 FaH YL
2 A2 . 42 TQM did =97t Edd v3e HA gL TQME F
8% FA2 Asz: APl o, olyF AYL WAL o]z} o9l A %A
4 F A Yoz oy Je FAh

- 23 YdMx HZ Iyt AgAE EE HYdAaE TQMY did =97 d43gn
At F7IME TQMY AAEAEH PHEE FHLE 7Iesius o

TaMel F2 J|06 A}

- TQMS )& g opt ohd Uut Aol I Bk FAY) 29 FeA waw
P dFolN BE 4 ow, 24 o WPoz AP o} Mulae) de)
o tig Wadel AukshA AEHAN FAHERG

- TQMS] =9d #F 8A4sldle B o] At dFS 71309 o] F Faddie o
<3 2o
1) W.A Shewhart
- 159 BAGARA dgE] 494 TAFH PPES =3 TQM F 99 7AFAR=
B
- 19244 Bl W3} A7zo) 2RHVA AZ FYNM Yolke Wold AU b T
£ A& g = (control chart)E 234}
- AFY A dig 1y} o] AFToR garEA ] o|FAME v|st g F)
KAt
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2) W.E. Deming .

- A=lol} 1950 o] Y] 2 FAG AIAFTHY FaHE FHstd AF o
o] AAY Z3}e] FAsAG (&2 F2#E A< ‘ Deming prize')

- A Add UM Ha #@xe] FAH FFYHe] e Fxst

- 2FFZ Bhe A4 3 AL-E FERT A FAE AT ASHA =¥ & FA
3t} Shewharts} 37 PDCA cycled] FAjztold}

- Holg BAE Hstd AW A7 FAFY A& FANAC

- 9% 9% 4UEUE

W. EDWARDS DEMING'S 14 POINTS 9 Break down baniers between depaitments

FOR MANAGEMENT* 10. Eliminate slogans, exhortations, and targets for
the wark force
1. Creale constancy of purpose toward improvement

. 1. Eliminate numerical quotas and management by
of product and service.

objective

2 /\ck-)pl the new philosaphy £2. Remove barriers to pride of workmanship

ependence on inspection to achieve quality. ; . . .
3. Cease dependence on insg a y 13, Institute a vigorous program of education and

4. Endthe practice of awarding business on the basis sell-iprovement.

of price Lag 14 Put everybody in the organization to woik to ac-

5. linprove constantly and forever the system of pro- complish the transfonnation.

duction and service
*Sources: Deming WE Qut uf the Crisis Cambridge, MA:
Massachusetts institute of Technology, 1986, pp 23-24, Wal-
7. Institute leadership ton M. The Deming Management Method New York. Dodd.
Mead & Company. 1986, pp 55-88

6 lastitute training on the job

&  Drive oul lear. so that everyone may work effec-
tively for the company

3) JM Juran

- Deming® 71 d&9 FHAEA 7]o4g A€o

AL ‘fitness for use’ & &HIAY g 7o 2o Ao gl FHE HosHth
A g oM FAHA BX HAHY ads FEEAT

quality trilogy

THE QUALITY TRILOGY

QUALITY PLANNING QUALITY CONTROL (DURING OPERATIONS)

40[.

___________ Ongmat Zane
of Quality Control

T
I
!
1
!
!
l
|
—
i
i
i
]
!

|
: New Zone of
' Qualty Conlrol

COST OF POOR QUALITY
3

Chionue; Waste 1
{an oppouiuty

Cperations
Begin




4) P.B Crosby
- ‘Quality is free' 59 AME Wt _
- BAAQ #ARYE 23 @eolEy FA F el AN =F 9 F3e} H
=& 7z
- 4 absolutes of quality
1) 29 Hde 7 874 YA3e RAYA I
2) BEHF ool e ot
3) F2H (zero defect)E BFEOZ jhofof i}
4) A9 vl gL EFFoz A% vLRd A (Quality is free)

ol9)d) QABAEE AT Y& Ishikawa, &4 4+ 59 7193 Taguchi 5% F8&
AEele},

olg ZOrllA TOM2 HE

- HFoA 19809 FHAAE S8 Fopo] TQME UW 4} Bope) dHozA o8
gopole] A4 AlsAe A3 wdHA Y

- TOQM7} §4EAE T84 M3 Je@3e] HeE € 5 . v=9A DRGY F
%, managed cared] g, HYD A A3 Foz AdEd diF Bl EolAWEA
TQME] Ad3 Al "g Aol #AE 7] AF3Y.

- 1980t} vt Hospital Cooperation of America )41 ‘Hospitalwide Quality
Improvement Process’ 2+ project® 433150 th 47) Deming $8 WHESL HYAg
of }&3n 2 7M5AL H/EHEL. 53] PDCA cycle: R %3 FOCUS-PDCA 2 g
A A&t

- 19873 National Demonstration Project( NDP) 7} A8} & ¢] Harvard Community Health
Plan, U. of Michigan Medical Center T 4% WA A¥ H&3st9 Byt o|F 90d
=8E Z HYdA HE3H.

- 1992 JCAHO®] Accreditation Manual for Hospitals®lA 209 Quality Assurance®9)
¥ 3L Quality Assessment and Improvement2 B}HL 1 W8S

CEAZE AR ¥y Bz

AR ETE BA3H AAd FA

. g9 Fde Berde Hde 2AAAY 4F Yz &

. YALAE T ¥ Fxde I

2.2 uhpsich
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- 3] 98 Holdl TQMS ¢]& ZA7)¢le Don Berwick, Paul Batalden, Eugene Nelson
3°l 719389t}

- Donabedian® U AQoe) Aga) wayo] g¥otd] AL Y@ FAYo=

D BA-oAF BAY B4 B 2) g ABAY 24, A& 2 579 Faye
BN 3 gze) A% uge) DA F5Qd) R Bolsl 4 Y@ Bool AT
HRHo2 g P AN 5 nE, AL, F7] £ $& FE AL 57 3o
84 ZzE S 2 grPer] Awd dd e 2e nEL T A%
o

l=

1) FEHY 9859 A gy #dHd9 584
2) avlxte] F8.4

3) AAs A A9 F84

4) 98 ARAY AEHY FA

5) BAAQY Hedye "Way

6) AN IS FHY F84 Fx

TOME FQ NY s EA
1. =2 %4 (Customer Focus)

- 3A wEe TQMS 7b4 283 2224 #HYe 29 23 Z BAGME 14e]
:'L?l;q! 1%‘0’] 7]:}]7]' "?‘31 \JZ], 7]‘:“% %‘é}\]7l7] -‘H?} ’tlc}-lﬁ% _?__9\]?]1] %_0“ \:H's'}'cil cg
23 Ada =L Aot gt} .

- A AR uAs YR nAo] 9. JF Ao ME FA AT} MR FLEAT
ol9el= X Grrst YA F= Ao, | nAL WAUR & B4, JlF e F
doz2X g FA AEFES o]&3e A Tl

~RE AR 8 nAog, ot W 1A it A& Eo| RFAYPA Rk R
TS BEAE F 7] WEoltt. wehka] WHde] ARMg FAAE g5 WE 1Y =2
Foll tate] FAMsteqo} @t

- 19 Jldist AFEE HotEy) st dFd A FRHEC] ATk

( Survey, Focus group, Market test ¥ )
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Internal‘External

SUPPLIER

CUSTOMER

Request for Medication or Drug-

Medication or Drug- ’ Retated Information
X Internal/External
Related Information

Example of a Process: Customer-Supplier Relationship

2. ¢ 9249 A ( quality as a central policy)

- A Aulae Qo] 7 H9He A7 Holor Btk RS WL AF, A4
So) $4sa) S ool B A HAse oW FAE Wi ¥ + ok

- olg d8a A WYY Ax VAXRE o2 AL AF FasA AZsta W
$4 2E2 WSl 90 FAHoE Fd ozl We X AYoz TS
olok @},

- olHE BYBEE WY 22

2)
o2 A4sm Age}l Gt #e

Hure) ARE0IN, 2 RAs FAY BFA AN AT
4% Awre TAHY BFo2 YWY & Yojob P

3. B3 FA

- FH9 ABEE %9 FAllnspection)& T3t EFF L AT MAL Fopdfio] H
dats go] & o2 ARE Ade MY AR 831, ZAE B3 F
& AAE AYE Ade Aoz A9 AV 22 4 ke Ak ( Bad apple
theory ) o1& g 159 A NEL T FeEE Y8t 4 FAEL AN AF
& ZFed 339 A& EE 718 At odh

- TOMYM = FRE AAE AdE Fohrindes FRE FEde 333 AAd =3
€ 2Et & A AAY FOHE FEL FEE Qe AErge dF HF MM
ool 3t} Deming ©v} Juran & 80%°]Ate) ZEo] FEAA N Uk 3t

BAE A2E & YT 448 Adse el 5237 (raising norm of performance) 2
& FFAIIE PHL ol"d EA Yol BAF F o)]E HAF= ARTE dud FHL F
< Aol Y3tk ol Y3ty YRAAF L MAHLE oy EMdd 1 4AE Y
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3 shete ¥ H4Y )5e FHNY & AE PHE Rojol B,
4 FIAES B WY 2=

- deHAel dated Jbg & 9T FAE Y B BRI YE AR A B A
Folshe BRSOl BeA o wAEe] Ao QMG AT Y 249 Fuoln,
TQMAIAE 4% FAREC AP AQE IFE o ot AFHoz g FA
P,

- TQMANE E¥ AT P29 Y9e FABT 58 349 Jaiurde 83
@ F3E o Auas) ANsY) ARG B ALt FAF AARFY ZE ER4)
AEP) 9AG Ade A 47 glon] YAnRA Belsle RE $A9) AP Fodr}
gas, 2N Yz 2AARY U 288 Eod 443 QAL s=n 0B
Aste] 2 FALL WA AHHt ARE FE olsigalol B

- B FAAES FAEa Grdriide WS AL vYe EF%e $E 8
&t

5. ALAAY F&

- e NE B do) P4 Astd BIKE =P ool @Y. 1| 8y 2
Be)7t EZ(standards)@ AAFT 27 2 ¥ Wel Y ASE DEAAD 0,
TQMeAIMS] EFe Hadel e B Bojn FFo] BN o & FEE 4%
Bo} oA BAE Ao =PFES B

- PDCA cycle %& A4(kaizen) gl HFA<] §gol Basn A Fol AwAA
zozA ASHY A PAE AT =AY ASHY YL FADT

Kaizen®} Ol (0|41 B8 XI&X A

Ay g N

KAIZEN

o] o] 41

EEX 28 R
KAIZIN

o] el o] A1
AREHE TN
ol yewlio] 4
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6. #H3H Wy ALS

- 3 g AdotA ABAHY ABE o8 B4l Fasg. MAHA XE AR Y

o FAHA B AL

tools)

il
P
T

st
- TQMelE d3d vagy 44 H88 & e ZFd

* TQM(CQD) 8429 ¥ (McLaughlin)

SAMHe AL=EAT (seven

philosophical element

structural element

health care specific element

customer focus

. process improvement teams

._epidemiologic study

. seven tools

. involvement of medical staff

1.
2. system view
3. data-driven analysis

. parallel organization

. use of risk-adi outcome measure

4. implementer involvement

top management commitment

. use of CEA

5.multiple causation

. statistical analysis

. use of QA and RM data

6.solution identification

. customer satisfaction measure

7. process optimization

. benchmarking

8.continuing involvement

[0 [O1 [~ [0 [t [=

. redesign process from scratch

9. organizational learning
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Companison of Iraditional QA and 1QM.

Characteristic

Traditional Quality Assurance

Total Quality Management

Purpose

Scope

Leadership

Aims

Focus
\

Customers and
Requirements

Methods

People
Involved

Outcomes

Continuing
Activities

Improve quality of patient
care for patients

Clinical processes and
outcomes

Actions directed toward peo-
ple studied

Mandated by JCAHO and
others

Physician and clinical lead-
ers: chief of clinical staff,
QA committee

Probiem soiving

{dentify individuals whose
outcomes are outside speci-
fied thresholds — implies
special causes

Peer review vertically focused
by department or clinical
process—each department
does its own QA

Unacceptable few — educa-
tion or elimination of
those who do not meet
standards

Inspection

QOutcome-oriented

Customers are professionals

Improve quality of ail ser-
vices and products for pa-
tients and other customers

All systems and processes—
clinical and nonclinical
Actions directed toward pro-

cess improvement
Optional, but in order 10
meet JCAHO performance
measurement, some as-
pects of TQM needed

Ali clinical and nonclinical
leaders

Continyous improvement.
even if no *problem™
idemified

Addresses both special and
common causes — most at-
tention toward common
causes

Horizontally focused to im-
prove all processes and
people that affect
outcomes

Improve performance of
everyone, not just the un-
acceptable few

Prevention and design to im-
prove the processes—then
inspection to monitor
process.

Process. and outcome-
oriented

Customers are patients, pro-
P?

and review organizations —
patient is focus

Measures and standards es-
tablished by healthcare
professionals only

Chart audits

Nominal group technique
Hypothesis testing
Indicator monitoring

QA program and appointed
camintrtees

Actions decided by commit
tees appointed for specific
periods

Limited involvement

Includes measurement and
monitoring

May improve perforimance of
the lew individuals
addressed

Creates defensive posturing

Monitor for deviations from
thresholdsistandards

Follow up when there are
special cause deviations

ionals, review organiza-

tions, and others—
everyone

No long-term fixed stan-
dards — continuously im-
proving standards
established by customers
and professionals

Indicator monitoring and
data use

Brainstorming

Nominal group technique

Force field analysis

Coaching/mentoring

Flowcharting

Checklist

HistogramiPareto chart

Cause-effect. fishbone
diagram

Runicontrol chart

Stratification

Quality function deployment

Hoshin ptanning

Everyone involved with
process

Actions decided by team of
people famikiar with pro-
cess—no time period
specified

Total institutional
involvement

Includes measurement and
monitoring

tmproves performance of
everyone involved in
process

Focus on process improve-
ment—reduces threat 1o in-
dividuals, promotes team
spirit, and can break down
urf lines

Includes QA efforts

Monitor processes for devia-
tions (QA) and continually
improve standards (Ql)

Follow up when there are
special or common cause
deviations

Sonrce: CotTev, 1991,



STAGES HOSPITALS UNDERGO TOWARD
IMPLEMENTING QUALITY IMPROVEMENT

PHASE TIME FRAME

Phase §

¢ Leaders educate themselves by reading and
taking courses on principles of COI

* A mission statement that identifies CQI as
an organizationwide commitment and goal
is adopted by hospital leaders and promul-
gated throughawt the arganization

Phase 11

o Muddle management s tamned i the phi-
lasophy and methods of COI

e Pnonties are established lor what the hos-
prtal willtrytoimprove on (hothopportunities
W improve care and problems in care )
While stall from 2" 1avels of the organization
are sometimes iy ed indiscussing paori-
ties the actual selection of where time and
money will be devored is usually done by
hospitat leaders

Phase I}

e Demo projects are intiated across depart-
ments

e Pmployees are trained in the methods and
philasophy of COI

Phase IV

o Progects are mnated Uaonghoul the organi-
zation so that every employec is involved in
the analysis ol processes as they relate to
outcomes

e Intepration ol eflons

e Cultural change

1 Year

I Year

2 Years

2 Years

Source: Joint Commission §ow to Achieve Quality and
Accreditation in a tHospital infection Control Program




TEN-STEP MONITORING AND EVALUATION PROCESS FOR QUALITY IMPROVEMENT

* PLANNING PHASE

Assign responsibility

Deiinn:te scope of Care and service

identily imponanl aspects ol care and service
Identity indicalors

. Establish evaluation triggers

[E XY O

* MEASUREMENT PHASE
6 Coliect and organize data
-

« FEEDBACK AND
EVALUATION PHASE S

/

9. Assess Ihe ellectiveness
of actions

7. identify and anatyze
significant varialion /

8. Taking action 1o improve *
cate and service
(Management "Control System”)

— I
» ACTION PHASE 1
|

* REPOATING PHASE

10. Communicate resulls io affected groups and individuals




Ol

ToM 9] 718, &3

R O

o2 m 9}

- TQME A4 FH&sle $F o SGASE Aok 8ty 718, 49 2 H71E A4 2
AA 28] AME vt o oriAe FOCUS-PDCA 2 JCAHOY E¥L Asgc)

- 4EEY

248 FatdNE 2Hd B PHE Agsdo} Dok

THE FOCUS PROCESS FOR QUALITY IMPROVEMENT

Find a Process to Improve

'

Organize Team that Knows the Process

v

. 7N
Clarify Current Knowledge of the Process |4 o :I
l \c /
_/»P\ —
Understand Causes of Process Variation |3 °
L i e/
Select the Process Improvement
ACT PLAN
* To hold gain | Improvement
* To continue » Data Collection
improvement
. gata for * Improvement
rocess * Data Collection
CHECK Improvement | e DO

Data Analysis

This iflustration shows the FOCUS process--ly which organuzations select a process (o improve—teading into Derming's
Plan-Do-Check-Act Cycle Source: The Hospital Corporation of America Used with permission

_77._



ToMel Alm 24 =

- ABAY AZE FUHT YA BHRE A& TQMY F2 Witk gu ool
TQMd) AH45E EFE Uik FYRFNN AED Rolvle s} g8 Bol= Hg 7}
s,

1. ¥o|(variation)d] N3d# &4

- WolE EE AF #F T T AT L AR 22 ¥R d& ANt
Fox vy FHe TEv, 53 4ol A Rvitk AFLH7 d27] G7Ee o)
3 "ol @ol EAs}y) widelrh iy wole ¢4 fciAe FIT IoiE: dF
HAZL AAES 7 3 AAFH ol gk HAF WPg At Hole F= a2 Y
Q& Bopdle AL ARy T FEoln

- Yol YWt E F g HFE2 UE F AL ‘YW U< (common cause)' o] &g
ol AFFAH 7 Aoz FHAY ML B3t FHE ¢ Yo o= HAAF
o](systematic variation) 3% Fr} ‘B4 AU(special cause)’d] AT Wole A3
AEHRAR ojY9 EAHT Yo ot} WM Ro2A 2 4UE AAZ Ak QoA
Ae Aol

oo & &

2. BA=T

1) ZE=( flow chart )

- 459 dojute B85S £AUE 4¥9 HNPoE IANNIA Y B AEHTH

- #3437 #AEd B ¢AE F9%x, Ade] dE 2S¢ 2 EHE sz, #48
HAezte] YA olslE =&dted /&3t

2) Q1A AAE (cause-effect diagram, fishbone diagram, Ishikawa diagram)

- oj" EAd sl 29 BEE 98 71 998 gofdted AgzUth o Aol
A FolA EA e ‘A7ze AES 539 UdH dxdA 4UAL Fe =72
AHg-E 4 v

- 249 249 909 AFE VMgl =€ £

3) St Ex (Pareto diagram)

- 999 Hixgoz ey

- EAE GAATE 92U Bolx o A0 oyl &< A7 87 Wi ) ( Pareto
43, 80-20 1) /83l ARy +4 98 AH3=d =% 2 £9

4) 3|2E3%Y (Histogram)
- MEES PYFYE FYdd AP
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5) A+X %= (Scatter diagram)
- 5 /49 A #AE JYehed AMS-sia Aol Adzte) #EAY ASE Hoy

+ gt

6) YAE( run chart)
- AIZte ¥WEe wE WslE 723 AT FA 5 g g8 £ xEE Fych

7) ¥el= (Control chart) .
- YAEY FAAY PUL T3l =2d P AFHE BAPo 2N FIFE Hol
9 3 gdRe FAxE votsed =& Frh AedT FFAL 47 A Fo AA=
&3¢ ¥ =284

- 9P S54Add 48 HolE Hefdled =28 £

r°"

o

rowcianr

L Ontint waeitlnn
..

L

— Chan T o )
avaitablr? T T . Wail
T
PR B U SO
~._yre l
Ortdne [
fevinwer > M REARONS FOR ONOER £ 5
1sit corrent? - e " 5 FON ORER Fons
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T t signalure
e Hn co-signatirn
I yoe Monconforming
e e L L Fhasing iudgnw-l
Pull yellow copy ane place Multi-sprvien order
in phatmacy b Fatierd altorgy
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e Patinnl dischargnd
Order delivered in Phamacy Oft sehndule
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Order tilteg J

I

l Ordar chalivererd to unil l
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CAUSE-AND-EFFECT DIAGRAM

POST-OP SURGERY

Y <
) POST-OP
e s INFECTION
Skin Preparation
%, 0@, Other Source Inleclion
By, Anlibloti
Bo, Nk nliblotics A
%, B0y &
Y

PRE OP PREP PATIENT

Source: loint Commission How to Achieve Quality and Accreditation in a Hospital infection Control Program.

PARETO CHART HISTOGRAM
Delayed discharges—September
]
Discharges
60
s g
@
3
50 g
w
45
40
35 1 17 22 21 32 I3 42 a1 82 ST 62
30 « Time Intervals in Minutes
25
2 tistogram illustrating the response time om recript of laboratory
specimen on the evening shift Reprinted with permission from
5 Berwick DM et al Curing Health Care San Francisco fossey-flass
Publishers 1990
0 e
5 _ ——I R ; S—
" ]
Unavaiable  Patienttamily  Lack of suppon  Financiat bt — 80 —_—
bed n ndacision al home nroblems

nursing homa



SCATTER CHART

RUN CHART

7 50
Ll IO e _§ 0
o . £
% Mortality . . 5
Coronary Arlery %1 . .. . < 5
8ypass Gralt LT . 5
Operalions B . “ . D
e . 3
10 oot o
IR =
T T ) T 2
50 100 150 20 a 10
' D
Number of Operations ¢ o
8
E
2
z

Scatter diagram comparing mortality rale for coronary

gralts and the number of operations perlormed pery

adapted from Merry MD Tolal quality management |

Translating the new paradigm QRB 1613) 103. v

Used with permission

Run chart showing a hospital's number ol special cate unit
admissians per day lor one year Source Brassard M. The Memory

logger A Packet Guide of Tools for Continuoys Improvement, 2nd ed

Methuen, MA Goal/QPC. 1988

CONTROL CHART

IREITERE]

i

WAAW,

Time in Hours
SHBREFBRLFIREF

et NN DWW s

3V
i
/

Ol
[
oz 1 RS 1 1 Lol 1

Days in Sequence
Discharges after 11:00 a.m. only

UCL; =395

% =267

LCL; =139

Control chiant showing adimission process ime fiom physician order to

actuat emergency 1oom discharge Reprinted with permission from
Berwick DM et ol Cuting Mealth Care San Francisco lossey-Bass

Publishers, 1990



TOMoll dist Hotet f2 UetoMe HEIIsH

- TQM7t e8] d ¥4 71938ta v8-a2FHHA AAME FAF THEA7 3t
A A7t dASe AL ofyth dRAME TQM7E B4 &l 533t 94 433
F AEA T SRS PHEY suEA ZF5E 22 94 AT Rejze Hrht e W
9, YRJME FA9 o8] tiF MY slYe] Rgaa ug FRE o|Fojo} e
gu7|@dA F8E WHPELR ASHH22 75T Ate A7t U

- TQM7} ¥z 3 FPsA HFE w5 Folx RFd AT obdL dn} 94 &
< AFolh LR F ZAMA ux AA W49 69%7F ol F A} o yri
FHZ 33 Aojo] A Rolgtn dop. = WHEHY 0¥ Fol HAA TQMS] AEA
of g MAHelz HAH] AFE Ao}

- 2§ o]FoA AFFH AFEdME TQME NPT F 3T WA Mul2e)] g
4 B xe] F718tn HE HAX= TQME A¥ded =< HEHT ol T3 o
FojAE Aguigol o Ade A A Bl gL B9E e £949 vad
FoAME TQME BITHLE #9¢ BAE Aoide 94 FH9 F& Yehlie AR}
AdEdtne Busgc 28y ol dTEL YFE A ANy HAE e
2 AU 92 FHE OFE HA7 AFEH AN FEHF AL Wrlee ofFLe
7t Ao :

- 2 Y ME AFHYE TOQMS ‘vigo]l AAHA £ RAJA7? JZ Eof 4w 4 #ok
T EE 9B RoME TQM dig 4ol F718t Qe FAolth ol AAAHYA FA4
7} Folx FE-E TQMS Wi Eel 959 Adw 999 giArt € e, TQME
Py U EFA oM B THAY FHE 23 e Aol £HEY] WEo|n
azy 2 2R FH dAe uride] A2z A EAE A FadA ogr=E 3=
e W3l - HZ =97} He TE4VHAY =R O g ¥ £ U - o
H &8 1§ Aol
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( 29.1. Joint Commossion on Accreditation of Healthcare Organization(1991) ;An
Introduction to Quality Improvement in Health Care ,Pl14.)

( 292 Joint Commossion on Accreditation of Healthcare Organization(1991) ;An
Introduction to Quality Improvement in Health Care ,Pl17.)

( 21¥.3. Curtis P. McLaughlin, Arnold D. Kaluzny(1994) ; Continuous Quality
Iaprovement in Health Care ,P104.)

(g 4)

(29 5)

(2¥.6. Joint Commossion on Accreditation of Healthcare Organization(1991) ;An
Introduction to Quality Improvement in Health Care ,P37.)

(238.7. Joint Commossion on Accreditation of Healthcare Organization(1991) ;An
Introduction to Quality Improvement in Health Care ,P57.)

(2¥8.8 Joint Commossion on Accreditation of Healthcare Organization(1991) ;An
Introduction to Quality Improvement in Health Care ,P34.)

(289 Joint Commossion on Accreditation of Healthcare Organization(1991) ;An
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