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Chapter 8

How to Organize and Plan Training

Chapters 6 and 7 covered the most difficult part of the “How to Get Ready to Instruct” items, Break Down the Job. This chapter examines the other three “Get Ready” points listed on the JI Pocket card: Make a Timetable for Training, Get Everything Ready, and Arrange the Worksite (see Figure 6-1). These areas complete the preparation phase for training and it is here that we take the time to make sure we are training the right people on the right jobs and that we set a high standard for the work they will be learning. Supervisors often ignore or forget to apply these three points. Don’t. Although they are easier to learn than Break Down the Job, they are just as important. Their proper use can mean the success or failure of your training effort.

As we saw in Part One, the need for good training in healthcare is great and supervisors encounter a multitude of problems when they fail to train their people and to train them well. There is always a lot of pressure to keep up with patient needs and there is never a shortage of important work that needs to be done every day. Under these conditions, many busy supervisors tend to see training as a problem or as something that someone else will do for them. When these attitudes are expressed in words, you hear:

· We don’t have the resources to provide good training.

· New staff should be fully trained when they arrive.

· Let them learn by watching others. That’s the only way.

Such attitudes and statements are counterproductive. Good hospitals and healthcare facilities know that it is well worth the trouble and effort, in the long run, to arrange schedules to accommodate training in the same way they make plans for any other part of the business. That begins with making a Training Timetable so that training is well planned and executed.

Get Ready Point 1: Make a Timetable for Training

When you Get Ready to Instruct, the very first thing to do is to plan your training. Make a Timetable for Training means that you will do the training according to a plan and not by accident. More specifically, it means that you need to determine:

· Who should be trained?

· For which job?

· By what date?

Making plans on a regular basis helps to ensure that work proceeds smoothly, meeting demands and important deadlines. The same concept applies to training. It is very common to be caught unprepared thinking that we have enough trained personnel to cover for a person, say, who called in sick only to find ourselves scrambling to find someone to work overtime, someone who can rearrange their schedule, or some poor staff member who can deal with the situation trying to do the best she can with some hurried notes she took before the change of the shift. The purpose of planning is to avoid this kind of “firefighting.” Many hospitals use a simple tool called the “Skills Map” as a loose planning guide. The Skills Map, however, is a static document that shows only who can do which job, whereas the Training Timetable is a dynamic document that guides and organizes your training effort. It is easy to make.

Insert Figure 8-1 near here

 Figure 8-1 presents a partially finished Training Timetable. In the left hand column of the grid is a list of jobs done in a department, in this case an OR team of neuro scrub RNs. The jobs, listed one by one, are Gown & glove, Table setup, Draping patient, Sponge scan (this is the new piece of equipment described in the case study at the end of this chapter), Case cart to SPD, and Scrub craniotomy cases. Similar lists can be created for other working environments or departments. In some cases, where everyone on a team is doing the same thing, you can modify your headings by listing classification, position, level of skill, type of machine, or any other logical way of differentiating the skills required of the people doing the work. The critical question to ask is what makes one person’s work different from the work of others? In a billing office, for example, even though all of the people may be processing insurance forms, some may work exclusively on large company accounts while others may specialize in overdue accounts.
After listing the jobs, put all of the workers’ names across the top of the grid in each column. The names can be listed alphabetically or organized to reflect workers' experience or seniority. Depending on the number of people in an area and the number of jobs, or whether you want the timetable to be laid out in landscape or portrait orientation, you can switch the axes and put the people’s names down the left side and the job names across the top. Then check off all the jobs each worker can do, as shown in Figure 8-1. You will notice that all of the checkmarks are the same except for the star mark for Taylor’s draping the patient. Jones, the supervisor making this timetable, used this mark to show that Taylor, although already trained on the draping job, was a bit slow and not working at the optimal skill level. 

Not everyone in a working area necessarily needs to know how to do every job. You may, for example, consolidate the expertise in a few individuals because a skill is complex and infrequently used. The Training Timetable can show you how many people are able to perform the skill when it is needed. Knowing that you always need, say, two persons who can scrub craniotomy cases, a difficult and irregular job, will allow you to be sure you have that area well covered while not training too many people who will ultimately lose the skill because it is not used regularly. You can note that ideal number of people, if appropriate, on the timetable.
The completed Training Timetable (see Figure 8-2) illustrates that Jones then reviewed the timetable to see if there were any urgent training needs in her department. First, she looked for possible turnover due to retirement, promotions, transfers, etc. She knew that Morse was scheduled to retire at the end of February and made a note, “Scheduled to retire on 2/28,” at the bottom of the timetable in the column under Morse’s name. She then reviewed the list of names from the perspective of poor performance (e.g., errors, injuries, damage to equipment, etc.). As the Timetable shows, Jones felt that the performance of all her people was satisfactory except for Taylor’s patient draping skill. At the bottom of the grid, under Taylor's name, she wrote, “Needs more training.”

Insert Figure 8-2 near here

Finally, Jones reviewed the job headings from the perspective of changes in schedule, considering how she was meeting the current operating schedule in all of the jobs and whether there might be any upcoming increases in the operating schedule. Then she learned that a rotation of new surgeons was coming at the beginning of March that would require an additional nurse to scrub craniotomy cases. In that case, she thought, one more worker would be required to do table setup so that a more experienced person could be available to scrub craniotomy cases. Jones noted, “Need 1 more worker at beginning of March,” in both Timetable rows for table setup and scrub craniotomy cases. The notations highlighted for Jones the three issues that would require urgent training — Morse’s retirement, Taylor’s patient draping, and the anticipated need for additional people to do table setup and scrub craniotomy cases.

Jones was now ready to make plans to meet these training needs. Specifically, she needed to consider who was to be trained on which job and by what date. She decided that Lark was the most suitable person to scrub craniotomy cases and she will be trained by February 7, as shown in Figure 8-2. Lark’s training was to be completed on or around this date. Since this was a specialized procedure and one that was not performed regularly, that would give Lark plenty of time to practice and ask questions before Morse left the hospital. Then the department would be prepared when Morse retired at the end of February.

 
Next, Jones addressed the problem of the time it takes Taylor to drape patients. Since Taylor was already skilled enough to do the job partially, Jones determined that the training would not require much time and that it could be done right away. She scheduled Taylor's training for January 28. 

Finally, to prepare for the rotation of new surgeons, Jones selected Baker as the most suitable person to do table setup. Since Baker was the newest person on her team, she thought this would help him expand his skills in the OR at a time when it was needed, at the beginning of March. Jones did not want to do the training too early, knowing that people trained too soon will forget what they have learned before they have a chance to perform the work. On the other hand, she did not want to wait until the last minute, in case Baker needed more time to learn the job. After weighing these issues, she set February 21 as the date to complete the training. 

 
Then, with this help, Jones felt that Massey could learn to scrub craniotomy cases. She was the next most experienced person of all those remaining in the group and would be capable of learning this job. Jones would have Massey trained by February 14, after completing the same training with Lark. As with Lark, this would give Massey time to practice and ask questions and she will have been trained before the new surgeons arrive, so the rotation will go smoothly.

 
Using this kind of training timetable grid may seem simplistic, but it is amazing how simple practices like this can create real order and discipline in a department. It can also help you flush out hidden problems and avoid them down the line. At this point, the timetable is basically complete. All that remains is to put in the Breakdown Numbers for each breakdown. For this number you must first break down a job that requires training, number that breakdown sheet, and then put that number into the column headed Breakdown Number. Here, first breakdown the job of draping patients because it requires training by January 28. Once the breakdown number is entered on the grid it can easily be retrieved when it is time to train Taylor on that job. The next step is to break down the job of scrubbing craniotomy cases, as that training schedule is coming up soon. The same is true for the table setup process. 

The model presented above is invaluable and can be replicated for any department. The procedure for making a Training Timetable is presented below.

Procedure for Making Training Timetable

1) Fill in the supervisor’s name, department and date.

2) Put in the job headings down the left side column.

3) Put in the people’s names across the top. (Axes may be switched for steps 2 and 3.)
4) Check off the jobs that can be done by each person.

5) Look for urgent training needs.

By worker: Turnover, Poor performance

By job heading: Meeting present schedules and quotas, Contemplated schedule increases
6) Plan to meet these needs.

Who to train

On which job

By what date


Many companies that have implemented TWI Job Instruction have improved on the usage and application of the Training Timetable to fit their needs. Instead of using just a checkmark in the grid for each job a person is able to do, for example, companies like Toyota use different symbols to represent the different levels of knowledge and experience a person has in a particular job. The simplest level, represented by a circle that has only one quarter of its center filled in, means that the person is currently in training while half of the circle filled in means they can just perform the job. Three quarters filled in means they are proficient in the job while the highest level, a completely filled in black circle, means that the person not only has great skill and experience in the job, but also has enough ability to teach that job to others. 

Get Ready Points 3 and 4: Get Everything Ready and Arrange the Worksite

The final two points on the How to Get Ready to Instruct side of the card are Get Everything Ready and Arrange the Worksite. Because these two points are self-explanatory, supervisors often overlook them. You may feel that you cannot take the time to attend to these points of the JI process, but not doing so can jeopardize successful training with the JI 4-Step Method. Once you understand their importance, you will always remember to do them and do them well.


Getting everything ready to instruct means that you assemble all the proper things that aid the instruction and have them on hand. At the top of the Breakdown Sheet is a space to list all of the supplies, instruments and equipment needed to complete the job. Use this as your guide to make sure you have not forgotten anything before you instruct. You don’t want to end up halfway through teaching a job and then realize that you do not have the proper clamp to complete the job correctly. Telling the learner, “Oh, just pretend this paper clip is the clamp and I’ll bring you the correct one later” shows poor preparedness and sets a poor standard. The learner will not see the actual work being done with the proper equipment and can get the impression that you don’t think that the job is important enough to take the time to prepare properly for the training. Furthermore, the learner may feel that if it was not important enough for the trainer to bring the right instrument, then it must not be that important to use that exact instrument in any exact way. 


Arranging the worksite means arranging the work area neatly, just as you would expect to find it during actual working conditions. First impressions last, and a positive first impression of the workplace will set a good example for the worker to maintain. Neatness will also promote a high standard of work because there will be no extraneous materials that might distract from or interrupt the work. It does not take long for a supply cabinet to become cluttered and disorganized or for a desk to become piled with papers. Set a high standard right from the start by arranging the worksite and cleaning up this clutter before the new person comes to learn the job.


Supervisors should never be too busy to set a good example for people in their departments. Setting a good example is what supervisors and instructors should be doing as a regular part of their daily responsibilities. As members of the organization’s management, you are models of the hospital’s standards, ideals, and culture. Teaching a person a new job is the ideal time to begin setting that good example.

Training Large Jobs — Divide Them into Teaching Units
One of the concerns we hear with Job Instruction is that it is just fine for simple jobs that take only a few minutes or less to complete, but is not suitable for many jobs which are more complex and take a long time to finish. These kinds of jobs contain so many items that they simply cannot be taught all at once or even in one sitting. But the truth is, these are just the kinds of situations where correct instruction is most important because both learners and instructors tend to get confused and “lost” when a job has an overwhelming amount of detail. The answer is to break up the long job into smaller units and, using the JI 4-Step Method, teach it one segment at a time within the limits of the learner’s ability to understand and remember at one time.

One of our caution points in the 4-Step Method is Don’t give a person more information than they can master at one time, and this also applies to the total amount of work you can teach at one time. Consider the example of giving an injection, an important procedure that takes skill and attention. Many things go into doing this job. Here we can divide them into four units:

· Unit 1 — Preparation of materials and supplies
· Unit 2 — Prepping patient for injection
· Unit 3 — Administering injection
· Unit 4 — Difficult situations (e.g. small veins)

Here, we would only have to do Step 1, Prepare the Worker, and Step 4, Follow-up, once each, as these steps will cover the same ground for all of the four units. However, what is different is that we will do Steps 2 and 3, Present the Operation and Try-out Performance, independently for each of the units. That means that there will be a different Breakdown Sheet for each unit and the learner will not proceed to the next unit until he or she masters the unit before. When we master one skill at a time, instead of everything at once, we learn more quickly and avoid mistakes and accidents.


For a long operation that cannot be stopped in the middle, the instructor can still break it up into smaller units, but will have to do most of the operation himself or herself, or get another experienced person to help out, while the learner is instructed in each unit. It is a good idea to teach learners the easiest parts of the job first, so they can pick it up quickly. Then teach the more difficult units, one by one, while you (or another person) continue to complete the other untaught units, until the learner can do the entire job without assistance. This may seem to take a lot of time, but how much more time would it take the same person to learn the entire job all at once, and how many problems would occur while they struggled learning it?


Many complex jobs share common elements, such a putting on protective equipment or setting up a sterile field. By learning each of these jobs first you learn the building blocks to the complex job and these more difficult jobs become easier to learn because the common elements are already known and well-rehearsed. For example, some common building blocks to many procedures would include: 
· Hand Hygiene

· Donning Sterile Gloves

· Setting up a Sterile Field

· It Takes Two Identifiers (Patient ID Validation)

· Labeling a Specimen

· Site (Skin) Preparation

· Labeling Medication

If we were teaching thoracentesis, paracentesis, knee arthrocentesis, or lumbar puncture — all procedures that remove fluid from the body, each from a unique site — each of these procedures would require knowledge of all of the above listed jobs. When students come into the learning lab already knowing all of these, the instructor can concentrate on the remaining, differentiating elements of each procedure and focus on the actual removal of the fluid.

By listing all of the required basic skills, we can then begin planning our training to be sure that all the needed skills are properly taught in the right sequence. Figure 8-3 shows a Time Table version of a Safety Curriculum Skills Map for a variety of different positions in a hospital. Notice that these skills are taught using different techniques, Job Instruction being one of them. Depending on the content of the training, we select the best way of learning it. 
Insert Figure 8-3 near here.

When, and When Not, to Use Job Instruction

As we saw displayed in Figure 8-3, not all jobs can or should be taught using the JI 4-Step Method of instruction. To begin with, some problems can be solved better by simply improving, or automating, the method for how the job is performed thus eliminating the need to teach someone how to perform an inherently difficult procedure. In other instances, we can create a “mistake proof” procedure so that it can be done correctly and safely without the need for detailed instruction. More than that, though, we need to remember that the JI method is just one of many styles and types of training and it should be used appropriately. Specifically, the JI method is one-on-one skills training where the learner is being asked to perform a defined task that takes practice to learn.

In many tasks and procedures there is a great deal of knowledge that has to be obtained before we can begin actually doing the work. For example, before you can learn how to give injections or set up IVs, you need to know some basic things about the circulatory system and how medication is delivered intravenously. These things can best be learned in a classroom setting with many people present or by reading books or perhaps in an online class — and learners can even be given a test at the end to see if they have retained the content. You would not, however, want to be learning these things “on the job” while actually sticking someone with a needle. We need to separate, then, the learning of knowledge and the learning of skills. While knowledge can be learned in a classroom, skills must be learned through practice and repetition and the JI method of instruction is set up to teach just these kinds of skills. 
The question oftentimes comes up whether we can teach groups of people using the JI method. Our definition of good job instruction is “the way to get a person to quickly remember to do a job” and this means that we are teaching one job to one person at a time. While it may seem, at first glance, to be more “efficient” to train people together in a group when they are all learning the same job, the reality is that in total it takes longer. When we attempt to group train skills, we cannot adjust the training to fit each person’s unique background and experience and we cannot confirm that each individual in the group can actually remember how to do the job correctly, safely, and conscientiously. When some members of the group go on and fail at the job, then, the time it takes to retrain them and correct the problems caused by their mistakes will be greater than the time “saved” by group training. That is why the JI method must be practiced one-on-one.
The Job Instruction method is designed to be used “on the job” which means that learners are actually performing real work even as they go through the steps of learning the job. However, in many cases, especially when the job is performed on a patient’s body, we would not want to practice and perfect our skill on a live person. So we will simulate the work using, for example, a piece of fruit instead of real muscle tissue when learning to give an injection. This kind of “off-line” training has the advantage of being able to make mistakes without incurring disastrous consequences. Remember that in the JI method we said that we should “correct errors” and never allow the learner to do it incorrectly as this creates bad habits. When you’re working on real patients this is certainly true. However, learning from our mistakes is a good method of instruction when it is done, as with simulations and role plays, in a safe environment where no one will get hurt.

The key, here, is to determine which method of training — JI one-on-one training, classroom training, simulations, role playing, etc. — is most appropriate for what you want to teach. Figure 8-4 shows a model that was developed to help determine which training methods would fit with which training needs. It begins by analyzing and understanding the process to determine, first of all, if training and creating standard work is what is needed to correct the problem. A common “rookie error” is to think that we need Standard Work, and thus a Job Instruction breakdown, for every single job. When we need reliability; when there is a need to do the job the same way, every time, for every patient; when there is a quality or safety outcome, then, yes, we need standard work and training. But we may also find from our analysis that there are other strategies of correcting the problem beyond training such as improving the process.
Once it is determined that it is a training issue, the next step is to decide whether the problem may be, in fact, a personal problem where what the person needs is good leadership and guidance to create motivation for doing the work. In other words, if the person is not motivated to do the job, all the good training in the world may not get them to do it correctly. So this issue must be addressed before you move on to the training. There are many programs and methods that address these leadership issues and the Job Relations component of TWI is an effective one that helps get people to cooperate in the work.
Insert Figure 8-4 near here.


Now that we’re ready to move on to the training, the next thing is to prioritize the issue so that we don’t throw large quantities of resources at minor issues. If the reliability we need to have around a certain task is low, in other words it is a passive knowledge or skill that is not engaged on a regular basis, we could simply have people read articles or share the information with them at regular meetings. We could ramp up this information exchange to include case studies and other examples if there was more need for it. If, though, we needed to have high reliability around certain active skills that must be performed correctly and safely on a regular basis, then we should devote time and effort to more interactive training methods. In particular, having learners demonstrate that they can perform the duties is critical to ensuring a successful training process. The final step, then, is to plan the training determining which type of training to use, how long the training will take, how many trainers will be needed to cover all the learners, whether it should be done on-line or off-line, and what equipment or workplace setups will be needed.
Implementation of New Equipment — Everyone Does It the Right Way


In early 2011, just after the holidays, St. Joseph Health System (SJHS) began implementation of a new piece of equipment that they would place in each of their ten hospitals which were spread out in various locations in Northern and Southern California as well as West Texas. The new equipment used radio frequency identification technology to make sure no sponges were left behind inside patients’ bodies after surgery, an error that can cause tragic results in addition to crushing costs due to re-surgery to remove the sponges as well as additional time spent in the hospital and lawsuits. With their goal of “perfect care,” they felt this was an investment that had to be made for every instance where a sponge might possibly be left behind. This included, then, not only the main operating rooms but also areas where obstetrics (OB) surgery, such as C-sections and hysterectomies, was being performed as well as labor and delivery rooms where sponges were also used. The machines were delivered to all 10 hospitals about the same time and there was to be a unified rollout for all personnel responsible for preventing retained foreign objects (RFO). 

The standard way for preventing RFO, like sponges, is to do a sponge count both before and after surgery to ensure that all of the sponges in the OR are accounted for. However, there is a lot of history in healthcare for dismissing sponge counts and some surgeons even prefer an incorrect count because it forces them to take an x-ray to make sure nothing is left behind. Errors can also occur when counts are done on bags of sponges instead of individual sponges. For example, if you have four bags containing ten sponges in each bag the assumption is that forty sponges were used. But one of the bags could mistakenly contain nine or eleven sponges leading to an incorrect count. A study published in the Journal of the American College of Surgeons in 2009 reported that as many as 1 of every 1,500 operations may have a retained foreign object and that, of those, two-thirds are sponges.


SJHS felt that this would be an excellent opportunity to use their new TWI skills to train a large group of people quickly. The new equipment was being purchased because they knew they faced limits on where and how much their efforts at process improvements alone could be used to remove errors from the system. With errors like retained foreign objects, it was also too big a risk to rely solely on human vigilance. At the same time, though, they were aware of the fact that when they tried to fix problems with technology, they didn’t always get the results promised. In the end, the technology was only as good as the people using it. If they didn’t train people to use the machines properly, they would wind up spending a lot of money for suboptimal effect.
Machelle Theel, manager of patient safety & regulatory compliance, was charged with rolling out the RF project which included everything from getting the equipment in place to setting a timeline for having the machines up and running. She was also charged with setting up a materials management system for handling purchase and storage of specially made sponges that had chips embedded in them that worked with the RF machinery. She had seen a brief orientation given by the Lean operations team on the TWI Job Instruction methodology which included an overview of the hand hygiene case study done at Virginia Mason Medical Center (see Chapter 3). She was encouraged by Mary Kingston, VP over improving performance and the St. Joseph Way (the SJHS system of Lean), to try integrating Lean methodologies like TWI into the clinical practice. Machelle immediately saw the value of good training for a new process implementation and was excited about the possibilities. She gave the directive to have all hospitals use the JI method to teach employees how to use the new equipment properly. 
Machelle began by reaching out to the respective leaders at all of the hospitals: directors of surgery, directors of labor & delivery, and directors of clinical education. She first needed to identify two or three people from each hospital who could act as trainers — those who could learn the TWI-JI method of training and then be responsible for teaching staff at the hospital how to use the new equipment. She had to coordinate each hospital’s resources in terms of who they could provide as good people to be trainers. Once these people were selected, they set up TWI classes — one in Northern California, one in Southern California and one in Texas — to cover the regional areas. Fortunately, they had just recently, in October of 2010, completely their first train-the-trainer session with the TWI Institute where four of their Lean leaders had been trained to deliver the JI 10-hour course: Mary Jordan from St. Joseph Hospital in Eureka, California, Jodi Judge and Bryn Risler from St. Mary Medical Center in Apple Valley, California, and Kendra Lange from Covenant Health System in Lubbock, Texas. Geographically, this gave them trainers in each of three regions they needed to reach. And with 2-3 trainers from each of the 10 hospitals attending, they could set up the classes following the TWI format of 10 persons per class.
To begin the process of instructing how to use the machines, the training team first needed to learn for themselves how to use the equipment and then break it down in the JI format for instruction. Amber Gutman, a senior Lean facilitator who was coordinating the use of the TWI methods, set up a meeting with the equipment vendors and invited Machelle, Jodi, Bryn, and one of the clinical educators to spend a full day at the organization’s headquarters in Orange, California to learn the system. In the morning, the vendors gave their typical presentation of PowerPoint’s, demonstrations, and hands on trial runs. Of course, while observing all this, the JI trainers were busily taking notes, just like they did in the JI class, on what they thought were the Important Steps and Key Points in the processes. Following that, they listed up all the training elements they felt needed to happen around the implementation of the equipment:
· What is the purpose? The importance of the new equipment and what they were trying to accomplish with it.

· What is the content? To understand the technical aspects of the new equipment.
· Logistical details: Where in the OR suite would the machines live? Would they always be turned on? What to do if they break down?

· Documentation requirements: Number of scans? Results of scans? What was needed for regulatory purposes? Equipment checks?
· How does this new equipment fit in with existing procedures? Standard sponge counts would still be performed even after the machines were up and running.
· Etc.

They took this big list, then, and determined what they wanted to accomplish using the JI method and what they would teach using traditional training methods like group classroom sessions. They decided to focus the JI portion on just those pieces where equipment users were in contact with the patients because that is where the quality issues would happen. In fact, they narrowed down the jobs they would teach using JI to just two tasks, mat scanning and wand scanning.
MAT SCANNING: This is a mat that is placed on top of the operating table but under the patient and validates sponge counts and locates missing sponges. Since OR staff already have skills at prepping tables and “layering” materials that go under the patient, there was nothing new or difficult here to learn about placing the mat. And since the mat itself would do the scanning, they simply had to teach how to run the scan.
WAND SCANNING: The wand is a large circular tool that looks like a frying pan lid that is clear in the middle with a handle on the side. As with the mat scan, since the sponges all have RFID chips embedded in them, scanning the wand carefully over the patient’s body will detect and find any sponges that were not removed. The tricky part here is that the wand can inadvertently pick up things that are close to the patient but not necessarily inside the body. So the user must be careful about, say, something being in the pocket of a person standing next to the patient.
Working with the vendors, Amber, Jodi and Bryn made the original breakdowns that trainers would use to teach the two jobs (see Figures 8-5 and 8-6). Interestingly, when the vendors questioned them on why they were including a certain Key Point into the training, the ladies protested, “But you stressed that like 15 times in your demonstration!” By hashing out the procedure using the JI breakdown technique, the vendors themselves were able to pinpoint critical areas that needed to be stressed about their equipment. They were so impressed with the method, in fact, that they sat in on the 10-hour JI training sessions and began to reflect on their own method of training their customers. When it was all over, they claimed that they had never seen an implementation with this kind of energy and allocation of resources.
Insert Figure 8-5 and 8-6 near here.

The people appointed to be trainers took their 10-hour JI training following the prescribed TWI program and did individual practice jobs that they broke down themselves to learn the proper use of the method. But because the goal of the project was to create a standard work process for use of the RF equipment at all of the hospitals, the plan was to have the trainers all teach from the same breakdowns. So it was important for Amber and her team to make sure that all of the trainers, at each of the hospitals, were teaching the same standard method. Because the hospitals had their own individual histories and, in most cases, differing systems of handling both administrative and clinical procedures, this would be a test case for implementing a standard procedure across all of the hospitals. Even then, as you can see from the breakdowns of the two jobs in Figures 8-5 and 8-6, they had to modify each breakdown to accommodate the different methods of charting at each facility — the Key Point for Important Step #5, Document Scan Confirmation Number, is “Insert ministry specific location for charting.”
Because the JI method uses both what is seen and what is heard to teach a job, trainers must demonstrate the job they are teaching accurately since the motions and actions in the job are not completely spelled out in the breakdown sheet. Just sending off the breakdown sheets, then, to the different hospital trainers would not ensure they all taught the tasks in the same way. Unfortunately, the team was not able to go out and teach the standard method they had just developed with the vendors to all of the trainers in each of the ten facilities. So to be sure everyone understood the correct methodology, they videotaped Bryn actually teaching the job so the motions and techniques that went along with the instructions could be seen. The videotape was not professionally done and they made sure that the trainers understood clearly that it was only to be used for their own purposes preparing for the training and not to be shown to the people learning to operate the scanning equipment — these people would learn the job through the one-on-one JI training. To be doubly sure the trainers understood the technique, they also videotaped close up shots of the Key Points, such as the monitor screen on the machine or the handling of the wand. 
From there, the individual hospitals picked up the training and began teaching all personnel who were charged with handling the RF identification equipment. Approximately fifty or more people at each hospital were trained in the use of the new equipment, for a total of more than 500 people trained. In summary, four internal JI trainers conducted 10-hour classes in three locations where some thirty people were taught how to teach the new jobs using the JI 4-Step Method. These trainers then went on to teach about 500 people how to use the new equipment. While they used the JI method to teach the actual handling of the machines with patients, the learners were also assured that they would get further training in other aspects of the equipment not covered in the JI training.
Following the training, Machelle did a survey to get feedback on a variety of issues around the introduction of the new equipment. The positive comments assured her that they had taken the right course. One person noted, “We really liked the TWI concept; it just takes a little longer, but a much better method of training.” Another person said, “The method was new to me but I think will prove to be a valuable tool not only for this particular training but for others in the future as well.” In addition to the hands-on JI training of the jobs, they also provided an on-line training component consisting of ten PowerPoint slides to deepen their knowledge of the machinery. In commenting on the question, “Did you require staff to complete the on-line RF training?” one respondent explained, “By doing so, this action along with the hands-on training helped to utilize the three (3) facets of learning: visual, auditory and physical thereby increasing potential for retaining learning and ability to perform well afterwards.” It’s clear that the people at SJHS could see the larger value of the training method beyond just learning to use the new RF equipment.

The overwhelming consensus at St. Joseph Health System was that this was the best rollout ever of any training on a new process or piece of equipment. The fact that they could start up a new system simultaneously at ten different hospitals and get it up to speed quickly with safety and quality amazed even those who were initially skeptical about using a new method of instruction. The people who took the JI training, including members of clinical education who did this kind of work on a regular basis, had to change their ways of teaching. But the results showed that they could do it better and they immediately began considering how and where to use the method in other settings. At St. Joseph Hospital in Orange, California, where they had been doing extensive work on Lean training for the previous year before the RF equipment rollout, they could now see how the TWI Job Instruction method was critical to accomplishing their Lean objectives and they began steps for rolling out hand hygiene training throughout the hospital as was done at Virginia Mason Medical Center.
� Bulletin of the American College of Surgeons, November 2009, http://www.facs.org/fellows_info/bulletin/2009/brisson1109.pdf
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