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Do you think there are
schools in your district
who are bright spots
when it comes to serving
students in your equity
groups?

List them, and note why
you predict this.

Do you think there are
schools in need of special
support”?

List them, and note why
you predict this.
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What is “GOOD" for your key metric?

Express it as a
mean percentage that is
“Electrifying, not Electrocuting”
(i.e. 85% complete the FAFSA/CADA)

Note: Define “good” based on what
you would be PROUD of. For now, rely
on your vision for our kids, not on
current data.

Agreements:
e Stay curious... focus on learning, not judging
e Share the air... step up, step back, use the chat
e Lean info discomfort... that is where the learning happens

The Facilitator leads the group through the following steps:

1. Defining “Good” (2 minutes)

Each person shares what they think “good” would be for your network’s key metric
(in 30 seconds or less). You don't need to arrive at a shared understanding of this
right now - the purpose is just to share and notice.

2. Individual Review of Data (4 minutes)

What do you notice about the mean? What do you notice about the variation - is it
all normal/random or are there schools above or below the control limits? Which
schools are bright spots? Which schools need extra support?

3. Noticings (5 minutes)
Each person shares one thing that they notice about the chart.
Helpful Sentence Frame: | notice...
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How does the data match or challenge your predictions?

What emotions come up for you
when you look at your data? What is
evoking these emotions?

Reflect on a school that matched
your predictions. \What do you
attribute that to?

Reflect on a school that didn’t match
your predictions? Why do you think
that is?

Take some time to reflect on what
was behind your hunches about who
would be a bright spot or not. How
might your own identity markers, bias,
or assumptions about the
students/team/school/system have
influenced your predictions?

5. Equity Pause (3 minutes to share)

Each person shares any feelings that arose and assumptions that may have been at
play during their predictions.

Helpful Sentence Frame: | felt... | realized...

6. Wonderings (1 minute of think time, then 5 minutes to share)
Each person shares a question that emerged for them about this data.
Helpful Sentence Frame: | wonder...

7. Hypotheses (1 minute of think time, then 5 minutes to share)

Each person shares possible explanations for the data, careful to identify multiple
explanations and focus on systems/conditions rather than teams/individuals.
Helpful Sentence Frame: This could be because... OR it could be because...



IDENTIFY KEY METRIC

DECIDE WHAT “GOOD” IS

ANALYZE VARIATION

YES

GO AND SEE.
Start with the front line.
Interview & observe.

WHAT ARE BRIGHT
SPOTS DOING
DIFFERENTLY?

HOW CAN WE SPREAD
BRIGHT SPOT
PRACTICES?

ARE THERE

BRIGHT SPOTS?
(I.E. MEANINGFUL
VARIATION)
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NO

-

ARE YOU

SATISFIED WITH
THIS LEVEL OF
PERFORMANCE?

Y?

CELEBRATE!

e

SEARCH FOR
POWERFUL NEW IDEAS
FROM OUTSIDE THE
SYSTEM.
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Twist the Rubik’s Cube: What questions could you explore with
p-charts to understand how different students experience your
schools - and to take action?

Bright Spots: Who are the bright spots you need to learn from? What
are your next steps for learning?

Sites to Support: Which schools need extra support right now? What
might you do with them, not to them?

New ldeas: If your network was all commmon cause (i.e. random
variation), what new ideas might you introduce?



Individual Reflection Before Protocol

When thinking about your key metric, what would be a good
outcome? Express it as a percent/mean.

Note: Define “good” based on what would really be good, NOT
based on the current reality or what seems feasible at the
moment. Rely on your vision for our kids, not on current data.
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1. Defining “Good” (5 minutes)

The facilitator asks and
drops in the chat:

“What would your key metric look like if a school is doing well? When
thinking about your metric, what is a “good” result?”

Waterfall Chat
(1 minute)

Each person types their response into the chat. After one minute, the
facilitator cues everyone to press “enter” at the same time.

Verbal Share-Out
(4 minutes)

Facilitator invites some folks to expand on their responses. You don't
need to arrive at a shared understanding of this right now - the purpose
is just to share and notice.

2. Individual Review of Data (5 minutes)

The facilitator asks and
drops in the chat:

“Do you see any bright spots or schools who need extra support? Is the
variation all normal or is there some meaningful variation?”

Waterfall Chat
(1 minute)

Each person types their response into the chat. After one minute, the
facilitator cues everyone to press “enter” at the same time.

Verbal Share-Out
(4 minutes)

Facilitator invites some folks to expand on their responses. You don't
need to arrive at a shared understanding of this right now - the purpose
is just to share and notice.

3. Notice & Wonder (5 minutes)

The facilitator asks and
drops in the chat:

“What do you notice about the data in your chart? Stick to what you see,
and avoid interpretation at this point in the protocol. What questions
emerge for you about this data?”

Waterfall Chat
(1 minute)

Each person types their response into the chat. After one minute, the
facilitator cues everyone to press “enter” at the same time.

Verbal Share-Out
(4 minutes)

Facilitator invites some folks to expand on their responses. You don't
need to arrive at a shared understanding of this right now - the purpose
is just to share and notice.
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4. Equity Pause (5 minutes)

The facilitator asks and
drops in the chat:

“What emotions come up for you when you imagine this is your data?
What is evoking these emotions?”

Waterfall Chat
(1 minute)

Each person types their response into the chat. After one minute, the
facilitator cues everyone to press “enter” at the same time.

Verbal Share-Out
(4 minutes)

Facilitator invites some folks to expand on their responses. You don't
need to arrive at a shared understanding of this right now - the purpose
is just to share and notice.

5. Hypotheses Part 1 (5 minutes)

The facilitator asks and
drops in the chat:

“What might explain the data we see? Focus on systems and conditions,
rather than teams and individuals.”

Waterfall Chat
(1 minute)

Each person types their response into the chat. After one minute, the
facilitator cues everyone to press “enter” at the same time.

Verbal Share-Out
(4 minutes)

Facilitator invites some folks to expand on their responses. You don't
need to arrive at a shared understanding of this right now - the purpose
is just to share and notice.

6. Hypotheses Part 2 (5 minutes)

The facilitator asks and
drops in the chat:

“How do you think that data from our own system would compare to the
data in the system represented on this chart? What makes you think
that? What might you do to check your hypothesis?”

Waterfall Chat
(1 minute)

Each person types their response into the chat. After one minute, the
facilitator cues everyone to press “enter” at the same time.

Verbal Share-Out
(4 minutes)

Facilitator invites some folks to expand on their responses. You don't
need to arrive at a shared understanding of this right now - the purpose
is just to share and notice.



Understanding Variation

To misunderstand
the concepts of
common and
special causes of
variation is to
risk economic
and psychological
losses.

HERE IS VARIATION IN ALL ASPECTS OF OUR
lives. Household expenses, people’s be-
havior, stress, weight, time required to trav-
el to work, and the gas mileage of our cars
all vary over time.

There is variation among people. The ability to
perform a task, intelligence, methods of learning,
and perceptions of quality all vary from person to
person. Those things also vary over time for each
individual,

‘There is variation among institutions. Profit mar-
gins vary from company to company in the same
industry and from quarter to quarter for an in-
dividual company. Test scores for students in differ-
ent schools vary. Crime rates in our communities
change from month to month, Success rates for the
same operation vary from hospital to hospital and
from time period to time period for an individual
hospital.

We constantly make decisions in our daily lives
based partly on our interpretation of the variation
we encounter. Is it time to have the car tuned up?
Is my child's school improving? Is crime increas-
ing in my community? The decision is often based
on whether we think the variation we observe is
indicative of a change or simply random variation
that is no different from that which has occurred
in the past.

Critical knowledge for managers

One of the functions of managers is to make de-
cisions. These decisions are often based on in-
terpretation of patterns of variation in figures that
are available to them. For three months in a row,
sales arc below forecast. Do the data indicate a
trend? What action should be taken? There are
differences in the performance of the people in the
organization. Who among them needs special as-
sistance and who deserves recognition? The num-
ber of accidents has been higher than last year's
average for two months in a row. Is the company
becoming a dangerous place to work? Should new
safety procedures be instituted? Based on the pat-
terns of variation in the processes, which of the
proposals to spend capital are most likely to result
in improvement?

Managers must also interpret the implications of
variation in the external environment. Figures on
the trade balance, interest rates, inflation, the gross
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national product, and the company’s share of the
market all vary over time.

Itis vital that managers understand some of the
basic statistical concepts needed to interpret vari-
ation. Managers must be able to determine whether
the patterns of variation that are observed are in-
dicative of a trend or of random variation that is
similar to what has been observed in the past. This
distinction between patterns of variation is neces-
sary to minimize the losses resulting from the mis-
interpretation of the patterns. Typical losses
resulting from misinterpretation are:

« Blaming people for problems beyond their

control

* Spending money for new equipment that is not

needed

* Wasting time looking for explanations of a
perceived trend when nothing has changed
* Taking other actions when it would have been
better to do nothing
The concepts of common and special causes of
variation can be used to help minimize these and
other losses resulting from misinterpretation of var-
iation. The information here is directed toward
managers, but the content is useful for anyone.

Common and special causes of variation

As a starting point for understanding the con-
cepts of common and special causes of variation,
it is useful to review the notions of processes and
systems.

A process can be defined" as a set of causes and
conditions that repeatedly come together to trans-
form inputs into outcomes. The inputs might in-
clude people, materials, or information. The
outcomes include products, services, behavior, or
people.

A system is an interdependent group of items,
people, or processes with a common purpose.

Indicators of the performance of any process or
system can be identified and measured. These in-
dicators will be called quality characteristics.

For manufacturing processes, quality character-
istics such as length, width, viscosity, color, tem-
peraturc, line speed, number of accidents, and
percentage of rejected material are examples. Num-
ber of billing errors, number of incorrect transac-
tions in a bank, time of delivery, time to check out
in a grocery store, frequency of program restarts
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The run chart: a simple analytical tool
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Background: Those working in healthcare today are
challenged more than ever before to quickly and
efficiently learn from data to improve their services and
delivery of care, There is broad agreement that
healthcare professionals working on the front lines
benefit greatly from the visual display of data
presented in time order,

Aim: To describe the run chart—an analytical tool
commonly used by professionals in quality
Improvement but underutilised in healthcare.
Methods: A standard approach to the construction, use
and interpretation of run charts for healthcare
applications is developed based on the statistical
process control lterature.

Discussion: Run charts allow us to understand
objectively i the changes we make 1o a process o
system over time lead to improvements and do so with
minimal mathematical comploxity. This method of
analyzing and reporting data is of greater value to
Improvement projects and teams than traditional
aggregate summary statistics that ignore time

order. Because of its utilty and simplicity, the

run chart has wide potential application in

healthcare for practitioners and decision-makers.
Run charts also provide the foundation for more
sophisticated methods of analysis and learning such
as Shewhart (control) charts and planned
experimentation.

The skills associated with using data for

improvement vary widely among  th
working to improve healthcare. We describe

a simple analytical ool commonly used by
professionals in quality improvement, but
underurilised in healthcare—the run chart.'
For those health professionals that use run

charts, they provide a valuable source
ng for both practi-
tioner and patient. The following scenario
described by Neuhauser and Diaz’ provides

information and lear

one example of the simplicity of run charts
and their potential for wide application in
healtheare:
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Susan Co ucator at Hy

Hospital in Cleveland, Ohio. She gives out

graph paper 1o elderly diabetic patients who

cally for her patients. Each  pati

1 gets
a copy. She asks them 1o plot their blood
nect the dots

sugar measures over time, «
and bring their graphs in o small discussion

nts who share their

it dia ex self
exercise,  weight
control). Nearly every patient brings in theie
graph. The
improve their diab

majority of patients
ontrol. This hy

has made diabetes management a centr

o

its healtheare mission

The use of run charts by these patients with

of our paper—
vole 1o play in healthare

Al
now re

e professionals

ognise the value of statistical process
rol methods, applications and tols in

improving the quality of care, much of this
focus in the healthcare improvement litera-
wre is on Shewhart (control) charts and
their various derivatives (such as cumulative

summation charts and funnel plots)." Very

little has been written about the use and

application of run charts.
The run chart allows us to leamn a great deal

about the performance of our process with

mi

al mathematical complexity.
cally, it provides a simple method to determin
if a process is demonstrating non-random
patterns, what we term a ‘signal’, By focussing
on the time order that data are collected, the

run chart can be applied when traditional

methods to determine statistical significance
(ttest, chisquare, F test) are not useful.
Important uses of the run chart for improve-
ment activities include the followin
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