B Quality Improvement

Quality improvement in health care:

how to do it

ABSTRACT

This article outlines the steps to success in quality improvement and explains how quality
improvement can help you, your patients and your institution. Although many tactics can be used
to drive quality improvement, some tactics deliver results that are short term and unsustainable
and that fail to embed a culture of quality improvement within organizations. Consensus is
emerging that a bottom-up approach may be better — where the intrinsic motivations of clinical
staff are harnessed to drive quality improvement. This is an ideal opportunity for clinical staff at all
levels to join in. The steps involved in quality improvement include choosing a topic, choosing tools
to measure the problem, using plan, do, study, act cycles to drive improvement, and then writing
up and sharing the project. Quality improvement projects can achieve multiple outcomes including

improved patient experience and saved costs.

DSA (plan do study act) cycles
and driver diagrams. Performance

and

innovation networks. Financial

assessment frameworks

incentives and commissioning for
quality. There are a lot of quality initiative
buzzwords out there but the range of them
can seem intimidating to the newcomer. The
language of quality improvement can also
seem opaque to beginners in the field. As a
clinician you might ask yourself what it is all
about and whether and how you should get
involved. The short answer is that you can
and should get involved, and that you do not
need a degree in improvement science to do
it. This article outlines the steps to success
in quality improvement and explains how
quality improvement can help you, your
patients and your institution.

There are a variety of ways to drive quality
improvement in health care and a number
of these have been tried in the NHS. These
include the provision of incentives to drive
quality, the use of hierarchies to ensure a top-
down approach to quality improvement, the
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use of training, or even the use of penalties to
punish institutions that fail to achieve quality
standards (Walsh et al, 2007; Vidyarthi and
Baron, 2011).

Although these tactics to drive quality
improvement can achieve results, most of
these results end up being short term and
unsustainable and fail to embed a culture of
quality improvement within organizations.
Consensus is emerging that a bottom-up
approach may be better — where the intrinsic
motivations of clinical staff are harnessed to
drive quality improvement (Ham, 2014).
This is an ideal opportunity for clinical staff
at all levels to join in.

First step: choose a topic

The first question that most people have is:
“What should I do a quality improvement
project on?” While it might be tempting
to seize on the most immediate thing that
comes to mind, it is worth taking some
time to think this through. The best quality
improvement projects are ones that achieve
multiple outcomes — perhaps better access
to care, improved patient safety and saved
costs. This might seem ambitious but it is
achievable.

It is worth talking to fellow team members
(ideally interdisciplinary team members)
to find out what quality improvement
projects would be important to them. It is
also worth considering asking patients and
involving them in the process (Mulley et al,
2012). Ultimately, the purpose of quality

improvement is to deliver improved care for

patients so it makes sense to involve them
from the start. It is also worth talking to
senior clinical leaders at the institution and
to ensure that quality improvement projects
are aligned with institutional needs. For
example, if a hospital has a problem with
falls or delayed discharges, then these should
be the subjects for quality improvement
initiatives. This will result in more
worthwhile outcomes and will also ensure
that the project will receive recognition
among senior clinical managers.

Once you have decided on a topic, it is
worth spending time thinking through the
nature of the problems that might need to be
improved. It will be worth thinking what is
causing the problem that needs to improve,
what interventions might help and what
interventions have been tried in the past—on
this specific problem and on other equivalent
problems in other contexts. This may require
a literature search and some initial reading
before starting off.

Second step: choose tools

The next step will be deciding what tools to
use to measure the problem and to continue
to measure it over time to see the effect of any
intervention. Tools that measure processes or
outcomes may be used — depending on the
problem and the context. It is best to use
a tool that has been used before and that
has been evaluated for its reliability and
validity. Sometimes multiple measurements
of multiple processes or outcomes will be
necessary.

Then it will be time to decide on the
intervention or interventions that will
be used to improve quality. These may
be educational, clinical or management
interventions or a combination of these.

Third step: use PDSA

Next it will be time to start. Rather than
take a measurement, make an intervention
and then wait for months to see if there is
any change, it is better to work in much
shorter and faster cycles — so-called PDSA
cycles. PDSA stands for plan, do, study, act
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— the idea is to plan an intervention that
will bring about change, carry it out, check
to see if there have been any effects and then
adjust the intervention if need be to drive
further change. Once the first PDSA cycle is
carried out, it is time to start on the second
one and move on from there. Sometimes
multiple PDSA cycles will be needed. This
should not be seen as a sign of failure but
rather an opportunity to build continuous
on-course correction and improvement into
the process.

It is important to assess the impact of
the various interventions as you go and
also to ensure that the observed outcomes
are actually caused by the intervention. It
is a good idea to keep a run chart to see
how things progress over time and to make
this simple and visible — so that all team
members can see it. A run chart enables you
to plot the outcome against time (Figure I)
— which might show, for example, that the
number of pressure ulcers has fallen over
time as the result of a quality improvement
project. Much of the data that emerges will
be quantitative; however, it may also be
worthwhile gathering qualitative data to help
understand how and why things go wrong
or start to improve.

Formal approval from a research ethics
committee is not usually required for a
quality improvement project as quality
improvement is not research. However,
quality improvement should still be carried
out to high ethical standards, including

ensuring it is independent of external funders
and declaring any competing interests.

Fourth step: write up your project
The next step is to write up the quality
improvement project and share the results
with colleagues in the department and
across the institution. It is also worthwhile
getting the report published. When
writing up the project it is best to do this
according to SQUIRE (2015) guidelines.
SQUIRE guidelines ‘provide a framework
for reporting new knowledge about how to
improve healthcare.” They are the equivalent
of CONSORT criteria for randomized
controlled trials.

Writing up the project is a good
discipline but it can also lead to other
benefits such as the sharing, dissemination
and reproduction of good ideas. All too
often quality improvement projects are
carried out in a hospital and never shared
outside the institution. Other institutions
then start from scratch rather than building
on the achievements of others. Another
vital component is to ensure that the new
improved processes become embedded
within the institution, so it is worth
considering how new changes can become
part of regular and normal interdisciplinary
work flows so that it will be impossible to
slowly revert to old ways of doing things
without anyone noticing.

Quality improvement is designed to
overcome problems experienced by other

Figure 1. An example run chart. PDSA = plan-do-study-act.
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approaches in the past — for example audit.
One problem with audit is that all too
often an audit is not followed up with a
plan for action. In addition, audit cycles are
frequently not completed so no one knows
whether the intervention has had any effects.

If you are a beginner to quality
improvement, then there are many sources of
support available including resources on the
Institute of Healthcare Improvement website
(www.ihi.org/education/ihiopenschool/
Pages/default.aspx), on the Royal College of
Physicians website (www.rcplondon.ac.uk/
projects/learning-make-difference-ltmd)
and on the BM] Quality website (www.
replondon.ac.uk/projects/learning-make-
difference-ltmd).

It is important to ensure that your clinical
or educational supervisor is involved and
engaged with the project. Some quality
improvement projects require widespread
change to succeed and you might need senior
colleagues to ensure that cross-departmental
and interdisciplinary changes actually
happen.

If these are the basics of quality
improvement, then what can make your
quality improvement project stand out at a
local, national or even international level?
The simple answer is that the more outcomes
that it achieves which are important to a
range of different stakeholders, the more
likely it will stand out. These outcomes
might include patient experience, access or
cost. Of all these outcomes cost savings are
perhaps the most challenging to achieve,
although significant cost savings are possible
(Dvretveit, 2009; Institute of Medicine,
2013). One caveat is that the intervention
itself needs to be costed and the project must
demonstrate higher savings than the cost of
the intervention.

Practical examples of how quality
improvement projects can deliver change
and save costs are outlined in Figure 2.

Conclusions

Quality is likely to be a watchword in the
NHS over the next decade. If it is to achieve
its potential then all staff will need to get
involved to deliver benefit for patients and
institutions. BJHM

Figure 1 is reproduced from Pratap et al (2012).
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Figure 2. Cost savings from various quality improvement projects.

Length of stay

In a quality improvement project Shabbir et al (2015) instituted simple ward-based initiatives

to reduce unnecessary in-hospital patient stay. This resulted in a reduction in length of stay for
those patients requiring a social care package from 46 days to 16 days. This was achieved in a
28-bed general acute ward, affecting an average of 10 patients per month. At a cost of £225 per
day this delivered a notional saving of £6750 for each patient or £67 500 per month for this ward

alone.

By introducing a multidisciplinary patient pathway and clerking pro-forma for patients
admitted with hip fractures, Chamberlain and Pugh (2015) delivered a 2.5-day reduction in length
of stay. At £303 per day, the savings delivered by the programme equated to a notional saving of
over £90000 if applied to all 120 admissions in a year.

Pressure ulcer prevention

In a simple quality improvement project, Cullen Gill (2015) reduced the incidence of hospital-
acquired pressure ulcers in intensive care by using recognized and evidence-based methods.
The outcome was not costed, but every pressure ulcer prevented means significant savings for
the NHS. According to the National Institute for Health and Care Excellence (2014) ‘the daily
costs of treating a pressure ulcer are estimated to range from £43 to £374. For ulcers without
complications the daily cost ranges from £43 to £57.

Handover

In another study Walton and Munro (2015) set up a new, multidisciplinary, team-based handover
meeting, which improved the quality of handover and significantly reduced the length of the
handover meetings. This would save resources by freeing up the time of key staff who are

involved in handover.

Chamberlain M, Pugh H (2015) Improving
inpatient care with the introduction of a hip
fracture pathway. BMJ Qual Improv Rep 4(1):
u204075-w2786 (doi: 10.1136/bmjquality.
u204075.w2786)

Cullen Gill E (2015) Reducing hospital acquired
pressure ulcers in intensive care. BMJ Qual
Improv Rep 4(1): u205599.w3015 (doi: 10.1136/
bmjquality.u205599.w3015)

Ham C (2014) Reforming the NHS from within:

beyond hierarchy, inspection and markets. www.
kingsfund.org.uk/publications/reforming-nhs-
within (accessed 16 February 2016)

Institute of Medicine (2013) Best care at lower cost:
the path to continuously learning health care in
America. www.nap.edu/read/13444/chapter/1
(accessed 15 January 2016)

Mulley A, Trimble C, Elwyn G (2012) Patients’
preferences matter: stop the silent misdiagnosis.
www.kingsfund.org.uk/publications/patients-

BRITISH JOURNAL OF

HOSPITAL
MEDICINE

preferences-matter (accessed 15 February 2016)

National Institute for Health and Care Excellence
(2014) Costing statement: Pressure ulcers.
Implementing the NICE guideline on pressure
ulcers (CG179). www.nice.org.uk/guidance/
cg179/resources/costing-statement-248688109
(accessed 26 February 2016)

Ovretveit ] (2009) Does improving quality save money.
A review of evidence of which improvements to
quality reduce costs to health service providers. The
Health Foundation, London

Pratap JN, Varughese AM, Adler E, Kurth CD (2012)
Getting started with the model for improvement:
introduction and understanding variation. Br
J Hosp Med 73(12): 701-5 (doi: 10.12968/
hmed.2012.73.12.701)

Shabbir A, Wali G, Steuer A (2015) Four simple
ward based initiatives to reduce unnecessary
in-hospital patient stay: a quality improvement
project. BMJ Qual Improv Rep 4(1):
u208974-w3661 (doi: 10.1136/bmjquality.
u208974.w3661)

SQUIRE (2015) Revised Standards for Quality
Improvement Reporting Excellence. SQUIRE
2.0. www.squire-statement.org/index.
cfm?fuseaction=Page.ViewPage&PagelD=471
(accessed 25 February 2016)

Vidyarthi AR, Baron RB (2011) Financial
incentives for residents and fellows: a disruptive
innovation to drive quality improvement.

Acad Med 86(11): 1338 (doi: 10.1097/
ACM.0b013¢3182308df0)

Walsh K, Rafiq I, Hall R (2007) Online educational
tools developed by Heart improve the knowledge
and skills of hospital doctors in cardiology
Postgrad Med ] 83(981): 5023 (doi: 10.1136/
pgm;j.2007.059501)

Walton H, Munro W (2015) Improving the quality
of handover by addressing handover culture and
introducing a new, multi-disciplinary, team-
based handover meeting. BM] Qual Improv Rep
4(1): u206069.w2989 (doi: 10.1136/bmjquality.
u206069.w2989)

Quality improvement projects

BJHM is encouraging the publication-and dissemination of findings
from quality improvement projects undertaken in a hospital setting.

Sensory neuronopathy as a possible

linked with pancreatic cancer

These should follow the Squire guidelines (http://squire-statement.
org/assets/pdfs/SQUIRE_guidelines_table.pdf). The article should

Sensory neuronopathy as a possible

linked with pancreatic cancer

be no longer than 1800 words with up to two figures or tables and a
maximum of 10 references. There should be no more than 4 authors
and a statement of contribution for each author should accompany the
submission. All submissions should also include ethics form A confirming
exemption from ethics submission — this form should be obtained locally

from the authors’ local research and development or audit office.

Full details for submission are available from the BJHM website
at www.magonlinelibrary.com/pb/assets/raw/qip_auth.pdf
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