Quality Improvement Programs:
Hurdles to Optimizing Care

Many QI programs are subject

to missteps, but approaches that
implement QI essentials can bring
healthcare closer to realizing its potential.

By Dana Henry
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THE HEALTH RESOURCES and Services Administration
defines quality improvement (QI) as the systematic and continuous
actions that lead to measurable improvement in healthcare services
and the health status of targeted patient groups.' At first glance,
QI seems like a straightforward concept: Use practices that
improve the quality of care provided, and minimize or eliminate
those that have the opposite effect. In other words, provide
healthcare in keeping with The Institute of Medicine’s definition:
“The degree to which health services for individuals and
populations increase the likelihood of desired health outcomes

and are consistent with current professional knowledge.”




QI can confer numerous benefits:®

* Helping organizations prepare for the transition to value-based
payment models

* Allowing organizations to participate in the public reporting
of physician-quality data

* Giving organizations the opportunity to participate in federal
QI incentive programs

* Equipping organizations with the skills necessary to apply
for and complete national recognition programs

Several elements are fundamental to QI, including establishing
a culture of quality, determining and prioritizing potential areas
for improvement, collecting and analyzing data, communicating
results and committing to ongoing evaluation.’

Unlike quality assurance programs, which are reactive and
retrospective, QI programs are both retrospective and prospective.
Their purpose is to help an organization determine its status and
evaluate ways to improve.*

QI programs are used widely in healthcare. Numerous agencies
and organizations, such as the Agency for Healthcare Research
and Quality, The Joint Commission and the National Quality
Forum, are dedicated to providing better care using numerous
process improvement models such as DMAIC, FADE, Lean,
PDSA and Six Sigma (see Five QI Models).” Yet, with resources
in place, and so many QI programs being implemented, it is still
difficult for healthcare to realize its full potential.’

The Case for Improving QI

Paul Batalden, active emeritus professor at Dartmouth
College’s Geisel School of Medicine, and Frank Davidoff,
adjunct professor of The Dartmouth Institute and executive
editor at the Institute for Health Improvement, define QI as
“the combined and unceasing efforts of everyone — healthcare
professionals, patients and their families, researchers, payers,
planners and educators — to make the changes that will lead to
better patient outcomes (health), better system performance
(care) and better professional development (learning).” They
add that change-making must become an intrinsic part of
everyone’s job “every day, in all parts of the system.”

The two warn that not all changes are improvement. To avoid
pitfalls of changes that aren’t beneficial, they argue that change
should be driven by generalizable scientific evidence that is
systematically incorporated. In addition, settings in which care
is delivered need to be characterized. And, to know that
improvement is occurring, accurate and powerful measurements
of what is happening are needed.® These emphases lead to better
knowledge, but it still takes people on all levels to effect change
using that knowledge. “It is one thing to expect a specially
commissioned ‘QI team’ to be actively engaged in designing and

Five QI Models

DMAIC (Lean Six Sigma). DMAIC combines Lean
and Six Sigma to create a framework that provides a
means for assessing the value of potential Ql efforts
and an approach to executing Ql projects. The five
phases of Lean Six Sigma are define, measure,
analyze, improve and control.®

FADE. The FADE model includes several steps:
focus, analyze, develop, execute and evaluate.™

Lean. Developed by the Toyota Motor Company,
Lean focuses on the customer and determines what
the customer considers of value. In the healthcare
context, customers include patients, regulatory bodies,
payers and providers. Lean emphasizes empowering
individual employees to improve quality and expects
every individual to identify and address poor quality
and waste. Its applications in healthcare include
improving patient flow, eliminating central line infections
and removing waste from the system.™

PDSA. The PDSA cycle involves developing a plan
1o test the change (plan), carrying out the test (do),
observing and learning from the consequences
(study), and determining what modifications should
be made to the test (act). Walter Shewhart of Bell
Telephone Research Laboratories in New York developed
the concept.’®"”

Six Sigma. The Six Sigma model, which began at
Motorola, identifies sources of variation in a process
and work to reduce that variation, thus reducing
potential sources of error. Six Sigma refers to a level
of variability that is error-free to six standard deviations
of a normal distribution. That translates to a mere 3.4
errors per one million attempts. For reference, hospital
injuries operate at the three- to four-sigma level, with
about 10,000 errors per one million opportunities.
Applications of Six Sigma include efforts to reduce
medication errors, improve hand-hygiene compliance
and reduce catheter-related bloodstream infections.™

testing the many changes needed for better patient and population
outcomes, better system performance and better professional
development; it is quite another to expect everyone involved in
healthcare to do so, and do so all the time,” they write.

QI Missteps

Believing technology has all the answers. “Somewhere near
80 percent of your system’s data exists outside your EMR [electronic
medical record] or ERP [enterprise resource planning] system.
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That means operational and clinical decisions are being made
with only a fraction of the available data,” according to Conduent,
a business process services company. In short, keeping accurate
digital records is critical, but it’s not the whole story in terms of
healthcare delivery. Unstructured data, such as that which
resides in free-text or semi-structured documentation, is as

important as that found in the electronic record.”

Unstructured data capture often arises to avoid hindering the
healthcare-delivery process, according to Dan LeSueur, senior
vice president of technical operations at Health Catalyst, a data
warchousing, analytics and outcomes-improvement company
for the healthcare industry. “As a result,” he writes, “much of the
data captured in this manner is difficult to aggregate and analyze
in any consistent manner.”

Adopting a “work-harder” approach. The work-harder
approach to QI assumes employees must do more with the same
time, resources and supports. “Many recent quality improvement
initiatives have counted on the healthcare workforce, especially
staff at the point of care, to implement the desired changes,
effectively layering additional workload on an already busy envi-
ronment, complex and generally inefficient system,” write
Batalden, Christopher Hayes, associate scientist at the Li Ka
Shing Knowledge Institute in Toronto, and Donald Goldmann,
professor at Harvard School of Public Health and senior physician
at Boston Children’s Hospital."

Nurses may be required to do more work because important
(but time-consuming) steps have been added to their routines.
Tasks such as patient intake may take front office staff longer
after improved procedures have been identified and adopted. In
the work-harder model, employees have more to do and less
time to do it. Their accuracy and reliability may decrease, or
they may pay less attention to other tasks — or to patients."

Hayes, Batalden and Goldmann say there is ample evidence
that the work-harder approach leads to change fatigue, resistance,
cynicism, burnout and turnover.

Forgetting the patient. Perhaps the most important item on
the misstep list is leaving the patient out of the QI program.
Meeting the needs and expectations of patients is a central aspect
of QI. Patient safety, coordination of care within the larger
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healthcare system, and cultural competence are just a few of the
patient-oriented services that QI can address."”

Other issues. Several other mistakes can undermine QI initiatives.
Two that fall under the banner of “not all change is good
change” are reinventing the wheel and throwing out what’s
working. Additional errors include underestimating change
management, not being clear about the desired state, conflating
strategy and execution, failing to align the business and clinical
sides of the organization, waiting for government to design
change, and using a bottom-up approach.”

QI Essentials

Having strong leadership. Ronda G. Hughes, senior health
scientist administrator at the Agency for Healthcare Research
and Quality, says the importance of having strong leadership
commitment and support cannot be overstated. “Without the
commitment and support of senior-level leadership, even the
best intended projects are at great risk of not being successful,”
she says."

Peter Lachman, deputy medical director for safety at Great
Ormond Street Hospital in London, agrees. He says a new
approach to leadership is needed for successful QI. “There needs
to be a change in the mental model of leadership in which one
talks about patients as partners,” he explains. “One talks about
listen [sic] to the front line and understand what it’s like to be
on the front line.”

This requires a softening of the boundaries between differ-
ent arcas of healthcare, in particular those that typically
work in isolation. “You have to break down the boundaries
between different groups of professionals and between pro-
fessionals themselves,” Lachman says. And, to be a quality
leader, he says, one needs to understand QI methodology, as
well as how to measure and how to question. In addition,
leaders must know how to involve all kinds of people in the
QI program.”

Clearly defining the project. Good programs start with a
good sense of the problem. The problem statement should be
defined at the outset, the vision should be clear, and the project
scope should be defined. Covering these bases will allow everyone
involved to know what the goal is and what to expect. Objectives
should be clear and measurable. Deliverables and responsible
parties should be spelled out. Resources should be allocated to
ensure the project’s success."”

Including everyone in the process. Knowledge of what needs
to improve is only half of QI. The other half is involving
everyone from care providers to support staff in the process.
“Drawing everyone actively into the process of testing change,
all the time, presumes that everyone will develop a basic under-




standing of the standards of their work, as well as the skills they
need to test changes in that work,” Batalden and Davidoff write.
“Making improvement happen also requires leadership that
enables connections between the aims of changes and the design
and testing of those changes; that pays serious attention to the
policies and practices of reward and accountability; and
unshakeable belief in the idea that everyone in healthcare really
has two jobs when they come to work every day: to do their
work and to improve it.”

Other essentials. Additional clements of successful QI include
having a culture of safety and improvement, understanding the
problem and its root causes, using a methodologically sound
approach, standardizing care processes, keeping plans flexible
and recognizing that change takes time."

Better Care Is Possible

Despite the hurdles of QI, achieving better care is possible.
The best approaches to QI avoid many of the pitfalls by under-
standing what areas need to be improved before committing to
a QI program, including staff at all levels and committing to
ongoing evaluation of change initiatives to ensure they are, in

fact, beneficial.

DANA HENRY is a writer and editor in the Midwest who specializes in

science, medicine and health.
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Sponsor a child with hemophilia

It's rewarding and teaches unforgettable lessons

Facing another morning infusion, 10-year-old Andrew* looks at the picture of his beneficiary,
12-year-old Abil from the Dominican Republic, and sees Abil's swollen knees from repeated

untreated bleeds. Each time this reminds Andrew just how fortunate he is to live in a country with factor.

Become part of our world family. A sponsorship is only $22 a month!

A child is waiting for you at: www.saveonelife.net

Or email: contact@saveonelife.net




