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NQPS@hse.ie for more detailed information on the terms and conditions of use.

Quality Improvement Guide and Toolkit 2


mailto:NQPS@hse.ie

Bl Table of Contents

READER INFORMATION ....emettimiiissssssmmmssssnsssmmmsssssssnmmmsssssssmmsssssssssnssssssssssnenans 1

INTRODUCTION

UNDERSTANDING QUALITY IMPROVEMENT

What is Quality?............iiiiiiiiiiiineeccc e s s s s s s s s s s s s s s ssss s s s s s e e e e e e s e nnnnnnmmmmm s s s s nnnan 7
What is Quality Improvement? ... eeciisssisinnnsnsssssssss s s s s s s s 8
HSE Framework for Improving Quality ......ccccccccceiiimmmmiiiiiiec s sssss s s s s mmsssssnenns 8
Quality Improvement Leadership ....ccccceceeeeiniiiiiisinniinnssssssscsssssssssssssssss s s s s s ssssssssssssssssss 10
Quality Improvement Project in 6 Steps .......cceeeerirrimmmcssisssnssessssssssnsmssssssesnnmssssssssnnnnnss 10

STEP 1: IDENTIFY THE QUALITY ISSUE

1= = Tox a= W Fo] o] o o] gl [ T 0 1Y7=T 0 01T o | P 12
Does it address one of the Domains of Healthcare Quality? ..........cccovmeiiiiiiiiiiiee. 12
Problem Statement .........coo o ——————————— 12
Top Tips for Problem StatemMeEnts ... 13
TOOL 1: PROBLEM STATEMENT TEMPLATE ... 14
Identify and Engage Stakeholders........cccimmmmmmmmmmmmmmmimmmmsssnssssssssssssssssssssssennnnnnns 15
€= 1= T [0 [=T gl Y/ = o P 15
TOOL 2: STAKEHOLDER MAP ...ttt ettt e s e e e e e e e e aaaaaaaaeeeneeaean 17
1= 12 a o] Lo =T g Y F= £ £ O 19
TOOL 3: RACH MATRIX. ..ttt e e e e e e e e s e s e s e e e et e e e e e e e aaaaaaaeeeeseanannn 19
(o)1= T o2 g o =g (Y PP EPPPPR 21
TOOL 4: PROJECT CHARTER.......eeeeteeeeeeeeeeeee et e e e e e e e e e e e e e e e e 21
How to create a FisShbone Diagram ..........eeeieeeiiieiiiiiiii e 25
Top Tips for FIShDONE DIiagrams ... et e e e e e eeeeeee 25
TOOL 5: FISHBONE DIAGRAM ..ottt e e e e e e e e e e e e e e e e e e e 26
An example Of the 5 WRYS ... e e e e e e e e e e eeeenees 27
TOOL 6: 5 WHYS TEMPLATE ...ttt e e e e e e e e e e e aaaaaeeaaeeeenan 28

Quality Improvement Guide and Toolkit 3



SWIM Lan@ DIagram .....cooee oottt e e e e e e e s s e snne e e e e e e e e nnneneeaeean 30
] o R ] oS30 (o) gl d (e Yot =Xt 1V, F=1 o 011 o [ 31
TOOL 7: PROCESS MAP GUIDE ..o 32

STEP 3: DEVELOP A STRATEGY & CHANGE IDEAS

The Model for Improvement..........cciiimmiiiimeinnss s nnsssennnss 33
Question 1: What are we trying to accomplish? ........ccssisicssnsnninnsssse s, 34
Understanding Aim STatements ... ..o e e e 34
Global AIm StateMENTS ... 34
SMART AImM STAtEMENTS ... e e e e e e s 34
TOOL 8: SMART AIM STATEMENT ...ttt e e e e e e e e 35
Top Tips fOor AImM SEateMENTS......uueieiiieeeeeeee e 36
Question 2: How do we know that a change is an improvement? .......cccoceeeeeeeeennnnen, 36
Family Of MEASUIES .......coeeeeeeeeeeeceee et e e e e e e e e e e e e et e e e ea e aaeeeeeeeeeeeeeeennens 37
Question 3: What change can we make that will result in improvement?.................. 37
)Y DI T=To | = o IO PPPRRPPPPPPP 37
Benefits of Driver DIagramsS ........... oo e e e e e e e e e e e e e e e e e e eenenes 38
Driver Diagram EXAmMPIE ...ttt e e e e e e e e e e e e e 39
TOOL 9: DRIVER DIAGRAM. ..ottt ettt e e e e e e s e e e e e 40

STEP 4: MEASUREMENT FOR IMPROVEMENT

Data Collection: How you Know the Change is an Improvement?..............ccccovviiinnnnns 41
Top Tips for Data ColleCHION.........uuueeeiieeee e 42
TYPES OF IMEBASUIES ...t e et e e e e e e e e e e e e e e e e eneeens s e e eaeaeas 42
BaSeliNg Data .......ccooiiiiiiiiiee e 43
Planning Data Coll@CHION.......cooa et nnr e e e e e 43
TOOL 10: MEASUREMENT PLAN ..ottt 44
Variation .......ccciiiiiiiiiii s a——_. 46
Data Presentation .......ccccimeeeeemeeeeiiiiinnnnnnsssssssssss s s s s s s s s s ssssssss s 47
RUN CRAIES ...ttt e e e e e e e e e e e e e e nn e e e e e e e e e nnnneeeeeeananns 48
TOOL 11: RUN CHART .ttt e e e s e e e e e e e e e enn e e e e e nes 49

Quality Improvement Guide and Toolkit 4



STEP 5: SMALL SCALE TESTING

PDSA Cycles/Tests of Change..........cccuuuiimmmmmmmmmmmmmmmnmmsssssssnssssssssssssssssssssssssssssnnne 54
Plan: Plan how you want to test the change...........ooo i 55
DO: Carry OUL the TeSt ... 55
Study: Reflect on what you have learned ... 55
Act: Use what you have learned to plan your next Step .......cccceveeeiiiiiiiieiiiiiiiieee e 56
o] o T o ST e gl IS = 56
TOOL 12: PDSA TEMPLATE ...ttt et e e e e e e e e nne e e e neas 57

Sustainability .......cciciiiirirerr e ——————————————— 58
TOOL 13: SUSTAINABILITY CHECKLIST ...ttt 59
S o (Y- Lo S 60
TOOL 14: SPREAD CHECKLIST .....eiiiiitiee ettt s e e e 61
The IHI Readiness for SCale TOON ......ccoii it 62
The “Seven SPreadly SiNS” ... ... e e e e e e e e e e e e e e e e eanas 62
R = [0 64

Quality Improvement Guide and Toolkit



Introduction

Welcome to the Quality Improvement Guide and Toolkit. This guide explains a number of
quality improvement methods and approaches used in health care and the theory behind them.
It also contains quality improvement tools to help you design and deliver a quality improvement
project.

This toolkit can be used in conjunction with the following HSE resources:
e Framework for Improving Quality in our Health Service
e Quality Improvement Knowledge and Skills Guide

e Quality Improvement Terms and Concepts Used in the Irish Healthcare Setting

The following e-learning programmes are all available on HSeLanD:

¢ Introduction to Quality Improvement
e Foundation in Quality Improvement

e Working as a Team for Improvement

Sustainable

_ Person
Equitable Centred

For the purpose of this document, the term ‘patient’ means a person who
uses health and social care services. This term also applies to ‘service users’,
‘clients’, ‘carers’ or ‘families’ where appropriate.
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Understanding Quality Improvement

What is Quality?

Quality of healthcare is defined in many ways by different healthcare systems. One of the most
widely accepted definitions is where quality is broken down into seven domains, adapted

by the Royal College of Physicians from the Institute of Medicine, USA (Royal College of
Physicians, 2011).

Safe - Making sure that the care we give does not cause harm to patients.

(ro i~

Effective - Offering evidence-based treatments to those who will benefit, avoiding
unnecessary or ineffective treatments.

Person-centred - Are we considering what is important to each individual in our care?

(> Rlco

Timely - Reducing delays that can be frustrating or even harmful for both patients and
healthcare providers.

Efficient - Providing good value by avoiding waste.

Equitable - Providing the same high-quality care to everyone.

(N Ro R

Sustainable - The capacity of a health service to deliver healthcare over time, with
consideration to future generations.

The original domain model was developed by the Institute of Medicine in the USA and had the
first six domains (safe, effective, person-centred, timely, efficient and equitable). In recent years,
however, the seventh domain of sustainability was put forward by the Royal College of Physicians
UK. Sustainability is described as a characteristic of healthcare which must run through and
moderate other domains, extending the responsibility of health services to patients not just today
but in the future. This additional domain has the potential to harness the growing QI movement to
shape a more sustainable health service, while improving patient outcomes (Mortimer et. al., 2018)

Each domain significantly affects the quality of care and serves as an operational framework for
quality improvement. Focusing on these domains can improve the quality of services, reduce
errors, and provide the same efficient and effective service throughout Ireland that puts the
person at the centre. By understanding the importance and impact of each domain, healthcare
providers can consider the impact of their decisions on healthcare quality, enhancing the
experiences of health service users and sustaining improvements.

The domains of quality are versatile and can be applied across all areas and settings within
an organisation, including clinical and non-clinical roles like administration and catering. They
serve as a framework for evaluating and improving service quality and can also be used to
gather patient feedback.

Regularly evaluate your services against these domains of quality. If a service falls short in any
domain, it indicates a need for improvement. Often, shortcomings in one domain correlate with
issues in others. You can initiate a QI project to investigate why they fall below standards and
then test your change ideas to make improvements.

Quality Improvement Guide and Toolkit



What is Quality Improvement?

Quality Improvement (Ql) is the combined and unceasing efforts of everyone (including
healthcare professionals, patients and families) to make changes that will lead to:

BETTER BETTER CONTINUED development
patient outcomes experiences of care and supported staff

v v v

(Framework for Improving Quality (HSE, 2016) (adapted from Batalden, Davidoff Quality Safety
Health Care 2007).

Ql is a data-driven approach that involves identifying problems, analysing them, and
implementing solutions to prevent them from recurring. It involves the use of a systematic and
coordinated approach to solving a problem using specific methods and tools with the aim of
bringing about a measurable improvement within a health care setting.

(Quality Improvement Made Simple, The Health Foundation, 2021).

Before embarking on a QI project, it is important to have a clear understanding of what QI
in healthcare is. Understanding the theory behind Ql is important in steering our QI projects
towards sustainable success.

QI equips subject-matter experts in their fields with a tried and tested methodology to test
hypotheses in their specific, real-world environments, enabling them to implement significant
and impactful changes.

Ql is important in all industries but essential in healthcare, where it can lead to better patient
outcomes.

HSE Framework for Improving Quality

The HSE Framework for Improving Quality (HSE, 2016) was developed to provide a strategic
approach to improving quality at all levels, from the front line to national level. It aims to foster a
culture of quality, which continuously seeks to provide safe, effective, person-centred care. It is
orientated towards quality and safety, to improve patient experiences and outcomes, diverting
the planning and delivery of healthcare away from crisis management to proactive service
improvement.

The Framework comprises six drivers, which give a structured approach to improving service
quality.

Quality Improvement Guide and Toolkit 8



Leadership
for Quality

Person & Family

Engagement

A Culture of

Person Centred
Governance Quality Care
for Quality e Continuously

Improves

Use of
Improvement

Measurement
for Quality Methods

Focusing on one of the drivers alone will not yield the desired effect for improvement. The
collective synergy of all drivers fosters an environment for improvement and propels the
acceleration thereof. This framework has played a pivotal role in the success of the QI projects
and programmes.

We would encourage you to familiarise yourself with the Framework for Improving Quality in
conjunction with this QI Guide and Toolkit, in order to design and deliver your QI project.
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Quality Improvement Leadership

While this QI Guide and Toolkit was designed to provide a resource to individuals and teams
who wish to implement a QI project, a critical component of QI project success is local
leadership and continuous support. Obtaining and sustaining appropriate leadership support
must be a priority of the QI project team.

( \

Leadership is the foundation stone for improvement. Improvement in care is faster when
leaders are engaged and where leadership for improvement is explicitly implemented.
Leadership fosters a culture of continual learning and improvement: a culture that ensures
patients are always at the centre of care planning and delivery and where staff are
supported to deliver the care they aim to deliver - safe, effective and compassionate care.

Leaders are critical for owning and expanding quality improvement approaches, and
providing the needed energy for implementation and scale up. Board members, senior
leaders, managers and clinical leaders must seek out and obtain all opportunities

to visibly demonstrate their commitment to building a culture of quality, actively
demonstrating the values of the service, regularly listening to patients and staff, seeking
evidence of the quality of our services.

Leaders have the opportunity to be more than cheerleaders for improving quality of care;
they can be active participants. Leaders are critical to set improvement goals and then:
1) equip staff with the capacity and capability to reach those goals, 2) build management
structures and aligning systems to support improvement, and 3) create a culture that
promotes innovation and problem-solving (Boguslavsky et. al., 2019).

Quality Improvement Project in 6 Steps

In this QI Guide and Toolkit, we outline six steps to implementing a Ql Project. We recommend
starting with the first two steps in order — Step 1 and then Step 2 - to identify the quality issue
at hand and to understand the problem you wish to address.

Steps 3 through 5 are not quite as linear, and we recommend reading the information and tools
in these three steps together as you may need to flow between the three steps simultaneously.
For example, you may develop a strategy and change idea (Step 3), but when your team
begins to identify measures to collect (Step 4), you might realise you need to go back to Step 3
and update the project’s aim statement to reflect the data you plan to collect. Likewise, Small
Scale testing (Step 5) may need regular reflections on data measures and new change ideas for
testing, so going a step or two “back” is necessary.

Quality Improvement Guide and Toolkit 10



“There are many different paths

to successful, sustained quality
improvement. However the unifying
features ... are an ability to address
multiple challenges simultaneously
and to adapt solutions and strategies

to the organisation’s own context.”

(Bate et. al. 2008)
STEP 4

Measure for
Improvement

STEP 3
Develop a
Strategy &
Change Idea
Understand
the Problem
STEP 1
|dentify the

Quality Issue

STEP 6
Sustain &
Spread
STEP 5
Small Scale
Testing
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Step 1: Identify The Quality Issue

Select a Topic for Improvement

To start your journey through Ql, you will need to begin by identifying the
issue you want to improve. It is important to choose something that has an
impact, ensuring that your efforts lead to meaningful improvements.

Ideas for the QI project come from various sources, including (but not limited to):

Audit Compliments

Performance Complaints
data

Observation

Scientific
Evidence

Does it address one of the Domains of Healthcare Quality?

Once you have chosen your focus area, the next step is to determine if it genuinely constitutes
a quality issue. This involves examining whether your topic aligns with one of the seven
domains of healthcare quality.

Problem Statement

A problem statement is a concise summary written at the beginning of a project to ensure everyone
involved is aware of what the project is about. These statements influence team engagement,
ensuring everyone understands the issue that requires resolution. Problem statements are
typically one to two sentences long and answer the question, “What issue needs to be addressed
and why?” It should be clear to anyone reading it that there is a need for action. It is also important
to note that it should not suggest solutions or root causes. Once identified, share the statement
with stakeholders for clarity. The problem statement is a reference point throughout your project
to maintain momentum and engagement.

Involving your project team in identifying the problem and writing the problem statement is
important. Data is essential in understanding your problem. Data serves as evidence, grounding
the problem in reality rather than subjective opinions. You can use existing data or collect data on
the process you want to focus on.

Quality Improvement Guide and Toolkit 12



Once you have defined the problem, you can formulate the project’s aim. The aim
complements the problem statement by outlining the intended outcomes of identifying the
problem. For further details, refer to our ‘SMART aim’ section of this Guide.

s

Top Tips for Problem Statements

¢ |t should contain the context of the problem.

¢ ltis a clear description of the issue(s).

¢ |t outlines the problem and essential details about it.

¢ |t states the project’s relevance, justifying the importance of the issue
and its value to stakeholders.

¢ |tis concise (one to two sentences)

¢ ltincludes the impact on those receiving or delivering care.

Quality Improvement Guide and Toolkit 13



TOOL 1: PROBLEM STATEMENT TEMPLATE

Use questions 1-4 to facilitate group discussion about the problem that your team is trying to
address. Use the answers to develop a problem statement in section 5.

1. WHAT IS THE PROBLEM YOU ARE TRYING TO ADDRESS?

2. WHAT KIND OF DATA DO YOU NEED TO PROVE IT IS A PROBLEM?

3. WHAT DOES FIXING THE PROBLEM SOLVE?

4. WHAT ARE THE CONSEQUENCES OF NOT FIXING THE PROBLEM?

5. PROBLEM STATEMENT:

REMEMBER - A good problem statement will:
/ Focus on only one problem

\/ Be clear and concise (1- 2 sentences)

\/ Represent a solvable problem but not offer solutions

Quality Improvement Guide and Toolkit 14



Identify and Engage Stakeholders

Every successful improvement project requires the involvement of many people, including
stakeholders within your organisation, people directly involved in your team, the people your
project will affect and patients and family.

Stakeholders can be patients, carers, staff, service providers, or anyone who might be
affected by or have an influence on your improvement project. They could be within or
outside your organisation and have the potential to positively shape your project through their
decisions or experiences.

Stakeholders may include:

+ Patients, families and carers
* Project team members

* Project sponsors

+ Executives

+ External agencies

Successful projects largely depend on robust stakeholder relationships. Maintaining clear
communication about deadlines and timelines, offering support, and actively listening to
concerns are critical.

Different stakeholders will require varied levels of engagement. Key stakeholders, in particular,
have significant influence and authority in supporting and steering the success of a project.

Stakeholder Map

A stakeholder map is a visual tool to identify and understand people and/or teams who are
involved directly or indirectly with your improvement work, as well as their evolving level of
influence on and reaction to the project. Analysis of the map helps you to identify and engage
with stakeholders more effectively, and determine where you need to concentrate building
your coalition/agency to work with you in your improvement efforts.

We’ve provided a sample Stakeholder Mapping Tool to guide you in this work (See Tool 2:
Stakeholder Map).

Use the high/low axis to guide how you plot both internal and external stakeholders in the
relevant quadrants of the map.

The Y axis denotes level of interest — the extent to which individuals or groups have an interest
in the outcome of the project.

The X axis denotes level of influence — the extent to which individuals or teams are able to
influence others, both formally and informally.

Stakeholders are plotted on the map depending on how they fall on these two metrics. The
map can then be used to make decisions regarding engagement with the stakeholders,
including the frequency of their meetings or how much information they are given about the
project to meet their needs.
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Tips for Stakeholder Mapping:

Engage your full project team in mapping stakeholders

Start with the willing

Include the usual and not-so-usual suspects

Don’t forget about what committees/groups need to see your proposal
Including the voice of the patient is critical

Build your own network

DN ND N D NN

Engage directly with your stakeholders on how they might feel about and react to this
improvement work, and how they would like to be involved

Quality Improvement Guide and Toolkit 16



TOOL 2: STAKEHOLDER MAP

Instructions for use:

+ Create a list of stakeholders. These can be individuals and/or groups, depending on your
project.

+ Plot them onto the template, assessing each one along both axes. The y-axis measures
the level of influence from low (bottom) to high (top), or how much the stakeholder can
influence the project. The x-axis determines the level of interest from low (left) to high (right),
or how much the project outcome impacts the stakeholder.

+ The position of an individual or group may change throughout the project cycle, so check
back and update your Stakeholder Map at regular intervals.

High
()]
(&)
e
O
=
—
IE
Y
(o]
)
>
()]
—
Low

Low High

Level of Interest

Quality Improvement Guide and Toolkit 17



Then use the chart below from the Health Service Change Guide (2023) to analyse your
Stakeholder Map, and understand how best to engage with your project stakeholders.

HIGH

FON3INTANI

Identify and address
their needs

Low interest/high influence

Engage and consult on
interest areas

Try to increase level of interest

Aim to move to right-hand box

Monitor
Low interest/low influence

Inform via general

Keep fully engaged
High interest/high influence

Key players -
focus efforts on this group

Involve in leadership
and setting direction

Engage and consult
at all stages

Increase engagement

High interest/low influence

Possible advocates/supporters

communications, newsletters,
website, mail shots, etc.

for the change

Keep informed and consult on

Aim to move to right-hand box interest areas

Citizens and service users often
fail into this category - take steps
to increase their influence by
empowering them to be involved

and to become active citizens

LOW ﬁ HIGH

INTEREST

LOW

Adapted from: Eden and Ackerman (1998: 122) {103}; Bryson, J.M. et. al. (2011) {40}
People’s Needs Defining Change - Health Services Change Guide
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Stakeholder Analysis

As well as Stakeholder Mapping, another way to analyse your stakeholders’ roles and impacts
is through the RACI model, a commonly used framework in stakeholder analysis. RACI stands
for Responsible, Accountable, Consulted and Informed. It helps clarify stakeholders’
specific roles and responsibilities concerning tasks or processes.

The RACI matrix is a structured method that helps clarify roles and responsibilities in a project.

Responsible

These individuals or groups are the ‘doers’ of the task.
They carry out the necessary actions to complete the task.

Accountable person determines the level of responsibility, and it can be shared
or delegated.

Accountable

This is the person with ultimate accountability or authority over the task.

They have the final say in approving or disapproving the result

There should be only one accountable person for each task, and this role cannot be
delegated.

Consulted

These stakeholders provide essential input and are consulted before a final decision or
action is taken.

This role involves two-way communication.

Individuals in this category must be informed of decisions and actions taken.

This usually involves one-way communication.

We have provided a template for a RACI template (see Tool 3, RACI Matrix) that can be used to
ensure that all tasks are accounted for and that the project runs smoothly.

TOOL 3: RACI MATRIX

Instructions for use:
+ List all tasks needed for the project in the first column.
+ List all project roles across the top row of the matrix.

+ For each task, assign RACI codes to the roles. Only one “A” per task, but
multiple “Rs” are allowed.

Review the matrix with your team, adjusting as needed.

Distribute the matrix to everyone involved in the project. Use the matrix to clarify roles and
resolve any confusion during the project’s duration.

Quality Improvement Guide and Toolkit
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RACI Matrix

A (Accountable): Who is ultimately accountable and has the final say?

C (Consulted): Who will provide input or feedback?

Quality Improvement Guide and Toolkit 20



Identify Your Project Team

When identifying your project team, involving those impacted by the proposed change is vital.
Ensuring their involvement from early on can help with buy-in and support for change and the
sustainability of your project.

A project team includes individuals and organisations actively involved in the project or those
whose interests might be affected by the project’s execution or successful completion.

Every project requires a sponsor, typically a senior manager, who is crucial in aligning the project
with organisational needs. Sponsors, acting as key stakeholders, facilitate meetings, review
progress, and help overcome any barriers, thus ensuring the engagement and support of the staff.

Patients, families and caregivers offer indispensable insights based on their first-hand
experiences with the service and can highlight significant opportunities for improvement that
might otherwise be overlooked. Engage with staff to identify those who are representative of
your patient population and involve these individuals in specific projects where their input can
be most beneficial. If integrating their direct participation in your project team is not an option,
be sure to collect their feedback through methods like surveys and focus groups.

Project Charter (-

When your project team first meets, developing a project charter is useful. v -
A project charter is a shared document that outlines the project’s purpose,
objectives, scope, and key stakeholders.

Quality Improvement Guide and Toolkit 21



TOOL 4: PROJECT CHARTER

Use the following template to create your project charter. Use the prompts to answer specific

questions about the project.

1. Project Name: 2. Project Lead:

3. What are we trying to accomplish?

Problem statement: (See Step 1: Identify the Quality Issue )

SMART Aim: (See Step 3: Develop a Strategy & Change Ideas)

We will increase / decrease: (outcome)
from: (baseline %, rate, #, etc.)

to: (future state %, rate, #, etc.)

by: (date, e.g. 3-6 month timeframe)
in: (Population impacted)

4. How do we know that a change is an improvement?
(See Step 4: Measurement for Improvement)

Process (Are the parts of the system performing as planned?)

Outcomes (What is the impact or result for the service user or other stakeholders?)
Balancing (What else might happen as a result of the changes that have been made?)

Quality Improvement Guide and Toolkit
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5. What changes can we make that will lead to improvement? How will this be done?

PDSA cycles.

Include change ideas from your Driver Diagram, as well as initial activities and ideas for

6. Project Timeframe

reports.

Indicate how long you expect the project will run. Include high level milestones, if possible,
e.g. the expected dates when the team will be able to provide interim and final project

7. Project Team

Role

Name and Job Title

8. Other resources required (e.g. space, people, time, training)

Quality Improvement Guide and Toolkit
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9. Project Risks

Outline some of the principal project risks. A project risk is an event that may or may not
occur during a project, but would impact the project should it occur.

10. Project Governance

Briefly outline the reporting and governance arrangements for the Project. Clearly indicate
who the Project Team is reporting to, and if this is different from the Project Sponsor.

11. How do you plan to share the learning and results of the project?
(See Step 6: Sustain & Spread)

Approval

Agree to proceed: Yes D No D

Decision:

Head of Department/Line Manager:

Date:

Quality Improvement Guide and Toolkit
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Understanding the problem is essential for a successful quality
improvement project. By carrying out a thorough analysis of the problem,
we can identify all possible causes. Without this crucial step, teams risk merely skimming the
surface, addressing only the visible symptoms rather than the root causes, often leading to short-
lived or unsuccessful improvements.

Analysing a problem should be done as a team. Working together on cause-and-effect analysis
helps everyone understand the issue better, brings together different ideas, and sets the stage
for strong solutions. This team effort is key to identifying the main problems and combines
everyone’s knowledge and experiences.

In this section, we look at three tools for analysing a problem or opportunity:

1. Fishbone Diagrams: A visual tool for identifying and categorising potential causes of a
problem.

2. 5 Whys: A technique for drilling down to the root cause of a problem through iterative
questioning.

3. Process Mapping: A method for visually documenting the steps involved in a process to
identify areas for improvement.

Each tool offers a unique lens through which to examine and understand problems, and we
will explore them in greater depth in the following pages.

A fishbone diagram, also known as a cause and effect

diagram, can help brainstorm a problem and sort ideas into Fishbone Diagram
functional categories. A fishbone diagram is a visual way to CAUSES EFFECT
look at cause and effect. The problem or effect is displayed at Cause

the head or mouth of the fish. Possible contributing causes are Cause ~ C3USe

listed on the smaller bones under various cause categories, for

example, people, environment, materials, methods and

equipment. Directing the team to look at the categories can

help identify possible causes that might be overlooked. Cause oo
Including team members with personal knowledge or Cause
experience of the process or system is essential.

1. Clearly state the problem at the ‘mouth’ of the fish, focusing on the issue, not a solution.

2. Choose main cause categories, such as equipment, environment, policies, and people,
branching from the diagram’s spine.

3. List all potential causes under each category on the diagram. Causes can appear in multiple
categories if relevant.

4. For each cause, ask, “Why does this happen?” and add these sub-causes as branches from
the main causes.

5. Continuously ask “Why?” to uncover deeper levels of causes, organising them under related
categories to identify root causes.
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State the problem clearly at the ‘mouth’ of the fish (see box for “Effect”)

Identify main contributing categories such as equipment, environment, policies, and
people.

Note all possible causes under these categories. Causes can fit into multiple categories.

For each cause, explore sub-causes by asking, “Why does this happen?” and add them to
the diagram.

Keep asking “Why?” to delve deeper and identify root causes.

o
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The 5 Whys technique is a simple yet effective tool for Ql. By repeatedly asking the question
“‘why”, we drill down to the root cause of a problem. While the number ‘5’ is a guideline, the actual
number of iterations can vary; sometimes, it takes fewer or more questions to uncover the root
cause. It can be used as a standalone tool and in conjunction with other tools, such as fishbone
diagrams.

The effectiveness of the ‘5 Whys’ method is greatly enhanced when used by a multidisciplinary
team. This collaborative approach ensures the team identifies the main issue and develops
countermeasures for all identified problems and symptoms. As each layer of the problem is
peeled back, the team should consider preventive measures for each issue while continuing to
delve deeper until they reach the systemic root cause. This method is a proactive approach to
problem-solving in Ql, focusing on preventing future occurrences rather than merely addressing
the symptoms.

The ‘5 Whys’ method is helpful for simple to moderately difficult problems, and in particular those
that involve human factors or interactions — so, any time human error is involved in the process.
More complex problems might require this method in combination with others (for example, a
fishbone diagram or process map).

Why did the patient receive the wrong medication?
The nurse did not complete patient identification.

D
I
Why did the patient not have a wristhand?
X The wristband had been removed for a procedure and not replaced
i 2

Why V\{as the wrlstba_nd not replaced? _
X The printer for the wristbands was not working.

Why was the printer not working?

The staff needed to support IT had been reduced and was overworked.

Why did the nurse not complete patient identification?
The patient did not have a wristband.
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Clearly State the
Problem:

Yes D

Why 1: Is this a root
Why did this occur? cause? No D
L7 2 Is this a root Yes D
If not the root cause, cause?
why did this occur? ' No [
My Is this a root Yes D
If not the root cause, o
a . cause!?
why did this occur? No D
Ll Is this a root Yes D
If not the root cause, cause?
why did this occur? ' No ||
Vl\f’hy fth t Is this a root Yes D
not the root cause, cause?

why did this occur?

NO|:|

Root Cause:
(Ensure that this is
within your control)

Possible Solutions:
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Task 1

— 5 Task |—— - — ) Task _,Q

Process mapping is a technique used to map
out workflows and processes visually. It involves l
creating a process map, also referred to as a

flowchart, process flowchart, or workflow diagram. * ‘ & )4
Process mapping aims to communicate how a .' * ‘“ 4
process works concisely and straightforwardly. It . :

)

helps to identify gaps, bottlenecks, and redundant

steps in the process. It can also help uncover ] ‘ v N
variations in clinical practice. " U 4
¢ i
l & do

One of the key benefits of process mapping in QI

is that it provides staff with a visual insight into the _

complexity of a process, which might not have been -

apparent before. This clarity is particularly useful as

it often reveals the true nature of the process for the first time, clearing up any misconceptions.
When staff collaboratively engage in process mapping, it ensures that the improvement work is
based on facts and a shared understanding rather than individual perceptions.

The basic steps in creating a process map remain the same, regardless of the specific type

of map you are working on, your workplace, or the process you are examining. It is important
to strike a balance in the level of detail included in your map. Too much detail can be
overwhelming and hinder progress, while too little detail might render the map ineffective in
providing the necessary insights. The goal is to achieve a level of detail for your specific needs,
providing a clear and actionable understanding of the process to guide your QI efforts.

It is crucial to involve a multidisciplinary team when developing your process map. Use sticky
notes to represent each step and arrange them on a wall for each stage and decision point.
Once the layout is finalised, take a photograph of the arrangement. Transfer this information
into a more permanent digital or paper format. Take time to identify and understand the barriers
that prevent change. This will help you plan initiatives that anticipate and overcome these
barriers.
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A swim lane diagram is a type of process map that adds horizontal or vertical lanes to a basic
flowchart, representing different roles, departments, or systems involved in a process. A swim
lane diagram is useful for clarifying the responsibilities and interactions of different parties in a
process, as it shows who does what and how the work flows across the lanes.

Patient
Patient .
arrives at Patient Shown to
day surgery collected by bed area
reception nurse
Receptionist
Check details,
demographics,
Welcome and time last ate,
register who is taking
home
Nurse
Check details,
Welcome and demographics,
show to bed time last ate,

area

who is taking
home
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Date your process map: Maintain version control of the process maps
you create.

Appoint a Facilitator: Have a facilitator lead the mapping session,
ensuring participation and focus and setting ground rules like openness
and respect.

Walk the Process: Gain a thorough understanding by physically walking
through the process, focusing on each step’s value and impact.

Focus on Accuracy, Not Perfection: Aim for an accurate representation
using flexible tools like sticky notes, and be open to changes. It does not
have to be perfect!

Prepare Resources: Equip your sessions with materials like flipchart
paper and sticky notes, or use digital tools for virtual sessions.

Work as a Team: Collaborate with colleagues involved in the process for
varied insights and more effective solutions.

Key point: Process mapping is not just about creating a map....
it’s the conversation *about* the map that creates the real change.
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Common flowchart
symbols used in
process mapping

Steps to Develop a Process Map

Start/end of process

.

Task or activity

Queue

/\

Decision required

Direction or flow

—

Determine the process to be reviewed and set
boundaries for the improvement work.

Identify and invite all relevant participants, including
those directly involved and patients or carers.
Expand the group based on suggestions.

Choose the type of process map you need, such as
high-level or detailed

Conduct Workshop:

+ Have participants list all process steps using sticky
notes on a wall or whiteboard.

+ Create a current state map - including all issues and
problems, such as process/step duplications, long
waits, delays, etc.

+ Create future state map - ideal workflow.

Organise and Review: Arrange steps in order,
ensure consistent detail, and discuss with the team
to validate and refine.

Transfer the map onto one sheet of paper or digital
format.

Plan how you will use the map to test and
implement improvement strategies.
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Step 3: Develop a Strategy &

Change Ildeas

The Model for Improvement

There are many methods or frameworks that can be used to improve clinical care. This guide
uses The Model for Improvement based on QI principles developed by Associates in Process
Improvement. The Model for Improvement is an approach to planning, testing ideas, and then
implementing those ideas that result in improvement in processes and systems of care. It has
been used extensively in health care and other settings and provides a robust approach to
moving from ideas to actions that can improve patient care.

When your project team first meets, developing a project charter is
useful. A project charter is a shared document that outlines the
project’s purpose, objectives, scope, and key stakeholders.

S.M.A.R.T. AIM
» What are you trying to accomplish?

* How will you know that a change is an improvement?

A J

« What change can you make that will result in inprovement?

A J

Act
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Question 1:

What are we trying to accomplish?

Understanding Aim Statements

Using an aim statement can help you to think in very specific terms about the changes you
want to achieve. An aim statement is a detailed written expression of the goals you expect to
achieve through your improvement initiatives. It outlines the desired outcomes resulting from
the changes you plan to make.

There are two main types of aim statements:
n Global Aim Statement

g SMART Aim Statement

Global Aim Statements

A global aim statement usually relates to a larger improvement effort adopted by an
organisation or by several QI teams working together such as in an Improvement Collaborative.
It is a written declaration of the improvements you aim to achieve in an area of focus.

Global aim statements generally include:

+ A general description of your goals for projects or programmes.

+ The rationale for undertaking this effort.

+ Information about the specific patient group you are focusing on and the timeline.
+ Global.

Usually, they are four to six sentences long and outline three to six clear objectives that
indicate you have achieved your intended goals.

An effective aim statement should challenge existing processes and systems of care,
necessitating significant, sustainable changes. It can be challenging to strike the right balance
between achievable and ambitious goals. Senior leaders, well positioned to look at the larger
systems of care and consider the impact of the improvement project, can provide valuable
insights in this area.

SMART Aim Statements

While a global aim statement is primarily linked to your organisation or collaborative as a whole,
a specific aim looks more closely at your QI project and the aims associated with this, as well as
showing how you intend to meet the global aim with specific measurements and timeframes.

A SMART aim statement is an explicit statement that describes what a successful project
is expected to achieve. ‘SMART’ is an acronym for Specific, Measurable, Actionable &
Achievable, Realistic, and Timely.
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TOOL 8: SMART AIM STATEMENT

o]

Realistic
To develop your SMART Aim Statement, use the following template:

Specific - The aim statement needs to be precise and concise with a single focus. People
reading the statement can understand it, without interpretation and know what you are trying to
accomplish through your efforts.

Measurable - The aim statement includes quantifiable measures that will be used to track
progress.

Achievable - The aim is realistic and attainable, ensuring it will make a significant difference.
The “how” of achieving the aim is not included in the aim statement as this would preclude
identification of other potential solutions.

Realistic - The aim statement needs to be within the control or influence of the staff working
towards it. It needs to be possible for the staff to action improvements towards it and that there
is a strong chance they will be successful in achieving it.

Timely - The aim statement has a clear deadline, balancing enough time to explore solutions
without losing urgency, typically within 9-12 months.

SMART Aim: (See Step 3: Develop a Strategy & Change Ideas)

We will increase / decrease: (outcome)
from: (baseline %, rate, #, etc.)

to: (future state %, rate, #, etc.)

by: (date, e.g. 3-6 month timeframe)
in: (Population impacted)
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An Example

We will increase / decrease: The length of the waiting list (outcome)
from: 7 weeks (baseline %, rate, #, etc.)

to: 2 weeks (future state %, rate, #, etc.)

by: 31st June 20XX (date, 3-6 month timeframe)

in: patients awaiting bronchoscopy at X hospital (Population impacted)

1. Keep It Compelling, Yet Achievable: Make sure your aim statement is
challenging enough to motivate the team but still within reach.

2. Ensure Clarity and Focus: Test the specificity of your aim by having each
team member describe the goal. Differing answers indicate a need for a
more focused aim statement.

3. Make It Understandable: Your aim should be clear to those outside the
team. If outsiders need help understanding it, it needs simplification.

4. Stay within Your Influence: Set aims related to processes your team can
control. Avoid external factors that are beyond your team’s influence.

5. Be Realistic: Achieving 100% (or 0%) may not be realistic, even in the
best systems. Aim for a significant but realistic numeric goal. Set a
target of 80-90% and have the team accomplish the aim.

6. Regularly Revisit the Aim: To maintain focus, discuss the aim statement
at every team meeting to keep aligned with the shared goal.

Question 2: How do we know
o What are omplish?

that a change is an improvement? s oupogie el s
MEASURES

vwill you know that a change is an improue

Addressing this question enables us to determine
whether our changes positively impact patient care. m
¢ What change can you make that will result in inprovement?

We need measurement to tell us if there has been an

improvement. The necessity of measurement is pivotal;
without it, we cannot ascertain improvement. We use
the Family of Measures to define measures for quality
improvement.
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Family of Measures

n Outcome Measures: Measure of project aim (How the entire system performs — the overall
7 result)

B Process Measures: Measures of the processes within the system (How different
"~ components of the system perform, adding up to the overall result)

Balancing Measures: Measures the other consequences of change in the system (positive
" or negative knock-on effects)

Aim: Reduce falls by 15% within 6 months

Outcome Process Balancing
measures measures measures

Examples: Examples: Examples:

* Number of falls * % of patients properly + Volume of admissions went

+ % of falls assessed down — what effect will this

+ Rate of falls * % of patients reassessed have on the number of falls?
within 24 hours * Most likely to see a drop in falls

* Number of times a patientis | < Financial
monitored or checked * Flow
* Turnaround time

We will go into more detail on measurement later in this handbook, in Step 4:
Measurement for Improvement.

Question 3: What change can we
make that will result in improvement? + What are you trying to accompish?

* How Went?

The third question of the Model for Improvement asks you t
test. Often, the improvement team will have an idea of
what and how things might improve.

Driver Diagram

A driver diagram is a structured, visual tool used

in quality improvement projects that helps teams
conceptualise and communicate their strategy for
achieving SMART aims. The diagram illustrates the
relationship between potential changes, primary and
secondary drivers, and the project’s SMART aim.
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Driver diagrams are particularly useful for sharing a project’s objectives and planned actions
with a broader audience. It visually represents how different elements of a project contribute to
the overall aim.

The standard layout of a driver diagram includes sections for the SMART aim, primary drivers,
secondary drivers, and change ideas. Primary drivers are the big topics or areas that you will
need to work on to achieve your aim. Each primary driver is made up of secondary drivers.
These need to be in place to positively influence the primary driver. The difference between
primary and secondary drivers is one of importance. If the driver is big and critical, consider it

a possible primary driver. Change ideas are the ideas that the team identify to achieve the aim.

Secondary drivers can connect to more than one primary driver. More than one change idea
can connect to a secondary driver.

Developing a driver diagram is a collaborative effort, ideally involving as many team members

as possible. Teams can use physical spaces like walls or large tables, with flip chart paper and
sticky notes, or virtual tools like Mural for remote sessions. Begin with the SMART aim and list
primary drivers first, working from left to right.

enfits of Driver Diagrams c:}:-

Break down complex issues into manageable components. [@

Create a shared understanding of the improvement work’s
objectives and methods.

Foster collaboration and shared responsibility among team members.

Represent complex strategies in a simple, visually understandable manner, aiding
communication with stakeholders.

Encourage creative thinking and broader perspectives in QI work.
Focus efforts on areas with the most significant impact.

Serve as an effective project planning tool to avoid scope creep and maintain focus.

AN N NN YN N

Aid in reviewing and refining measurement approaches for QI projects
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Driver Diagram Example

Primary

Drivers

Increase protein —

Limit calorie

Weight loss of 3lb

by 30th June
< Avoid alcohol

Exercise
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TOOL 9: DRIVER DIAGRAM

Smart
Aim

+ Specific
* Measurable

* Actionable &
Achievable

* Realistic

+ Timely

Primary
Drivers

Primary
Drivers

At most, 2-5 of the
most important
influencers on the
aim. These are the
key components
of the system that
need to change

Secondary
Drivers

These break primary
drivers down into
natural subsections
Or processes.

They provide more
detail on where
interventions to
positively influence
primary drivers are
required.

Change

Ideas

Change
Ideas

These are specific
ideas that teams
can test to see if
they influence the
secondary drivers
and, ultimately, the
aim.
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Step 4: Measurement for

Improvement

Data Collection:

How you Know the Change is an Improvement

s’

In quality improvement, we use data to help us make decisions at every stage of improvement
work, including what to improve, where to improve, how to improve and whether changes that

have been implemented have improved patient care.

-

"Without data you're
just another person with
an opinion.”

— W. Edwards Deming

T

Using and collecting good quality
data is critical to ensure it reflects
the real work environment.

\

S.M.A.R.T. AIM

« What i lish?

L HoWw~wdll you know that a change is an impr: ent? )

L What change can you make that will result in inprovement? )

Act Plan /
Stud

Qualitative and quantitative data are used to inform better decision
making and drive improvements in quality and patient safety. Qualitative
data is non-numerical information that can be captured through a variety
of qualitative methods including interviews, focus groups, and open

survey questions.

EJ Quantitative data is data that is structured and can be represented
numerically. Ql stems from W. Edwards Deming’s System of Profound
Knowledge® (a management philosophy focusing on four areas:
system appreciation, understanding variation, theory of knowledge, and
psychology, to improve quality and efficiency in organisations).
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Top Tips for Data Collection

/ Data over Time: Continuous data collection allows for real-time
adjustments in your improvement work. Tracking data over time, rather
than at a point in time, will enable you to see trends and make informed
decisions to achieve the best outcomes.

‘Just Enough’ Data: Collect sufficient data to learn from PDSA cycles (see
Step 5: Small Scale Testing) and determine if you are on the right track.
Avoid over-collecting; often, waiting for more data does not add value.

Operational Definition: Consistency in data collection is key. Like following
a recipe, agree on a clear ‘operational definition’ of what you are measuring
and the exact steps for data collection to ensure consistent results.

Use a Data Collection Plan: Implement a simple data collection plan

for consistency. This should detail who collects the data, when (time of
day), where, and how it is recorded and presented. Consider using a data
collection template for ease.

Consider ‘Stratifiers’: Be aware of ‘stratifiers’ in your data, which are
non-comparable groups or sub-groups. Examples include different times
(day vs. night), different days (weekdays vs. weekends), or varying patient
cohorts. This helps in making accurate comparisons.

D D N NI N

Types of Measures

We briefly touched on the Family of Measures in the previous section of this handbook. As a
reminder, in QI projects, selecting the right measures is key. There are three main types:

Process measures assess the activities within the project, ensuring they’re carried
" out effectively. They look at the different components of the system that can affect the
outcome. Process measures ask: Is the process improving? Is the process reliable?

E Outcome measures look at the results, like improved patient health, to gauge the
project’s success. They articulate the picture of success. Outcome measures ask: Are we
making things better? Are we on track to achieve our aim?

. Balancing measures cross-check the consequences of the change in the system, both
positive and negative. Balancing measures ask: Is our work having an unexpected impact
elsewhere?

The choice of measures depends on the project’s goals and the specific areas of improvement.
Typically, a combination of these measures offers a comprehensive evaluation of both the
process and its overall impact. (See Model for Improvement Question 2: How do we know that
a change is an improvement?)

Quality Improvement Guide and Toolkit 492



Baseline Data

Baseline data refers to the initial data set before implementing changes or interventions.
This data serves as a reference point, offering insight into the current performance or status
of the process. You can then track your progress against this starting point. It can also be
used to make the case for change. By presenting your baseline data, you may motivate your
colleagues to join your project if that baseline data is expectably high/low.

Planning Data Collection

A measurement plan is a document that describes relevant details of the measures to be
collected and reported as part of a QI project. It prompts project teams to discuss and agree
exactly how data is defined, and how it will be collected and reported throughout the project
and after the project has been completed.

It is helpful for project teams to consider all the implications of collecting data for new
measures from the outset. This is to make sure that:

« the measure is always tied in to the aim and purpose of the project, and
+ everyone is aware of the impact of measuring on staff time among competing demands.

We have provided a sample measurement plan (see Tool 10, Measurement Plan) to help

you understand and plan the collection of data relating to your project measures. This

tool describes the rationale behind choosing a measure, the type of measure, the relevant
definitions and how to collect and present the measure, to ensure that a team has clarity on all
aspects of measurement being carried out. Take some time to fill out the questions included in
it.

If you have more than one measure you are collecting, you may wish to convert it into an Excel
spreadsheet, to capture the details of the different measures under the various headings.
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TOOL 10: MEASUREMENT PLAN

Measure title

What name will be used by everyone to identify this measure?

Measure type

Rational for inclusion

Operational definition

Format

Stratification

Data source

Quality Improvement Guide and Toolkit

44



Data collection

Display and feedback

Availability of baseline data

Targets or goals

Data quality

Sustainability

Reproducibility
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Variation

Variation refers to the differences in data points from a process or system
over time. In the context of Ql, there are two primary types of variation.

s

Common Cause Variation:

» The natural or inherent variability in a process or system.
» ltis predictable and stable over time.

« Common cause variations are expected due to the system’s internal workings.

For example, in the case of commute times, there might be a usual fluctuation in how long
it takes to get to work each day due to traffic patterns, which would be considered common
cause variation.

Special Cause Variation:

+ Caused by external factors or specific incidents that are not part of the system’s routine
operations.

* Itis unpredictable and irregular.

» Special cause variations are not expected and indicate that something unusual has
occurred.

An example could be a significant delay in commute time due to an unexpected event like a
severe weather event, which is not part of the regular variation one would expect.

Importance of Variation in Ql:

Variation in outcomes suggests there is variation in the process.

Identifying and reducing unwanted variation can lead to more consistent
and predictable outcomes.

Variation in the process indicates opportunities for improvement.

Understanding and managing both types of variation are essential for improving the quality
and reliability of a system. The goal is to reduce special cause variation and to manage
and minimise common cause variation to improve the overall process.
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Data Presentation

Standard techniques to visualise changes in a process over time or compare performance
before and after an intervention include pie charts, bar charts, and run charts.

A Pie Chart helps organise and show data as a percentage of a

" whole. Tracking incremental progress or changes with pie charts,
however, is challenging because it requires comparing multiple
pie charts. They can be difficult to interpret and do not effectively
visualise data.

(N>

Bar charts are beneficial for displaying .

categorical data. They clearly illustrate the total

number or percentage, making them straightforward !

to read. Bar charts often emphasise the height of -

each bar rather than focusing on how data points

compare to the average. ‘I ‘ | ‘ “ || |
o

Run charts are an excellent tool for presenting

" data over time for quality improvement projects. A run chart is a graphical display of data
plotted in order over time e.g. days, weeks, months, etc. It includes a centre line based on
the median of the data. (The median is the midpoint observation in a range of data.)

T}

=]

Target / Goal Line (Optional)

f , ;

Centre Line

i \ //\ (Meijn)

Observed Data
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Run Charts

The purpose of using a Run Chart is to help answer the question from the Model for
Improvement: has a change resulted in improvement?

p
A run chart is a tool that helps you see patterns or trends in data over time. It is
helpful for:

+ Understanding variation and identifying trends or other patterns in the data over time.
+ Demonstrating the impact of interventions over time. This is achieved by annotating the
run chart.

+ Displaying and plotting data such as counts, mean values and proportions in
chronological order.

< J

Run charts can assist in understanding variation and examine data for trends or other patterns
that occur over time. Run charts visually depict the history and patterns of variation in an
indicator or measure. Plotting data regularly on a graph shows when shifts and changes occur.
It can help identify if and when problems appear.

/ Run charts are easy to construct. You can draw a run chart with paper and pencil.

/ Run charts do not require statistical methodology and can be easily and quickly understood.

Falls per 1,000 occupied bed days, by month

Rate of Falls
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The above chart is an example of a run chart with the months of the year listed on the X axis

and the number of falls on the Y axis. Each month the number of falls is plotted and each point is

joined with a short line (in this example a blue line). The blue line therefore outlines the number of
falls per month over the period of one year. The red line provides the median number of falls. The
median is the preferred centre line for a run chart, as it minimises the point to point variation.

TOOL 11: RUN CHART

Anatomy of a run chart

Average wait times for walk-in clinic

D
o

a
o

N
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- Median

\/
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Average wait time on the day (mins)
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Z feq
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G Re@
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z1 feq
¢l Aeg
1 Aeq
Gl Aeg

+ Plot the time (e.g. days, weeks, months) along the horizontal line (x-axis)
+ Plot your measure of interest along the vertical line (y-axis)

+ Plot the data by day and connect it with a line. You need at least ten points to create a run
chart.

+ Plot the median to determine whether there were significant changes.

+ The median is the middle value in a set of data. Why do we use the median as the centre line
in run charts? The median is the point at which half of the data points will be above and half
will be below the centre line. The median isn’t influenced by extreme data values.

+ (The Excel Run Chart Template provided will plot your data and calculate the median for you!)
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Annotating a run chart

Falls per 1,000 occupied bed days, by month

Staff education in

A | use of care bundle Introduction of
7 - system to increase
visability of "at risk"
6 - patients Drive to increase
involvement of

tient:
5 | ”L.\ patients

4 Median '\.
31 —Goal v *—0a—0

Rate of Falls
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An annotated run chart includes explanations of the shifts or trends in the data points.
Annotating the run chart, as shown above, will assist you in identifying the impact of changes
introduced.

In Quality Improvement, it is crucial to distinguish between “common cause variations,” which
are normal, everyday fluctuations, and “special cause variations,” which indicate significant
changes in the system due to specific events or interventions (see page 45 Variation). When
you identify special cause variation, it is important to ask yourself, “Why did this happen?” and
annotate your graph accordingly.

Using run charts to identify special cause variation

If you have at least 10—12 data points, you can apply four basic rules to determine if there is any
non-random (special cause) variation present:

+ A shift
+ Atrend
+ An astronomical data point

+ Too many or too few runs
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A shift is a run of 6 or more consecutive points above or below the median (not including
points that fall exactly on the median).
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A trend is five or more consecutive points going up or down
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An astronomical data point is far above or below the other data points.
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Too many or too few runs (a run consists of one or more consecutive data points on the
same side of the median).
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An Excel template for completing a run chart is available through the following link:
https://www2.healthservice.hse.ie/documents/3857/ihi-run-chart.xls
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Measurement for Improvement Resources:

+ QPS Intelligence Resources: https://www2.healthservice.hse.ie/organisation/qps-
intelligence/measurement-for-improvement-resources/

+ Run Charts Video: A video explaining run charts is available on the HSE YouTube channel:
https://www.youtube.com/watch?v=ySbhsX-y8zE

* Run Charts QPSTalktime: A 40-minute webinar on run charts is available on the QPS
Talktime page https://www.youtube.com/watch?v=9pD3PhwRJg0

+ Guidance on Interpreting Run Charts: Guidance on Interpreting Run Charts can be found
in the Quality and Patient Safety Data for Decision Making Toolkit
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PDSA Cycles/Tests of Change

You have now answered all three questions in the
Model for Improvement and have developed your
SMART aim and driver diagram, including a list of
change ideas. The next step is to decide your first
idea to test and begin the Plan, Do, Study, Act
(PDSA) cycle.

The PDSA cycle is a method used to

test improvement strategies before wider
implementation. It begins with ideas or theories and
involves predicting the impact of the change idea. It
is an iterative process for learning and improvement
structured upon rapid, small-scale tests of change.

It provides a mechanism to build knowledge about what works (and what doesn’t) so that after
you complete the first cycle, the results inform the next cycle of tests, and so on. PDSA cycles
allow for rapid adaptation and implementation of changes.

Time

* What are you trying to accomplish?

.

« How will you know that a change is an improvement?

J

L What change can you make that will result in inprovement? )

Act Plan

Study

Quality Improvement
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Plan: Plan how you want to test the change

-

s

When planning your test of change, ask the following questions:

What are we testing?

What do we want to learn?

On whom are we testing the change?

When are we testing?

Where are we testing?

Who will carry out the test?

What data or information will we collect during the test?

What do we expect will happen, i.e. what is our prediction?

(o~ I (— I

: Carry out the test

Conduct the test, recording any observations, unexpected events, issues, and data. Gather
both positive and negative feedback. Note any problems that arose during the test.

Begin PDSA cycles on a small scale, for example, by implementing a change with just a few
patients for a short time.

If the test works without disrupting workflow, consider additional tests under different
conditions (different days, different teams). Such sequential testing strengthens confidence
in the idea before wider implementation.

Study: Reflect on what you have learned

Evaluate the test:

AN NN N NN

Check if the test was carried out as planned and compare the results to your initial
prediction.

Analyse any quantitative and/or qualitative data collected, noting that it is specific to this
PDSA cycle.

If the test was not completed as planned.

Identify what didn’t work and plan a revised test.

Reflect on the outcomes and consider what could be improved next time.
Determine what additional information is needed for the next test.

Overall, share findings and seek feedback from your team for broader insights.
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Act: Use what you have learned to plan your next step

( )

Plan Further Cycles
* |tis helpful to think of the 3 A's: Adopt, Adapt or Abandon

- Adopt: If the PDSA resulted in the desired outcome, then consider adopting it on a wider
scale - consider broadening the scope of the next cycle with more patients or staff.

- Adapt: If the PDSA achieved improvement but not to the level expected, consider if some
minor tweaks to the approach might have a better outcome next time — this can inform
your next PDSA cycle.

— Abandon: If the PDSA cycle was not successful or resulted in disimprovement, modify the
change for retesting or try a different approach. Perhaps refer back to your driver diagram
for a different test of change to try.

Reflect and Learn:

« Dedicate time to reflect on the outcomes and lessons learned.

+ Ask, “What did we learn?” and “How can we build on it?” to foster continuous improvement.

N

J Use PDSA’s to break down change into manageable bite-size, time-limited
chunks.

A PDSA cycle cannot be too small, but it *can* be too big! Small changes
can be tested without causing upheaval to the whole system.

\/ If it doesn’t work, try something different based on what you have learned
and don’t forget to document what did or didn’t work.

Don’t discount PDSA cycles that did not result in the desired effect. There
is just as much learning in these tests.

The key to PDSAs is to reflect and learn from each mO

\"—_/

consecutive cycle... this helps to drive continuous
improvement.
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TOOL 12: PDSA TEMPLATE

PDSA Cycle Number

Date

Objective of this cycle:

Predictions:

Plan for change or test: (who, what, when, where)

Plan for data collection : (who, what, when, where)

and begin analysis. Describe observations,
problems encountered and special
circumstances.

Study Complete analysis of data. Summarise what
was learned.
Act What is your next step — Adopt, Adapt or

Abandon? Plan for the next cycle.
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Sustainability in QI ensures that improvements are more than short-term solutions. It involves
integrating these improvements deeply into organisations’ operational fabric. This provides
lasting benefits and promotes a culture focused on continuous improvement. Once you have
planned, tested, and implemented changes and seen positive results from the data, it is
important to focus on sustainability.

Transitioning to sustainability after maintaining improvements for six months or more is vital, as
neglecting this phase can lead to a decline in progress. Consider the following:

Acknowledge and Celebrate: Recognise and celebrate the achievements and progress
made. This not only reinforces the changes but also boosts morale and encourages
continued commitment to sustainability efforts.

Assign Ownership: Designate an individual responsible for sustaining the changes. This
person should monitor progress, provide updates to senior leaders, and manage ongoing
improvements.

Incorporate Changes into the System: Integrate new processes into job roles and
organisational practices. Include improvement efforts in recruitment, performance
reviews, and training to mitigate disruptions like staff turnover.

Build a Culture of Continuous Improvement: Promote a culture supportive of quality
improvement by providing relevant training and encouraging discussion about ongoing
improvements.

Involve Stakeholders: Engage patients, families, carers, and staff across the system in
sustainability planning.

Continue Measurement with Reduced Frequency: Gradually reduce the frequency
of measurements while maintaining a focus on key indicators to identify potential
regressions.

Engage Senior Leaders: Keep senior leaders informed with clear reports and seek their
support in overcoming barriers and providing necessary resources.

Use the Sustainability Checklist: Employ the provided checklist to manage the
sustainability phase effectively.
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TOOL 13: SUSTAINABILITY CHECKLIST

To sustain and enhance the successes of your Ql initiatives, follow this checklist:

Quality Improvement Sustainability Actions

Our senior leadership are engaged in sustaining Ql. They are knowledgeable about the
program and communicate about its importance and its results at staff meetings, as
well as informally day-to-day.

We have a programme coordinator or team to manage data review, design ongoing
improvements, and staff communication.

We ensure our systems are independent of the people involved by involving or
informing all staff, integrating QI training into new employee induction and cross-
training staff for critical roles related to this programme.

We incorporate criteria related to this programme into recruitment and hiring
processes.

We actively communicate ongoing improvements to our patients and seek feedback.
We adopt and adapt tools for easier QI procedure adherence.

We maintain continuous measurements to ensure that the improvements are still
working. We will transition to audit-based data collection to make measurement easier
and more sustainable.

We share success stories and data with all our staff.

We acknowledge and celebrate.
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When it is clear from the data that changes tested through this QI Project constitute an
improvement, and the team feels assured about the readiness of the change idea for broader
application, it is time to think about the spread — how to encourage other teams to adopt
these changes in a way that will be impactful and meaningful to them. In this way, small quality
improvement interventions can lead to system-wide transformational change and can offer
insights to frontline teams about how and why particular change efforts are effective (or not).

Changing the workflows and habits of the people you work with on a recurring basis is difficult,

but changing the habits of those outside your immediate influence can be particularly daunting.

It is important to develop a detailed plan for the spread, and ensure the next location appears
open for change. As part of this, clearly identify who is leading the spread, if the governance
moves outside of your immediate project team.

When spreading changes to other locations, remember that what worked for your project

or team may not work the same way in others. In order to systematically replicate the
improvements in other settings, identify and deal with barriers which may get in the way of the
implementation effort, as well as facilitators which potentially support the efforts in the new
location(s).

During the spread phase, it is essential to maintain measurement, although the data collection
can generally be scaled down. It is not uncommon for the process of spreading a change to
generate further improvements to the change ideas; these should be documented for ongoing
learning and improvement.

You can use the checklist provided below to guide you in managing the spread phase
effectively.
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TOOL 14: SPREAD CHECKLIST

To spread your Ql initiatives, follow this checklist:

Quality Improvement Spread Actions

Organisation

[] Leadership Engagement - Engage leadership, align changes with the strategic plan,
identify incentives, and establish dedicated time for improvement team members.

[ ] Better Ideas - Establish a case for change with data. Document benefits and change
adoption steps.

[] Preparation and Set-up - Identify key groups and target populations. Define roles and
establish a spread strategy (communication plan, IT, etc).

Communication

[ ] Effective Communication Planning - Establish a plan for raising awareness.

[] Identify communication channels and technical knowledge transfer methods.

Strengthening the Social System

[] Engaging Key Messengers - Involve communicators in the new system.
[ ] Establish communities of practice and support strategies.

[ ] Communities and Technical Support - Assist new teams with strategies from
successful sites. Organise necessary tools and documents to support change and
strategies for overcoming barriers.

[] Addressing Transition Issues - Plan for ongoing leadership support and frontline team
connection.

Measurement & Feedback

[ ] Measurement and Feedback Systems - Establish a measurement plan (incl. staff).
Implement a two-way communication and feedback system.

Knowledge Management

[ ] Effective Knowledge Management - Develop a system to capture, document, and
organise learnings about changes, spread processes, and overcome challenges.
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The IHI Readiness for Scale Tool

The Institute for Healthcare Improvement (IHI)’s Results and Evaluation team has developed
a comprehensive tool known as the “Readiness for Scale Tool”. This tool is designed to

align with IHI’s scale-up framework, assisting organisations and communities in evaluating
their preparedness for the next phase of scale-up. The assessment facilitates a deeper
understanding of an organisation’s current position in their scale-up journey, highlighting
areas of strength and aspects that require further development. The tool can be found here:
https://learn.nes.nhs.scot/25856/quality-improvement-zone/improvement-journey/spreading-
improvement/readiness-for-spread-checklist

The “Seven Spreadly Sins”

Improvement teams often make mistakes when it comes to successfully sharing

and spreading improvement ideas in their services or organisations. The Institute of
Healthcare Improvement (IHI) identified ‘Seven Spreadly Sins’ as the most common
slip-ups that organisations make that prevent the successful spread of quality. They
have also identified practical tips for overcoming challenges that hinder successful
spread. The infographic on the following page helps explain the Seven Spreadly Sins
and the tips for avoiding and/or managing them.
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SIN: Expect huge improvements
quickly then start spreading
right away.

DO THIS INSTEAD: Create a reliable

SIN: Check huge mountains of
data just once every quarter.

DO THIS INSTEAD: Check small
samples daily or frequently so
you can decide how to adapt
spread practices.

SPREADLY SINS

SIN: Require the person and team
who drove the initial improvements

to be respansible for spread
throughout a hospital or facility.

DO THIS INSTEAD: Choose a spread

team strategically and include the
scope of the spread as part of
your decision.

process before you start to spread.

SIN: Spread the success
unchanged. Don't waste time
“adapting” because, after all,
it worked so well the first time.

DO THIS INSTEAD: Allow some
customization, as long as itis
controlled and elements that are
core to the improvements are clear.

SOURCE: Institute for Healthcare Improvement. Used with permission.

PRACTICALTIPS FOR SUCCESSFUL SHARING

O

SIN: Don't bother testing—
just do a large pilot.

DO THIS INSTEAD: Start with
small, local tests and several
PDSA cycles.

SIN: Give one person the
responsibility to do it all.
Depend on “local heroes.”

DO THIS INSTEAD: Make spread
a team effort.

/ SIN: Rely solely on vigilance and
hard work.

DO THIS INSTEAD: Sustain gains with
an infrastructure to support them.
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