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Quality Improvement's Basic Goal

“Quality improvement strategies close the gap between health 
care processes or outcomes observed in practice and those 
obtainable on the basis of current professional knowledge.”

Evidence Practice

Shojania KG, McDonald KM, Wachter RM, Owens DK. Closing The Quality Gap: A Critical 
Analysis of Quality Improvement Strategies. AHRQ Publication No. 04-0051-1. August 2004.

“Knowledge Translation”
“Implementation Science”



Across 30 acute and chronic conditions, patients 
in 12 US cities received an average of 50% of 
recommended processes of care    



On average…children in the study received 46% (95% CI: 44% to 
48%) of the indicated care. They received 67% (95% CI: 63% to 
71%) of the indicated care for acute medical problems, 53% (95% CI: 
50% to 56%) of the indicated care for chronic medical conditions, 
and 40% (95% CI: 38% to 43%) of the indicated preventive care. 

The Quality of Ambulatory Care Delivered to Children 
in the United States



Practice

• Educational interventions

• Reminder systems

• Audit & feedback

• Report cards, benchmarking

• Case management

• Continuous Quality Improvement

Evidence

“Knowledge Translation”

•Inhaled steroids for asthma

•Optimal diabetes care

•Preventive care guidelines  

Quality Improvement’s Basic Goal 

Unfortunately, none of these work that well

“Implementation Science”



No magic bullets: a systematic review of 102 
trials of interventions to improve professional 
practice. CMAJ1995



Effects of quality improvement strategies for 
type 2 diabetes on glycemic control: a meta-
regression analysis.

• Across 66 trials (50 RCTs) interventions reduced HbA1c by 
0.42% (95% CI: 0.29% to 0.54) 

� Doubtful clinical significance even at population level
• Most QI strategies had small to modest (at best) impacts

� Many trials reported large process improvements, but these 
did not translate into clinical improvements



Reportedly successful QI initiatives more commonly 
described improvement in administrative measures such 
as rate of hospitalization or length of stay rather than 
functional status or quality of life. 

A report card on quality improvement for children's 
health care. Pediatrics 2001

[B]arriers to QI for children were similar to those for adults, 
but were compounded by difficulties in measuring child 
health outcomes, limited resources among public 
organizations and small provider groups, and relative lack of 
competition for pediatric tertiary care providers. 



Common Failings in QI Efforts 

• Evidence for target not always that good

• Change strategy to implement evidence picked 
“off the shelf”

• Inattention to attitudes/needs of front line workers
• Little appreciation of barriers to implementation



Principles to Keep in Mind  

• Determine basis of a given quality or safety problem

– Don’t assume you know the answer

• Match proposed solution to the problem 

• Anticipate barriers to implementation

• Pilot test 

• More formal evaluation



Principles I Won’t Be Discussing

• Engage senior administrators

– Make sure this is real, not just lip service

• Change the culture of your organization

– Good luck with that

• No new meetings: hijack existing ones



Principles to Keep in Mind  

• Determine basis of a given quality or safety problem

– Don’t assume you know the answer

• Match proposed solution to the problem 

• Anticipate barriers to implementation

• Pilot test 

• More formal evaluation



• Organisational – inadequate infrastructure, 
inadequate staffing, financial disincentives 

• Professional 

– Knowledge/skills

– Attitudes, peer opinion

– Memory, time factors

• Patient --e.g. knowledge, expectations

Example Problem: Overuse of Urinary 
Catheters � Nosocomial UTIs

MDs unaware of how 
much catheters bother 

patients

Probably contributes, but  hard 
to fix

Likely not a major 
factor in this case

Likely not a major 
factor in this case

Probably a major 
factor: MDs often 

unaware of catheters



Successful Application of Matching Solution 
to Problem : reduction of nosocomial UTIs

Target:decreased use of Foley catheters

• Insertion not indicated 25% of the time

• But, often placed in Emerg before MDs see 
patients

• Continued use not indicated 50% of time

• MDs unaware of catheter 30-50% of time

Interventions directed at decreased insertion likely to be 
ineffective;decreasing duration seems more promising



Automatic Stop Orders for Automatic Stop Orders for 
Urinary CathetersUrinary Catheters

Cornia et al. Am J Med.2003

3 days 

(p = 0.03)

5 ± 3 days8 ± 5 daysCatheter 
Duration

DifferenceDifferenceStudy Study 
WardWard

Control Control 
WardWard



Importance of Example

• Educational initiatives – almost certainly would have 
had no effect 

• Local champions, opinion leaders - ditto 

• Audit & feedback – possibly could have had an effect, 
but likely weak but would still rely on sustained 
vigilance by clinicians

In this case, a reminder that targeted decreased duration of 
catheterization was more appropriate than other potential 
strategies, but each problem will be different.



Principles to Keep in Mind  

• Determine basis of a given safety problem 

– Don’t assume you know the answer

• Match proposed solution to the problem

• Anticipate barriers to implementation

• Pilot test 

• More formal evaluation



Computerized Provider Order Entry

• Reports of major implementation problems

– Cedars-Sinai in LA (2004), CHEO in Ottawa

• More insidious implementation failures 

• Among 100 hospitals with CPOE 

– 50% reported participation by <50% of physicians 

– 30% reported  >90% of all orders remain handwritten 

Ash et al. J Am Med Inform Assoc2004



“Role of computerized physician order entry 
systems in facilitating medication errors”



Lethal errors 
involving injections 
of concentrated KCl

Remove concentrated 
potassium from clinical areas

“forcing function” that prevents 
errors from happening

Concentrated KCl
resembles other iv 

solutions 

Potassium Chloride Safety

Sobering example of hospital 
where delays in receiving KCl
from Pharmacy resulted in 
surreptitious hording of KCl on 
wards

��� � Increase, rather than 
decrease in hazard



• Husband and wife brought to ED after MVA

• Cross-match samples sent for both patients

• Mr. M’s cross match tube was labeled with 
sticker for Mrs. M 

• Fortunately,  Mrs. M had undergone a C-
section at same hospital and Lab Technologist 
noticed ‘change’ in her blood type from Type 
O to Type A

� called the ED immediately



“We had a similar incident…

The solution here has been that all blood needs 
two screens. Unfortunately, patients routinely  
have both samples taken at once (i.e., at the 
same draw), thus undermining the safety of 
double samples to avoid patient labeling 
confusion.”



Implementation Issues
• Expect to occur with any new technology

– CPOE, barcoding, smart pumps

• Expect to occur with any intervention involving 
reorganization of care

• Expect with any intervention that requires additional work 
for frontline personnel

• Expect with any ‘add-on’ policy, especially when target 
problem is uncommon  



What does it take to implement 
change when the evidence is good?

A change strategy that

• Makes work easier for front line providers (or at 

least not harder)

• Is based on an understanding of the target problem

• Has good evidence supporting its effectiveness



• Still don’t be surprised if you fail! 

• Even successes will usually be 
modest

But, that’s OK - consistent, modest gains will 
eventually produce major improvements, just as 
with the rest of biomedicine


