Cost Effective Quality Improvement
Dr John Øvretveit,

Professor of Health Policy and Management,

The Nordic School of Public Health and 

Faculty of Medicine, Bergen University.

Address, The Nordic School of Public Health, 

Goteborg Box 12133, Sweden, S-40242. 

Sweden (46) 31 69 39 28 (john@nhv.se)

1: INTRODUCTION

Why are governments, health insurers and organisations all over the world spending time and money trying to improve the quality of healthcare services? What successes have they had and what can we learn from the last 15 years of quality improvement in healthcare? What can ordinary managers and practitioners do to meet the demands for higher quality services at a lower cost? This paper aims to answer these questions by considering the pressures demanding higher quality, the lessons from quality programmes, and looking to the future for quality methods in healthcare.

2: WHY IMPROVE QUALITY?

To compete for patients

Politicians and private providers have recognised a change in patient’s attitude to healthcare. Although many patients remember kind and caring service personnel, many more give examples of poor quality service. Certainly better “customer service”, as one would expect in a good service industry such as an excellent hotel, is one aspect of quality. Patients now have higher expectations of health, services: about which services they should be able to get and when, and about how they are treated as human beings, with respect and consideration. They are more educated and questioning and more conscious of their rights. 

People compare services, and, if they have choice, they will choose one which gives them more and treats them better. If the income of a health provider is also related to the number of patients they treat, and if patients have an alternative, then what people think about the providers service becomes very important. If public services cannot provide what people want, then those who can pay will use private services, and this will increase health inequalities and decrease political support for the public system. Thus, customer satisfaction or giving patients what they want must be one aim of healthcare, but should it be the only aim?

To reduce avoidable medical error
In Norwegian hospitals, one patient dies every day and five will stay longer in hospital because of medical errors. Two patients a day die due to hospital acquired infection and many more stay longer than necessary because of this. Research has found that:

· 45% of patients experienced some medical mismanagement, 17% suffered errors that led to a longer hospital stay or more serious problems (Andrews et al (1997)) 

· Medication errors occur in 2% to 14% of patients admitted, but most do not result in injury. (Leape, L (1994)).

Improving “customer service” does nothing to reduce these problems which cause more suffering than cold hospital meals or an unfriendly nurse. A greater awareness amongst health personnel and the public about these more serious problems is also a pressure causing more attention to be paid to quality. But, what is being done to address these problems? Many doctors and nurses have been setting standards and reviewing their care for some time and have raised the quality of care through profession-specific quality assurance activities. There is also more higher level supervision of professional quality by governmental and other organisations. Many countries have introduced a requirement that healthcare organisations must have a quality system, which includes documentation of standards and procedures. There are also more systems for comparing quality indicators to highlight poor practice. 

However these initiatives have largely proved ineffective. This is for two reasons. They have not engaged the hearts and minds of most professionals, or addressed the system problems at the root of many quality problems. There is a saying that, “for every complex problem there is a simple solution…and its wrong”, and this applies to many quality problems in healthcare. Many initiatives have concentrated on increasing individual competence, not system competence. Probably 98% of the time and effort in quality improvement has been spent on improving individual competence and practice, and about 2% on system improvement, yet one study found that 15% of errors were due to individuals and 85% due to system deficiencies. 

The message is that healthcare must catch up with other industries and use modern quality methods which help to re-organise systems. These modern quality methods are especially necessary in healthcare which has complex organisations such as hospitals, and with complexity comes a greater likelihood of “system problems”. Healthcare has become very specialised, with many different professions and services. However our ability to coordinate the different special services and workers which a patient needs has not improved much. This is the responsibility of management. 

Patients do not experience their care as one complete service but as a series of often disconnected meetings. There are many mistakes due to the different parts of the service not communicating or linking their work. The “system of care quality” is poor.  There are great possibilities to improve care by better coordinating and organising the services and people which a patient needs throughout their “episode of care”. This prevents mistakes, save costs, improves peoples’ experience of care and should give better clinical outcomes.

System of care quality

“The ability of a set of services which a patient needs to cooperate to assess and meet the requirements of the patient, at the lowest costs, without duplication or errors and in a way in which the patient experiences care as one continuos episode. (A related and broader concept is “public health system quality”). (Øvretveit (1999)).

Fundamental changes have occurred in recent years. There is a recognition that traditional and professional-specific quality assurance is insufficient in a complex multiprofessional service, where the overall quality of a patient’s care also depends on inter-service collaboration. New quality methods have been tested which make it possible to understand and manage systems of care. Management has acquired more power in relation to professionals which has allowed them to take more responsibility for quality, and this in turn further increased their power in relation to professionals.

What is healthcare service quality?
The paper proposed that there are pressures which lead to a demand for higher customer service and professional quality in healthcare. In addition, that many quality problems required an organisational and system approach to improving quality. However, a service could give patients what they want and need, but it could still be a poor quality service. This is because the service may waste materials and time which could be used for other patients – it could be inefficient. Further the service, might not follow higher level regulations such as those for safety or to protect patient rights. A concern with efficiency and reducing waste must also be part of a quality programme, and should form one part of a definition of health service quality. This third aspect of quality is “management quality”, defined as “providing a service using resources in the most efficient way (without avoidable waste) and within higher level regulations. It does not refer to the quality of managers in the service, but their competence certainly has an effect on how well resources are used.

In summary, health service quality is defined as:

A quality health service/system gives patients what they want and need at the lowest cost 








(Øvretveit (1992))

A quality health service is one which has a high patient-, professional- and management quality:

1. Patient quality is what patients  say they want

2. Professional quality is what professionals think patients  need (outcome and process)

3. Management quality is using the fewest resources to give patients what they want and need, without waste, errors or delay, and within policy and legal regulations.

3: EXAMPLE OF A QUALITY PROJECT
It is often thought that it is not possible to increase patient satisfaction, increase professional quality, and also to reduce costs. Modern quality methods aim to do all three, and there are examples of projects which illustrate this. One example is a quality team project to reduce operating room cancellations and delays for in- hospital patients waiting for an operation. The project team collected data to find out the size of the problem. They found that for orthopaedic surgery operating room the number of scheduled operation cancellations was 101, and delays over 25 minutes was 125 out of 1045 operations in a three month period (Table 1.1). By analysing the causes and making simple changes, the team was able to reduce these numbers by almost 50%. This increase patient satisfaction, reduced suffering, saved time and money and reduced the frustrations for personnel caused by the cancellations and delays.

Table 1.1: orthopaedic surgery operating room scheduled operation cancellations and delays






1997 




1998
(1st January to 31st March) 
(1st March to 30th May)

Total elective procedures

1045




1125


Cancelled operations


100     (9.6%)



83     (7.4%)

Avoidable cancellations

78 (7.5%)



54 (4.8%)

Delayed operations (> 25 mins)
125 (12%)



87 (8%)


Causes of cancellations
“patient too unwell for surgery”  
18




10


“surgeon unavailable”
   
17




9


“patient records unavailable”.
 14




8


.
4: HOW TO IMPROVE QUALITY?

There are pressures demanding that health services improve patient, professional and management quality. There are many ways and methods which can be used to do so (Box 1). Managers and professionals need to decide which approach is right for their service, given the external and internal pressures and the history and culture of the organisation. In choosing an approach they will be able to benefit from other’s experience and from the evidence of which approaches have been the most successful in the past in their own organisation.
Box 1: Approaches to quality assurance and improvement in Europe:

· Professional initiatives, such as self-regulation, education, standard setting, and professional audit methods.

· Promoting evidence based medicine (EBM) and evidence based protocols (promoted by professions and some governments).

· The use of audit: setting standards and comparing practice to standards (uni-professional, multidisciplinary, and organizational (e.g. UK Kings Fund)).

· Government regulation (licensing and inspection)

· National quality strategies (e.g. Norway, UK, Netherlands, Denmark)

· Quality prizes and awards 

· Quality data collection and comparison – confidential and public 

· Benchmarking

· Patient information, participation, and rights

· Pathway and re-engineering methods

The experience of the last ten years is that multidisciplinary quality teams using process improvement methods are the most cost effective approach for improving quality. But their effectiveness depends on these teams used a structured process and having the right support and education (Øvretveit (2000, 1999)). The teams need to involve people who know the different parts of the process which they are improving. This approach to quality works best in an organisation which trains and encourages people to work in teams in this way, for example an organisation which has introduced a total quality management programme.

5: ORGANISATION-WIDE QUALITY PROGRAMMES

Health personnel have improved the quality of healthcare over recent years, but one question is, could they have done more? Could they have used their time to better effect in their quality improvement activities? It was noted above that some quality project teams had been effective if they were supported in the right way. Often these teams work in isolation and rely on the enthusiasm of leading clinicians. Should healthcare organisations be doing more to encourage and support such teams? The answer is yes, and one way is to introduce an organisation-wide quality programme. What have been the lessons from such programmes? 

The first lesson has been that there are some necessary conditions for these large scale programmes to succeed. There needs to be a level of patient dissatisfaction, political concern , and pressure from payers to reduce costs, as well as internal conditions such as physician interest and willingness to experiment, not too many other changes at the same time (change coping capacity), and a motivation to improve 

Our research in the Norwegian hospital sector, and our review of research identified eleven criteria which appear to be important if a quality programme is to be successful (Øvretveit (1999)). These are that a programme needs to:

· recognize and build on existing effective quality activities (such as those already proven by professions, as well as continuing professional education which uses effective adult learning methods) (Øvretveit and Aslaksen, 1999)

· enable professionals and managers to work together to improve quality, to be clear about their different responsibilities and to build mutual understanding, trust and respect, (Berwick et al (1992), Blumenthal & Scheck (1995), Gaucher & Coffey (1993)),

· build on and extend professional’s skills, in a way which they believe  will help them in their everyday work and careers, (Berwick et al (1992), Blumenthal & Scheck (1995)), 

· be realistic about the time- and change-demands placed on people, and ensures that people recognise those quality activities which save time in the long term, (Joss & Kogan (1995))

· provide training in quality methods at the time when people need the skills in their quality activities and projects, (Øvretveit (1999), Headrick et al (1998))

· give training and learning materials which does not introduce unnecessarily complicated concepts and “jargon”, uses examples from a relevant professional service and a variety of learning methods to develop the new competencies which are required, (Melum & Sinioris (1992))

· combines both profession-specific and multidisciplinary training and projects, (Joss & Kogan (1995))

· ensure projects are managed and work on organizationally-important and authorized problems, follow a structured approach, and make real changes which achieve measured improvements (Øvretveit (1999)),

· allow flexibility for different parts of the organization to use effective methods which are appropriate to their activities (Øvretveit (1999)),

· provide an over-arching coherence which avoids different “quality languages” and which also coordinates different activities, (Øvretveit (1999))

· energise and realise peoples’ untapped potential, and gives a way to fulfil values and to gain a greater satisfaction from work and serving others, (Berwick et al (1992))

This is a challenging list for any programme to meet. Yet the prediction which arises from the research review is that the fewer of these criteria a quality programme does meet, then the less successful it is likely to be in spreading the methods and motivation of quality improvement. 

What is “Integrated quality development”?

Which type of quality programme should an organisation introduce? One option is just to start simple projects without a large scale programme. This may run into problems when there is a need to improve services provided by other departments which have no motivation or methods to do to. There are different types of organisation-wide quality programmes and an organisation has to choose one which is widely supported by personnel and which is based on experience of what works. “Integrated quality development” is one approach which provides a common language, simple methods, and frameworks for professionals and managers to use to work together to improve their services. It integrates the professional-, management- and patient- quality perspectives, and views the organization of services to a patient as a system made up of processes (Øvretveit (1999)). “Integrated quality development” is made up of seven components and principles 

1. four coordinated organisation-wide programmes to develop professional’s competencies, manager’s competencies, organisation and processes, and a new role for patients. 

2. three-dimensional definition of quality (patient-, professional- and management-quality)

3. patient pathway and process development

4. quality data gathering 

5. team quality projects 

6. patient focused system development

7. creating “soulful spirals” and preventing “soulless spirals”.

Definition: Integrated Quality Development (“IQD”)

Integrated quality development is combining professional, management, and organizational quality methods to develop the “service system” experienced by the patient. The aim of IQD is to produce better patient experiences using fewer resources. 

IQD in an organization will coordinate four programmes to develop the patient’s role, professional’s and manager’s competencies, and the organization of care. 

6: CONCLUSION

The paper described the pressures which demand that health services improve patient, professional and management quality, and proposed that a team project based approach is one effective method to do so. Quality in healthcare is confusing and complex, but also very simple. The purpose of quality methods are to help health services do what they are meant to do: to meet patients needs in a humane and safe way with respect for the person, and to do so without waste and errors. When used by individual professions and for profession-specific quality improvement these methods do lead to some improvement but this approach has little impact on the more complex problems. With the increasing complexity of care and of service organisation, we cannot rely on professional quality regulation and improvement alone. The main problems have been and are getting professions to work together to improve quality and to work with management to change systems of care.

The paper argued for a systems rather than individual approach to quality problems. It proposed that some quality initiatives have not been so successful because they did not pay attention to organisational and system problems, or win the hearts and minds of health employees. Those developing quality programmes can learn much from the last 15 years of experience with quality methods in their own and other organisations. Probably the most important lesson is the need for the involvement of doctors, middle managers and other health personnel in planning and working on quality improvement. 
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APPENDIX
Quality terms 

Health service quality: meeting the health needs of those most in need, within higher level requirements and at the lowest cost.
Quality Assurance (QA): any systematic activity to ensure the quality of services - a general term for activities and systems for monitoring and improving quality. Sometimes defined more precisely. In the USA, “QA” is used in a more limited sense to describe an approach to setting and enforcing standards through an accreditation process.

Audit: most medical and clinical audit is setting standards or guidelines, comparing practice with standards, and changing practice if necessary. Audits can be carried out internally for self-review and improvement or externally by inspectors. Peer audit can use already-existing standards or practitioners can develop their own. Most quality assurance in the UK is professional-, multiprofessional- or organisational audit.

Organisational audit: an external inspection of aspects of a service, in comparison to established standards, and a review of an organisation's arrangements to control and assure the quality of its products or services. Audits use criteria (or "standards") against which auditors judge elements of a service's planning, organisation, systems and performance.
Quality accreditation: a certification through an external evaluation of whether a practitioner, equipment or a service meets standards which are thought to contribute to quality processes and outcomes.

Quality system: a coordinated set of procedures, division of responsibilities, and processes for setting quality standards and procedures, identifying quality problems and resolving these problems. (BSI 5750 and ISO 9000 are standards for a quality system).

Continuous Quality Improvement (CQI): an approach for ensuring that staff continue to improve work processes by using proven quality methods to discover and resolve the causes of quality problems in a systematic way.

Total quality management (TQM): a comprehensive strategy of organisational and attitude change for enabling staff to learn and use quality methods in order to reduce costs and meet the requirements of patients and other “customers. Quality is “a method of management”- quality is determined by systems of care, and management are responsible for the performance of these systems.

Quality programme: a set of systematic activities intended to ensure the quality of one or more organisations services and products, usually planned and organisation-wide.

Quality project: a time limited task to solve a quality problem or improve quality, undertaken by a specially created team using quality methods in a structured way.
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