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The Royal College of Physician’s Quality Improvement
Hub - how can it help physicians to improve patient care?
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Doctors have a central role in managing patients across a
multitude of clinical environments, which places them in

the ideal position to identify systemic issues. Traditional
medical training focuses on the knowledge and technical skills
required; rarely are doctors trained in leadership, management
or how to analyse and understand systems so as to design
safer, better care. Quality improvement methodology is

an approach that is known to enable improvement of the
systems in which healthcare professionals work in order to
provide safe, timely, evidence-based, equitable, efficient and
patient-centred care. To address the current disparity, the
Royal College of Physicians (RCP) has launched a Quality
Improvement Hub, which will aim to support physicians to
face the challenges of improving medical care, enabling them
to navigate the tools with more confidence and share and
implement the learning more swiftly.
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Introduction

Continuous improvement of healthcare is not a new concept;
this was recognised in the 1840s by Ignaz Semmelweis who
discovered the role of anti-septic hand hygiene in reducing
maternal death rates.! Florence Nightingale, during the
Crimean War, sought to improve sanitation in her quest for
better clinical outcomes in wounded servicemen.” Fast forward
to the 21st century where healthcare systems, because of the
need to transform healthcare provision, face huge challenges to
provide safe, evidence-based and reliable care.’ Despite a drive
to improve quality and patient safety in the last 15 years, 5-10%
of admissions to hospital still result in harm,*° with avoidable
mortality rates currently at around 3-5%.°~ Most safety
events are not the result of an individual acting carelessly, but
rather due to systems failure. Doctors need to be equipped with
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the skills and awareness required to improve these figures.'

Healthcare has been late in its recognition of the contribution
that the theory and practice of quality improvement is able

to make to delivering better value care and is not universally
understood or accepted as practical."

Aviation has sought to improve passenger safety by preventing
and identifying threats before they occur through continually
learning from near-miss situations.'” The aviation industry
realised that 70% of accidents were due to breakdowns in
communication and in response to this developed standardised
approaches, tools and behaviours to improve safety."® Aviation
achieves its exemplary safety record by viewing failure as an
opportunity to learn; this is in stark contrast to healthcare,
where failure is viewed as incompetence and associated with a
blame culture."* Medicine is different to aviation in its variety
and risk but there is much to learn from their approaches
to high reliability and continuous improvement in complex
systems where humans and technology seek to deliver optimal
outcomes.

In healthcare, the traditional training of physicians focuses
on specialist knowledge acquisition, clinical skills and often
does not consider how to improve the systems and environment
in which clinicians work.'"'® Failure to test a new approach
rigorously in the clinic or the ward before implementing can
result in resistance or unintended consequences undermining
the purpose of the change. The General Medical Council
reflects the consensus that ‘doctors must take part in systems
of quality assurance and quality improvement to promote
patient safety’.!® This can be achieved through the correct
application of quality improvement methodology as described
in the Berwick report, which stated ‘the capability to measure
and continually improve the quality of patient care needs to be
taught and learned or it will not exist”."”

The Royal College of Physicians (RCP) has already invested
heavily in supporting physicians and their teams to improve
the quality of care given to patients through national clinical
audit and its successful Learning to make a difference quality
improvement programme for core medical trainees.'® The
RCP Quality Improvement Hub will aim to bring together
these and other resources, tools and methodologies, and
combine them with coaching and networking. By acting as
a repository for quality improvement work, the hub aims to
make quality improvement easily accessible to all doctors and
support physicians in developing and providing safe, timely,
evidence-based, equitable, efficient and patient-centred care
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Box 1. The RCP Quality Improvement Hub’s broad

aims
The aims of the RCP Quality Improvement Hub align with those

of the Academy of Medical Royal Colleges, improvement experts
and the Health Foundation:'>'%%°

> Build improvement capability at scale amongst front-line staff.
> Involve patients, families and their carers in systems design.

> Develop changes that are sustainable throughout an
organisation.

> Continually measure and monitor improvement.
> Integrate leadership and management training.

> Develop a curriculum using existing quality improvement
methodologies.

> Encourage employers to make quality improvement integral to
job descriptions.

> Support all healthcare professionals and executive team
members in developing quality improvement.

> Act as a repository for quality improvement projects and share
learning.

(Box 1).'>'%%° Box 2 summarises the scope of ‘quality’ with
respect to patient care and the mix of approaches that will
support physicians and their teams to improve whatever aspect
of quality is in need of improvement.”" ™

The challenge

To improve patient care, a range of strategies, such as clinical
guidelines, audit,'® systems understanding and, where
necessary, their redesign, are required. Quality improvement
is premised on improving complex systems of work and there
is nothing more complex than healthcare delivery. Quality
improvement science and approaches have a significant
contribution to make; however, such service improvement takes
time and requires leadership.?®

There is a growing need for clinical leadership in response to
the increasing complexity of managing patients with multiple
needs and interconnected morbidities. In some cases, increasing
operational and organisational complexity has resulted in
doctors becoming less engaged in change.*® With executive
leader ‘buy in’, improved use of data (eg mortality data) and
spotlight reporting may help direct resources and the focus of
the organisation, creating a common purpose for clinicians and
management.”’

There are many areas in clinical medicine/practice where
no exact consensus or guidelines exist, which can lead to
variation in standard of care.?® Quality improvement can be
used to tackle this, reduce waste and allow organisations to
become more person centred.*” Evidence suggests that safer,
high-quality care is more efficient, less costly and leads to
better patient outcomes.*>** Understanding the ‘microsystem’
in which physicians and their teams work can ensure care is
designed to be better matched to the needs of both the patient
and the team.'>'>?8

When considering service improvement, clinicians and
managers may be more familiar with audit, peer review
and traditional academia rather than quality improvement
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Box 2. How to define quality and enable
improvement?

There is no single definition of quality improvement and the
words quality and improvement may mean different things to
different individuals.

Quality improvement is about unceasingly seeking excellence
through the patient journey.?’ Lord Darzi’s 2008 report entitled
High quality healthcare for all?* confirmed the government’s
shift in healthcare towards quality and placed an emphasis on
staff to drive improvement within the following domains of
quality:

1. patient safety (doing no harm)

2. patient experience (care should be characterised by
compassion, dignity and respect)

3. effectiveness of care (survival rates, complications rates,
measures of clinical improvement, and patient reported
outcome measures).

The Institute of Medicine has identified six domains of quality;

these are:?"?3

1. safe — no harm to patients during a care episode

2. effective — evidence-based care that provides clear benefits,
examining whether a treatment works and ensuring there is
less variation to delivering effective evidence-based care

3. patient centred — putting patients at the centre of
healthcare

4. timely — reduction of harmful delays, eg cancer waits, and
seeing those with time critical conditions in accident and
emergencies

5. efficient — avoid waste, repetition and unnecessary
investigations

6. equitable — care that is equally available to all and does not
vary in quality.

There are many approaches to quality improvement including:zl'

1. structured educational programmes, eg workshops and
seminars

2. experiential learning, eg regular short meetings, action
learning sets, mentoring to ensure success via problem
shooting

3. multi-professional learning, eg managers and clinicians
working together to gain perspectives on each other’s work
in guiding quality improvement.

Building the foundations for improvement in any system
or organisation seems to benefit from a mixture of these
approaches.?’

methodologies." Local clinical audit is used to ensure
adherence to best practice guidelines and is usually carried

out by the most junior members of the team who are rarely
empowered to make the changes they identify as needed.

Such experience is neither motivating nor likely to result in
improved quality of patient care. Only 5% of local clinical audit
undertaken by junior doctors leads to a change in practice.” In
contrast, of those who have undertaken a quality improvement
project, 85% said they felt they had made a difference to patient
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care via a beneficial sustainable change and 94% stated they had
developed new skills."®

The challenge remains to make quality improvement methods
the way all clinicians approach poor quality care as part of
everyday practice.”” Junior doctors should be engaged to
undertake team-based, continuous improvement rather than
solitary audit projects over a short time period for their training
portfolio.”

Exposure to quality improvement educational approaches
is inconsistent and awareness of quality improvement is
variable.” The Health Foundation has identified barriers to
success for clinical teams undertaking quality improvement.
Issues, such as unrealistic goals, insufficient leadership and
lack of dissemination because of ownership of a project, can
inhibit sustainability and the effects of initiatives.” There are
also logistical issues, such as limited finances, hierarchy or
resources.”* Quality improvement may not always be deemed
a priority because there are powerful groups within the NHS
that may not wish to change working practices.” Directing
professionals to engage in quality improvement may be
perceived by some as ‘a target’ and the motivation to become
involved lost.”

Many of the challenges facing clinicians are driven by external
factors, eg revalidation and regulation. This leaves little time
for personal investment into an organisation, particularly at a
junior level where doctors have short placements. Regulation
and inspection has come to the fore as the main way of
maintaining patient safety; however, there are those, including
Don Berwick, who propose that this has developed a culture of
blame where poorly performing trusts are penalised."

The purpose of the Quality Improvement Hub

The RCP Quality Improvement Hub will engage clinicians at an
early stage of their training to make changes to their day-to-day
work and encourage the use of appropriate data as a driver for
improvement.* The hub will aim to achieve this by supporting
and mentoring teams undertaking quality improvement work
in addition to focusing on the psychology of change, such
as challenging the beliefs, values and assumptions of those
working in the system.***®

The RCP is committed to ensuring ‘the best possible
health and healthcare for everyone’ and emphasises the
need to improve care for patients via ‘quality and service
improvement’.”’” The hub will aim to build on this by
supporting clinicians to develop and establish sustainable
quality improvement competencies and capability, and
enabling capacity for improvement to be developed across
the clinical team.

The hub will increasingly align the emphasis of bodies such
as the Healthcare Quality Improvement Partnership and the
National Institute for Health and Care Excellence and ensure
physicians have national and local resources where required.
As the home of many commissioned national clinical audits,
such as the Sentinel Stroke National Audit Programme and the
Falls and Fragility Fracture Audit Programme, the RCP and the
hub are well placed to provide baseline data and then support
and coach teams to use systems thinking and improvement
methods to close the gaps in care within their organisation.

The hub will aim to pool what is known in other systems
and organisations and to share it in a useful way to accelerate
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learning, prevent ‘reinventing of the wheel’ and to encourage
adaptation through quality improvement methods.

The hub’s intention is to improve leadership skills via an
important partnership with the Faculty of Medical Leadership
and Management. The RCP is also one of the largest host
organisations of the National Medical Director’s fellowship
scheme. The hub and the RCP will invest in and enable junior
doctors to identify and rectify systemic issues.”®*

Patients have been proactively involved in improving the
safety of services and systems via their unique perspective and
challenging of healthcare professionals on patient safety.’ The
RCP is home to an expanding patient and carer network.

Lessons already learned

There is limited literature on training and outcomes of quality
improvement in medical specialties; most of the literature
focuses on junior doctors.***! However, the literature does
indicate that education based on quality improvement is
generally well received by trainees, improves knowledge in up
to 87% of doctors and results in better patient outcomes and
improved patient safety.*~** Although studies in early 2000s
have shown limited clinical benefit of quality improvement
teaching among trainee doctors,"” more recent systematic
reviews have found that quality improvement curricula have
successfully implemented local changes in care delivery

with many significantly improving care for patients. Factors
contributing to the successful implementation of curricula
included committed faculties with learner buy in and
enthusiasm.**

The Academy of Medical Royal Colleges has published a
report stating the need for integrated quality improvement
curricula.”” The report states that quality improvement should
be understood by all healthcare workers so that they can
contribute, when required, to improving outcomes for patients.
In order to address this, supportive educational programmes
are required and should include experiential learning on safety
and quality, alongside the teaching of quality improvement and
systems theory.”

The benefits of integrating quality improvement training
into the undergraduate curriculum in the UK have been
demonstrated;*® however, not all medical schools currently
teach quality improvement and the postgraduate curricula do
not fully integrate training in quality improvement or human
factors."” Foundation and core medical trainees are encouraged
to undertake quality improvement projects in place of local
clinical audit. Examples of where this has worked well include
the London Deanery ‘beyond audit’ workshops, which use
quality improvement initiatives to introduce junior doctors
to management and leadership;* the Severn Deanery, which
has delivered over 30 quality improvement projects among
foundation year 1 doctors, improving weekend handover
and standardising ward equipment;*® and Great Ormond
Street, which has developed a programme entitled EQuIP —
enabling doctors in quality improvement and patient safety.
The EQuIP programme was deemed valuable by 100% of
participants, all of which were committed to sustained quality
improvement, with 92% of participants developing new sKkills.
The programme recognises the investment of training doctors
in these skills to lead quality improvement in a variety of
healthcare settings,”” replicating findings from the USA."
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Primary drivers

Secondary drivers

Tertiary drivers

* Web-based learning and publication guides

* Web-based QI tools

 Catalogue of QI active members

* Log/register of Ql projects

* Enable physicians to access peer support via AHSNs or others
* Involve patients, families and their carers in systems design

* Appraisal supports Ql as a CPD requirement
* Revalidation requires Q| involvement

Resources
Teams
Partners
RCP members, fellows
and employees are
competent and Recognition
experienced in the use Spread
of QI science to improve Celebration
healthcare
Competence
The RCP QI Hub will and capability
help physicians and inaQl

their teams to
improve patient care
via continuous

/
N
-
I

a RCP audit teams
promote and
RCP leads the use of include QI :
Ql methods in national approaches in
audits, accrediation and their work
registry teams, Future
Hospital Programme, »
education of trainers/ Training
educational supervisors programmes
Provide skills/
leadership

* Improvement capability developed in all front line staff
* RCP programmes use QI methodologies

* Ql courses and workshops for levels of training with project
coaching as key part are widely available

 Fellows of the RCP have coaching in sponsoring a QI project

* Ql to be integral to job descriptions for new consultants

 All RCP audit staff are fluent in QI methods

* Ql training and coaching is part of all audit programmes

* National audit reports include examples of Ql approaches
* Repeat audits/review using QI methodology

* Clinical teachers learn to sponsor and support QI with medical trainees

* Local audit teams required to take QI approaches with trainees

* Local education leads include QI for core and specialist medical trainees

* Leadership and management training provided by RCP includes QI/Ql project

Fig 1. The RCP Quality Improvement (QI) Hub driver diagram.

 Curricula includes human factors/systems design and QI methods

Utilising quality improvement approaches in planning
and steering the hub

The Driver Diagram

Fig 1 displays the plans and purpose for the RCP Quality
Improvement Hub in a single action effect or driver diagram.
The main aim is to equip all physicians to continuously improve
their care, recognising the increasing complexity of that care
and of the system in which it is delivered. The primary drivers
are the skills and abilities of RCP fellows and members, and the
embedding of quality improvement approaches into the work
the RCP undertakes in patient care. The secondary drivers
provide clear headings and the tertiary drivers detail some of the
change intentions and ideas that evidence tells us will drive our
aim forward.

The driver diagram is an iterative tool that seeks to provide
as much clarity as practical along with a menu of projects and
activities that are supporting success. This ensures that each
project/innovation is aligned and those working on one area see
the value of their work to the overarching aim on the left.

Measurement for improvement

A key component of successful quality improvement is the
measurement of the impact of changes as they are tested and
developed — so-called ‘time ordered data’. This is an alternative
to delayed and aggregated data collected many months down
the line. Knowing what is working now and continuously
adapting change to maximise its effect is a critical improvement
strategy. ‘How will we know a change is an improvement’ is the
mantra of the successful improver. Fig 1 seeks to describe what
we will be measuring as the hub develops. This will include

214

hits on web pages, downloads of tools, titles and content of
completed projects and posters submitted to conferences as well
as softer items such as self-reporting of confidence in quality
improvement methods, involvement in projects, knowledge of
human factors and their use in safe design. One key measure
will be the use of improvement methods within the national
audit programmes to accelerate the rate of improvement for
services under review or implementing new standards of care
(Box 3). As with all improvement projects, the likelihood is that
with success we become more ambitious and the scope of what
we measure and the expectations increase over time.

Box 3. Measuring success

Success of the RCP Quality Improvement Hub will be measured as
follows:

1 Quality improvement methods will be integral to the RCP
approach to audit, assurance and accreditation programmes.

2 Education and training approaches and processes will have
clearly included the science, the practical experience and the
recognition of the need to share ideas and spread better
ways of delivering optimal, patient-centred care more swiftly.

3 The RCP will enable access to relevant and valued resources,
training, coaching and peer support. In this way, they will
develop their skills in diagnosing and treating sick systems of
work just as they have become experts in treating sick human
physiology and anatomy.

4 The audit and assurances programmes led by the RCP will
enable data for continuous learning and improvement through
more immediate feedback on local improvement in response to
innovation.
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Conclusion

Don Berwick said ‘the NHS should continually and forever
reduce patient harm by embracing wholeheartedly an ethic of
learning’.” In the changing climate of the NHS, the emphasis is
now on improving the quality and experience of care offered to
patients and their relatives. Physicians and their teams working
on the front line are the best placed to identify where change is
required and it is vital that they are empowered to undertake this
work. Quality improvement methodology is an approach that has
been successfully used to improve care for patients in a multitude
of settings. In order for quality improvement to be feasible and
sustainable, it has to be supported; the RCP Quality Improvement
Hub will support physicians and their teams in developing new
and existing skills in order to address and tackle established
problems. The hub will support physicians in building quality
improvement capability and, in doing so, develop the leadership
skills of physicians to ensure that all, from board level to the
ward, are involved with improving quality and that healthcare
professionals will see quality improvement as integral to their job.
The RCP is best placed to do this among physicians as it holds an
influential and credible position amongst its 33,000 members and
fellows and has already invested heavily in improving the care
given to patients in the NHS. The RCP Quality Improvement Hub
will stimulate the debate on quality improvement and provide
organisations with a way of integrating improvement capability in
a supportive and professional manner.

In the words of Catherine Boot, co-founder of the Salvation
Army, ‘if we are to better the future, we must disturb the
present’. We hope the Quality Improvement Hub will better
the future, respectful of the fact that research, audit and
quality improvement methods are each critical to continuously
improving our health service. m
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