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Introduction: The Five Steps to Quality Improvement

A facility-based guide to improving clinical outcomes

This short guide describes a step-by-step process quality improvement teams can follow when engaging
in improvement activities, demonstrating skills needed to achieve results and offering insight about

“haw” generate change in a clinical setting.

more accessible and more reliable care for the population each facility serves. This guide offers one
path towards achieving that goal.

Getting Started: Getting Leaders on Board

Any improvement plan will rely on the participation and support of leadership at multiple levels.
Facilities will need the support of their operational managers, PHC supervisors, their sub-district
coordinators, and their district leaders. Quality improvement teams will need to be empowered by
these leaders through the creation of time and space to pursue improvement activities. They will also
need leaders who maintain an interest in the improvement work, providing a valuable source of
accountability, not for the purpose of judgment but rather to check in on and celebrate successes as
facilities progress. Leaders can also empower the improvement plan by being available to help problem-
solve policy-level improvements or to help spread changes that may be applicable to multiple facilities
(or across a whole district). Creating a space in the form of a monthly district task team meeting will
help facilitate this process.

Getting Started: Setting Expectations
Right from the very start, all facility staff should understand the following key principles:

1. The Ql Partner Organization and its Quality Mentors are there to help the clinic staff achieve
excellent results in the preventing mother-to-child transmission (PMTCT) program.

2. We will achieve this with a six-week, intensive quality improvement capacitation period (a
designated one-hour weekly meeting).

3. After that time, facilities will be expected to continue meeting and working on the PMTCT
pathway, with the Quality Mentors providing support while the facility staff work through a set
of high-impact systems changes that should reduce workload while improving patient outcomes
and patient satisfaction!

Working with a Change Package

A Change Package is a collection of changes suggested for use in improving the targeted process of care
(e.g., PMTCT, TB, Chronic Care) on which an improvement plan is focused. The changes suggested are
not mandatory for implementation, but they are changes that have been shown to be effective in
solving some of the most common problems preventing effective rollout of the process targeted. A
Change Package is meant to be a source of ideas that may help quality improvement teams progress
toward their goals. Local adaptation of ideas will always be necessary to ensure the success of changes
selected from the Change Package.

The



Checklist of Items that will be left behind in the clinics:

Every meeting during the intensive phase will leave behind the following key items for the clinic to post
and celebrate. The success of the intensive phase will be measured by how many of these items are
present and understood by clinic staff at the facilities:

O Facility-based improvement team is formed and the list of team members is posted in a patient
space to highlight the honor of serving on the improvement team
O Publicly posted aim statement for the PMTCT project

O Publicly posted process map detailing each step a patient experiences from entry to exit from the
process targeted for improvement

O Publicly posted PDSA cycle currently being tested, describing who, what, where, when, and how

O Publicly posted run chart tracking relevant data for the step in the process map currently being
targeted for improvement

O Publicly posted Change Package,or “ I i br ar y,” oh i g hthetgnthe ploeess s
map currently being targeted for improvement



Step 1 C Introducing the Project, Forming a Team, and Defining the
Problem

By the end of thentroductorymeeting,accomplish the following
I Form a facility-based improvement team and post the team roster in a patient space to highlight
the honor of serving on the improvement team.
9 Introduce facility staff to quality improvement and the nature of the problem in PMTCT.

Introduce the project to the team, including how it started and why it exists. Be sure to include the four
main objectives of the project:
1. Increase the number of pregnant women who know their HIV status.
2. Increase the number of women who are started on HAART if they are eligible.
3. Increase the number of women who are started on dual therapy if they have a CD4 count above
200.
4. Transfer skills to staff to capacitate them to run their own Continuous Quality Improvement
(CQl) processes within a specific time frame.

Outlining the Project Design

In this introductory meeting with facility staff, outline the design of the accelerated PMTCT plan which
seeks to improve the performance of PMTCT in the district while strengthening the relationship
between hospitals and feeder clinics. The plan will be rolled out in phases, starting with a brief training
in CQl that the clinic and hospitals should already have been exposed to, followed by an intensive phase
of on-site mentoring. During the active mentoring phase clinics will be expected to actively learn from
the Quality Mentor, as they will eventually run the improvement meetings on their own.

Forming the Improvement Team

Form an improvement team in the facility, and encourage the team to identify an improvement leader
who will be the main contact person for the Quality Mentor. The improvement leader should be able to
keep the momentum, scheduling regular meetings with the team and following up on improvement
tasks. Once you have established a team, discuss the logistics including mutually conducive meeting
times. Be sure to outline a standing agenda that you will adhere to in future meetings. Prepare the
team for the next meeting, where you will discuss baseline data and establish the level at which the
clinic is performing at each part of the PMTCT pathway. The team meetings should be a place of shared
learning and understanding, where each participant feels comfortable contributing their thoughts and
feelings about the best ways to improve. The leader will need to facilitate this atmosphere of
openness.

Elements to consider when forming the team (Figure 1):

9 Identified leader willing to move the team forward

9 Participants include those who are interested in the improvement plan
1 Multidisciplinary if possible

9 Relatively small (no more than seven people)

Who should be on the improvement team in this clinic?




Figure 1
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Defining the Problem

You are not required to develop a local aim during the introductory meeting. However, share the
overall aim of the PMTCT programme for the district —for example, to decrease motheto-child
transmission of HIV to below 5% in the next 12 manthss shared aim for all facilities would have been
set at the launch of the sub-district wedge.

Introduction to the PMTCT Pathway

Introduce the PMTCT pathway (Figure 2), explaining that you will move the team through the pathway,
improving every step of the pathway as you move forward, using their own experience and data to
guide decisions on which step to focus on. The team will be expected to bring data on all the steps from
the onset in order to establish the baseline performance of the clinics in all the steps in the PMTCT
pathway. Explain that the steps that are illustrated in the pathway are not exhaustive, but form the key
processes that are necessary to prevent HIV transmission to babies.

Figure 1: PMTCT Care Pathway
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At the end of this step, hand out the Data Extraction Tool (Appendix 2) to the Ql team for them to
collect baseline data to be reviewed in the following meeting. This may seem like a tedious exercise, but
it is absolutely critical that all improvement work is guided by the data. Explain to the team that data
will help the facility to find the gaps where the clinic is not functioning well. Before you leave the
facility, be sure that data collection tasks are allocated to individuals and request that they bring all the
registers to the next meeting as well.



Step 2 ¢ Understanding the Current System: Baseline Data

By the end of the meeting, the clinic should have
9 Publicly posted baseline data assessment of the PMTCT performance over the past few months
9 Publicly posted aim statement for the PMTCT programme in this facility

It is important to know where you are before you start the improvement process. Baseline data helps
youtotrackthec | i peffoerarge and to note the changes that are introduced and the impact these
changes have on performance.

Data is the mirror through which each facility sees its performance. Each facility will collect routine data
elements on key areas in PMTCT, for example, “Number of antenatal clients pre-test counseled for HIV.”

You can combine two or more data elements to form an indicator that is more informative.

Here is a summary of data elements of interest in the PMTCT pathway:

#5: Simplified PMTCT indicators

Total ANC Total # of PCR at 6

Clients
Referred for weeks

ANC clients tested HAART 40% of total DPT at
for HIV 6 weeks
Total 1st ANC Visits
Referred Start on Counsel
for HAART mothers PCR
Counseled HAART for t_estlng of
and Tested for CD4 test feeding infant at

HIV options 6 weeks
Started AZT/sdN

onAZT VP in

Total ANC CD4 labour
tests

ANC clients tested sdNVP or AZT dose to mother sdNVP or AZT dose to baby

HIV+ new Total live births to HIV+ Total live births to HIV+ women
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Using your own clinic data, calculate where your performance is for each step of the pathway. On this
visit, introduce the team to run charts (see Appendix 3: Run Chart Tool). Plot the data fromthecli ni ¢
data extraction sheets on the Run Chart Tool. After reviewing these run charts, the facility Ql team

should set a common aim statement.

S



Developing a Common Aim Statement
A good aim statement answers two fundamental questions: How mucl? and Bywhen?

1

“How md idotv thtich will your facility chan@e- refers to a quantitative or qualitative
measure that is applied to a particular process step (or is a measure of the outcome desired)
and will reveal whether the process is performing to a desired specification.

“ Bwh e n-2BY when will your facility changeefers to a defined timeline by which the
measurable outcome will be accomplished.

Each process step will involve the development of an individual aim statement. These need not be

complicated; often, theyareas si mpl e as stating, “Qur facil
performing at 95% reliability by [specify the date]. ” Ot h efngoal simpieclide:s
9 Transformative: The aim would not be possible if the process continues to be performed the
same way.
9 Ambitious: The aim should be meaningful to improving access to or quality of care received by
the patient.
9 Specific: The aim seeks to focus on one piece of the care pathway, addressing issues within the
control of the improvement team to change.
9 Clear: The aim should be entirely clear to anyone who reads it (even those visiting from outside

you facility), communicating exactly what it is your team is focused on trying to improve.

“How t o7 dabestateniert (3ee Appendix 1: Aim Statement Worksheet):

1. Meet together as a team for an hour to review the overall aim(s) of the improvement plan.

2. Review together what you know and do not know about your facility 'cugrent performance.

3. Decide together which step in the care pathway your team will target for improvement first
(or next, if you are moving further along in the improvement plan).

4. |If possible, in one sentence, answer the two fundamental questions:“* how much ?"”
when?”

5. Review the draft aim statement together a couple of times to make sure it is clear to the
team; keep in mind that it should be clear to anyone who reads it.

Example aim statements (you can use these to structure your team’s aim statements):

)l
)l

Ensure that at least 70%of ALL women falling pregnant in our catchment area [define] attend a
minimum of 4 antenatal visits before they give birth by December 2009

Ensure that 100%of people testing HIV positive receive a CD4 test on the same day of their HIV
test by July 2009

Reduce turnaround time on laboratory results [define type] from 2 months to 2 weekséy
August 2009n [name] clinic.

10
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Step 3 ¢ Understanding the Current System: Creating a Process Map

By the end of the meeting, the clinic should have
9 Publicly posted process map detailing each step a patient experiences from entry to exit from
the process targeted for improvement

A good process map should include these elements:

9 Reflection of current reality — The process map will be a true picture of what each patient
experiences when theyvisityour faci l ity (as opposed to what
“guidelines”)

9 Input from many sources —The process map will include input from caregivers at all levels, from
clerks and counselors to nurses and doctors, and if possible might include input from patients.

9 Specific —The process map will identify step by step what happens, separating steps in the care
pathway if they are conducted by a different person, in a different space, or at different times,
being careful to extract each individual event in the care process.

9 Big picture —The process map will provide a clear picture for all stakeholders (from beginning to
end) about what happens in the targeted process of care.

“How t o0 " process maa fofgourdacility):

1. Meet together as a team to map the process of care you are interested in improving.

2. Using a flip chart, identify where your process begins and where it ends. Mark the beginning
step as a box in the upper left-hand corner and the ending step as a box in the lower right-hand
corner.

3. Together, as a team, describe what each patient experiences, step by step, from the starting
point the team identified until the ending point.

4. Draw each step as a box on the flip chart paper, with arrows leading from step to step.

5. If a step requires a decision (yes/no, for example), then create arrows to indicate divisions in the
pathway and subsequently follow each of them to the end (see examples below).

6. Once the process map is complete, it can be helpful to analyze the map, describing how long
each step takes, who performs it, where it is performed, and where queues build up, in an effort
to begin identifying where to make improvements.

7. Decide which bottleneck or queue to address. Choose the bottleneck or queue that you believe
will have the largest impact on the process and that can be improved.

Example process maps (use these to illustrate what a process map might look like):

11



How to Create a Process Flowchart How to Create a Process Flowchart:
Symbols of a flow chart

Bagin or End
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Step 4 C Introducing Change in a Non-Threatening Way: The Plan-Do-
Study-Act (PDSA) Cycle

By the end of the meetinthe clinic should hava
9 Publicly posted PDSA cycle currently being tested, describing who, what, where, when, and how

Aspects of a good PDSA cycle:

9 Clearly identifies the system failure being targeted for improvement

9 Has a very specific idea for change, including answering the following questions: What is the
change? Who will try the change? Where will they try it? How will it be done? When will it be
tried?

9 Displays what data is needed to establish whether the change made things better, kept them
the same, or made things worse

“How to” use PDSA cycl efrimpmvingthetargeta pratesss nt r oduce ch

Step 1

1. Meet together as a team —setting aside at least half an hour for this activity —and use the Plan-
Do-Study-Act (PDSA) Worksheet (see Appendix 4).

2. 1l n t he “ P, writdxleadyrthe sysbem failure, based on the decision made at the
previous meeting the quality improvement team is targeting — As a rule, the PDSA worksheet
should be clear enough so that anyone who reads it knows what the problem is and what
change you are introducing to improve the process.

3.l n the ,wAiime Wbdox QI t e am’Remergberahe ruldsforragobdmipmr ov e me n
statement include specifying “How mamtaoh” you wa
make the improvement.

4. 1 n C€hanf ewrite dearly the idea for change the QI team will be testing. The idea for
change should be taken from the Change Package shared with the QI team in association with
the quality improvement intervention.

5. In the “Plan" S e G dniwer the 5aydestidndlisted SV S vhatowiog where,
when, and how.

6. I n t he “,Bewerth &qudstiors listed there.

7.1l n t he “ Meeaton thestaare should clearly define what data will be needed to
establish whether the change made things better, kept them the same, or made things worse.

The measures should be recommended by the Change Package.
8. Leave the “Act"” ,sehat wilihaverto be deddedkdurihgahe next raeating.

Step 2

1. On the day the Ql team will be testing the idea for change, the person identified inthe” Pl an”
and Shdul arry it forward —writing down agreed-upon data as well as other observations
relevant to tStudy” cthamamge in the *

2. Meet together as a team —setting aside 15 minutes to half and hour.

3. Discuss the result of trying things in a different way; discuss the data, answering the question,
“What does this tell us about the success or fe&

13



4. Together, by consensus, decide whether to Adoptthe idea for change, Adaptthe change to
improve the outcome (during a subsequent PDSA cycle), or Abandonthe change because it
made no difference (or made things worse). Circle your response on the PDSA worksheet.

5. Depending on the decision you made in step 4, either plan another PDSA cycle with the same

idea but at a larger scale, change the idea and retest at the same scale, or try a new idea if the
idea you tried failed.

Example of the Plan step in the PDSA cycle:

14



Step 5 ¢ Developing Process Measures (Run Charts)

Building upon the last meeting, first review the PDSA and ensure that everyone understood the last
session. This meeting should be partially chaired by the operational manager (OM); you will only take
over from the OM when you introduce the run charts.

By the end of the meeting, the clinic should have:

T

Publicly posted one or more run charts tracking relevant data for the step in the process map
currently being targeted for improvement

Aspects of good process measures:

9 Indicate successful completion of process steps — Each measure should indicate whether or not
each patient experiences each step deemed essential to achieving the desired outcome of the
targeted process.

9 Ideally, measures are currently collected — Wherever possible, process measures should not be
extra work; instead, you should draw them from information your facility already collects.

9 Flow from step to step — Process measures should build on one another, often with the
denominator in one step acting as the numerator in the following step.

“How to” develop process measures

1. Meet together as a team, coming to consensus on which steps in the process map are absolutely
essential to achieve the desired outcome of the process targeted. List these.

2. For each essential step, answer the following questions:

a. How will we know if each patient received this step in the care pathway?
b. How many patients do we expect to receive this step in the care pathway?

3. List any data elements (in registers, patient-held records, or other medical records) that will help
to provide the answers to the two questions above.

4. ldentify what data your team needs for effective process measures, but does not currently
collect.

5. Develop a numerator and denominator (said another way, actual performance and target
performance) for each essential step identified.

6. Where data does not yet exist, or is not currently collected, discuss how information for this

step could be obtained.

Things to keep in mind: With ideal performance (under real working conditions), the numerator and
denominator will be equal to each other (indicating perfect performance). When the numerator and
denominator are not equal (this will be most of the time), this indicates a need for improvement.

Example process measures:

1

1

1

% HIV tested = (HIV tested/HIV pre-test counseled) X 100
0 Numerator = HIV tested (actual number tested)
0 Denominator = HIV pre-test counseled (expected number to test)
% infants receiving DPT1 immunization = (DPT1 immunized/total infants at EPI clinic) X 100
0 Numerator = DPT1 immunized (actual number of infants receiving DPT1 immunization)
0 Denominator = total infants at EPI clinic awaiting first immunization at 6 weeks
(expected number of infants to be immunized)
% HIV positive screened for TB = (HIV positive TB screened/HIV positive) X 100

15




0 Numerator = HIV positive TB screened (actual number of HIV positive patients
submitting a sputum sample)
0 Denominator = HIV positive (total number of HIV positive patients identified by a clinic)

How t o "anddise ¥renicharp

A run chart is a simple line graph which is used to track the performance of one (or more) steps in the
process targeted for improvement across a defined period of time. Run charts are the visual expression
of the process measure developed above.

1.

One person from the improvement team should volunteer to physically update the run chart
each day, week, or month (depending on the measure and the frequency of the service at the
clinic).

This person should record, according to the time period, both the numerator and the
denominator in a table below the run chart.

Directly above the table, the team member should plot a dot where the numerator should be
and the denominator should be on the graph (in different colors if possible).

The team member should connect the dots, numerator to numerator and denominator to
denominator, to slowly and methodically produce the run chart.

Whenever a change is introduced to the process of care, the team member should make a
notation on the run chart on the appropriate date.

The team should review the progression of the run chart each time they meet, looking for
trends in the data. These indicate process performance—either process improvement or
emergent problems, depending on whether data is getting closer to the target or farther away.

Examples of annotated run charts:

Number of People HIV Tested

HIV Test - Clinical Performance Run Chart

100 -

75 7 PDSA1

50 -
——HIV Tested
25 -+ ——-Target

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dac

Time in Months
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Number of Children Immunized at 6

Immunization - Clinical Performance Run Chart

100 —I—I—I—I—I—I—I—IF—H
Nurse
75 Retires A
2 —— Children
@ 50 - )
g Immunized
v Palio at 6 weeks
25 y Campai
paign
0 T T T T T T T T T T T —B—Target
[ 0 = b = = — [=T4] [o R = [S]
] o = [&]
T s 2 2" 32 &0 28

Time in Months
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Appendix 1: Aim Statement Worksheet

Exercise #1: Develop your own aim statement

Think about the change you would like to see happen In your workpiace or on your project. What
autcome would you like to see as a result of your improvement project? How would things have
changed and what would be the tangible resulis? What resources are available to achieve this
change, what is a realistic goal, and what is the time frame?

When enswering these questions, you should remember that your goals should be ambitious, but
achievable. An ambilious goal that is not realistic will demotivate you and your colleagues while a
realistic goal that Is not ambitious will fall to motivate you to make as much of a change as you
are capable of making.

Answer the following questions in order to develop your aim statement:

Where will your change be implemented: (A)
- A location such as a town, dini¢, or office

What outcome are you trying to change:

(B)
- Should be a tangible result, such as a decrease or increase in some factor
By what amount are you trying to change it: (C)
- Should be a percentage or some other numerica value
When do you want to see this result happen: (D)
- An amount of time or by & certain date
What will you dofuse to achieve this result:
{E)

- What lool. methed, or resource will you employ to make the change?

Put together your responses to complete the aim statement for your improvement project:

In (&) ., we will (B)
by (C) wathin/by (D)
using/bylthrough (E)

Adapted from URC’'s HCIP Project Presentation

18



Appendix 2: Data Extraction Tool

Facility Data Collection Tool

Data Elements

June

July

August

Sept.

Oct.

Nov.

Antenatal 1st visit before 20 weeks

Antenatal 1st visit 20 weeks or later

Antenatal client pre-test counseled

Antenatal client tested for HIV

Antenatal client tested HIV positive - new

Antenatal HIV positive client tested for CD4
count

Antenatal client issued with nevirapine

Antenatal HIV positive client initiating AZT
prophylaxis

Antenatal clients on HAART prior to this
pregnancy

Antenatal clients referred for HAART

Nevirapine dose to baby born to woman with
HIV

Babies given AZT for 28 days + Babies given AZT
for 7 days

HIV PCR test of baby born to HIV positive
mother at 6 weeks

Live births to HIV positive mother - including
BBAs and live births outside facility

DTP-Hib 1st dose

19
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Appendix 3: Run Chart Tool
Title:

What measure are you using?

TIME

1/2|3|4|5|6|7(8|9|10|11 |12 |13 |14 |15 |16 |17 |18 |19 |20 |21 |22 |23

Measure
1:

Measure
2:

Measure
3:




Appendix 4: Plan-Do-Study-Act (PDSA) Worksheet
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What is the PROBLEM:

¥
What is your AIM:

\ 4
What CHANGE are you testing:

4
What MEASURE are you using:

L 2

—

PLAN:

What will you test?

Who will do the test?

ACT:

When will the test be done?

Adopt
Adapt Where will the test be done?
Abandon

How will data be collected?
STUDY: DO (Carry out the Plan):
Document
observations Start Date?

Compare your
data to your aim

Starting Site?

Who will start it?

\




Appendix 5: Using a Change Package

“How to”

1. Start at the beginning of the PMTCT Care Pathway from Step 1.

2. For each step in the care pathway, identify what you know or do not know about clinical
performance at that step (this should be evidence based, ideally on an annotated run chart).

3. If nothing is known about current clinical performance at the step under consideration, return to
Step 2 (Collecting baseline data) before continuing.

4. |If the data indicates a need for improvement in the first step of your care pathway, select from
the Change Package a change idea that your facility has not yet tested, or currently does not do.

5. Move to Step 5 of the Facility-Based Guide to Improvement, to see how to adapt and test the
change selected for use in your facility.

“How t o’rinnbvateidedsérao “ | i brary of ¢ hangehangedaekags:” i n

1. Meet together as a team for one hour with the intention of being creative together.

2. Drawing on the process maps and cause-and-effect diagrams you have developed previously,
together select 1 or 2 barriers to care that your team is interested in targeting.

3. Asateam, conduct a brainstorm with the intention of gathering as many possible ideas for
solving the targeted barrier(s) as possible. Follow the rules below to brainstorm:

a. Everyidea is acceptable —Even if it seems crazy or outlandish, sometimes one far-out
idea can lead to a more realistic idea for implementation; reserve judgments for later
during the prioritization process.

b. Everyone contributes — Each team member must contribute at least one idea; every
opinion and thought is valued and needs to explored.

c. Avoid suggesting ideas that —avbidideasthat Mor e
encourage the addition of resources (e.g., more nurses, counselors, or new facilities).

4. Once the team has exhausted brainstorming, group the ideas and prioritize them. Some criteria
for grouping and prioritization are listed below:

a. Group ideas around solutions targeting changes in the care pathway—for example,
solutions that require patient participation, can be done easily, require leadership
approval (or do not), etc.

b. Prioritize ideas according to how soon they can be tested—for example, ideas that can
be tested tomorrow rank higher than ideas needing resources or district approval that
may not be available for weeks or months.

5. Select an idea to test and move to Step 5 of the Facility-Based Guide to Improvement, to see
how to adapt and test the change selected for use in your facility.
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Example of a Change Package for Prevention of Mother-to-Child Transmission (PMTCT):

Aims Steps Measures & Goals Sample High-Impact Change Ideas
% all ; Reverse flow: Palpation takes place after VCT;
o allpregnant Women 1o, minders: Prof RN checks all steps when visit
HIV tested at 1st ANC
. ends
visit
Step 1:

Reach NSP target
of <5%
transmission of HIV
from mothers to
babies

ANC — Counseling,
testing, doing CD4 tests

Goal 95%

Task shifting: Provider-initiated testing &
counseling; group counseling

% HIV + mothers CD4
tested

Goal 95%

Bundling: Link HIV test and CD4 count so both
happen on same day; phone call to lab to
receive CD4 results early

Step 2:

ANC — Getting started
on dual therapy

% of pregnant women
with CD4>200 getting
dual therapy

Goal 95%

Bundling: Start dual therapy immediately if
HIV+ and woman >28 wks on ANC 1st visit

Step 3:

ANC — Referral to
HAART

% of pregnant women
with CD4<200 referred
for HAART

Goal 95%

Quarterly meeting with HAART facility to review
patients that have been referred

ARV clinic does weekly visit to ANC for
initiation of pregnant women

Step 4:

Labour Ward — Get DT
during delivery

% of HIV+ mothers
receive ARVs at delivery
Goal 95%

Test all unknowns; re-test all negatives in
labour

Step 5:

Post-natal — PCR testing

% HIV exposed babies
who have PCR test at 6
weeks

Goal 95%

Bundle & reverse flow: Bundle PCR &
immunization but do PCR first, immunization
last

Cross-cutting — Data

% data accurately
reported to DHIS
Goal 95%

Daily or weekly reconciling of data, not
monthly; improve data flow; two separate clinic
staff do the counts and verify results
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Appendix 6: Sustainability Through Continual Improvement and the
Institutionalization of Change

Aspects of sustainability:

9 The care pathway targeted has been transformed; old ways of accomplishing tasks are no longer
an option for new or incoming staff members.

 Quality improvement as a value is respected and facilitated by senior leaders at your facility,
with leaders asking about and engaging in what will be improved next.

T The Quality I mprovement Team at your facility
previ ously identified in the ;inGeadadlmemigers&8d arted” s
capable of taking the team forward if one member moves on to a new opportunity.

9 Facility leaders use data, through annotated run charts, to make key management decisions,
and all staff members understand, respect, and use data.

“How t o” coatmuldnmgprevenert:

1. Asateam, work sequentially through the care pathway you have targeted for improvement.

Start at the beginning, establish baseline performance, and identify barriers to care.

3. Using your Change Package, or ideas generated internally, test change ideas for improvement
using multiple PDSA cycles.

4. Asclinical performance improves, reflected by data shown on your run charts, move from step
to step in the care pathway.

5. When the team has worked through the entire care pathway, evaluate how far the team has
come, and how much clinical performance has improved. Reevaluate the aims set at the
beginning of the improvement process.

6. If needed, go back to the beginning, setting more ambitious aims and starting at the beginning
of the care pathway again, looking for new challenges and new solutions.

7. If the care pathway targeted requires no further improvement, evaluate the value of applying
these lessons to a new care pathway in your facility.

N

“ H o w indgtitatibnalize change:

1. Meet together as a team to review the success of a given change you have tested and have
decided to implement in your facility.

2. Review all relevant data, providing your team with evidence that the change you have made has
resulted in an improvement. Together come to consensus on the value of the change
implemented.

3. Asateam, develop a standard operating procedure (SOP) that defines the new way of working
within the care pathway. This SOP can act as a reference to how things should be accomplished
in the future regarding the standard of care in your facility.

4. As new staff join your facility, train them according to the SOPs developed as a result of the
improvement process you have engagedin. Thi s wi | | effectively el i min
doing things.

5. As new staff join your facility, cycle them onto the improvement team, exposing them to your
improvement process and creating in them an ability to continue to improve the health system
they now work within.
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Maintenance phase:

At the end of the intensive phase, the team should have developed all the key skills needed to run
improvement meetings independently, with regular (though less frequent) monitoring and input from
the Quality Mentors. Facility-level improvement meetings should now continue on whatever schedule
the team chooses, but should happen at least every two weeks. As the Quality Mentor, you should help
the facility improvement team to plan the next two or three meetings. If you are comfortable with the
performance of the facility, move on to monthly visiits for the next three months and then review
progress.
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