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DRIVING 
CHANGE, 

 TRANSFORMING 
HEALTHCARE 

Strategies and methods for continuous 
improvement in health care 



 
INNOVATING FOR QUALITY  

 
WHAT DOES IT TAKE TO 

IMPROVE CARE? 
 



From the “What” to the “How” 



National Standards 

Patient rights 
Patient safety                                                      
Clinical governance and care  

Clinical support services 

Public health  

Leadership and corporate governance 

Operational Management 

Facilities and infrastructure 



Leadership 

Courage Hope 

Respect Skill 
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Vision and 
strategy  



LEADERSHIP 
“It is better to lead from 

behind and to put others in 
front, especially when you 
celebrate victory when nice 
things occur. You take the 

front line when there is 
danger. Then people will 

appreciate your leadership.” 



Leadership  

•  How leaders think about 
challenges and solutions 

New Mental 
Models 

(Deming) 

•  What leaders need to do 
make a difference 

Behaviors 
(Culture) 

•  Where leaders need to 
focus efforts 

Strategy  
and Plan 

Slide based on IHI White Paper 



Slide based on IHI White Paper 

Person 
centred  

Front line  
engagement 

Relentless 
focus Transparency 

Boundaryless 

Clear Leadership Behaviors 



VISION 

“Vision without action is 
only dreaming, action 
without vision is only 
passing time, vision with 
action can change the 
world.” 



Domains of Quality  
CROSSING THE QUALITY CHASM: A New Health System for the 21st Century 
INSTITUTE OF MEDICINE NATIONAL ACADEMY PRESS 

Person 
centred 
•  What 

matters to 
me 

Safe  
•  Do we 

harm 
patients? 

Effective  
•  Do we 

give the 
right 
treatment 
every time  
all the 
time? 

Equitable  
•  Are the 

services 
and 
outcomes 
equal for 
all 

Timely  
•  Is there 

good 
access? 

Efficient 
•  Do we get 

value? 
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Zero Harm  

Zero 
Waste  Zero Waits 



Standards 
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SKILL  
AND 
METHOD  



Theory Method 
Systems  Variation  

Psychology  Theory of  
knowledge 

Measure 



Structure 

Process   

Outcome  

Donabedian 



Foundation for quality and safety 
Quality + 

safety policy 

Organisational 
arrangements   

Quality + 
safety plan   Measurement 

Feedback loop 

Source: Vincent C, Burnett S, 
Carthey J. The measurement and 
monitoring of safety. The Health 
Foundation, 2013. 
www.health.org.uk/publications/
the-measurement-and-
monitoring-of-safety 



Action  
1.  Identify the different types of 

harm that can exist in your 
setting  

2.  Use a range of safety 
measures,  

3.  while understanding their 
strengths and limitations  

4.  Ensure the measures are 
valid, reliable and specific  

     Actions 
1.  Specify the level of 

reliability you would 
expect in areas of 
standardised practice  

2.  Use local and national 
audits and initiatives to 
monitor reliability  

3.  Understand what 
contributes to poor 
reliability  

 

Measuring 
and 

monitoring  
quality and 

Safety 

Past quality 
and safety 

Reliability 
Are our clinical 
systems and 
processes 
reliable? 

Anticipation 
and 

preparedness 
Will care be of 
good quality 

and  safe 
in the future? 

Sensitivity to 
operations 

Is care of good 
quality and  
safe today? 

Actions 
1.  Use the analysis of 

incidents as a 
starting point to 
reveal the wider 
issues in the 
system  

2.  Place more 
emphasis on 
learning, feedack 
and action than 
simply on data 
collection  

3.  Integrate and tailor 
information to make 
it meaningful from 
the ward to the 
board  

 Actions  
1.  Don’t wait for things to 

go wrong before trying 
to improve safety  

2.  Explore new 
opportunities to 
develop systematic 
ways to anticipate 
future risks  

3.  Use a variety of tools 
and techniques to 
build an understanding 
of the factors that give 
rise to safety issues  

Actions  
1.  Select an appropriate 

mix of formal and 
informal safety 
monitoring 
mechanisms  

2.  Use this information 
to take timely action 
to avert safety issues  

3.  Reflect on whether 
current structures 
and committees 
enable timely action 
to be taken  

 

http://www.health.org.uk/publications/practical-guide-
a-framework-for-measuring-and-monitoring-safety/ 

Integration & 
learning 

What did we 
do well? 
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HOPE  
AND 
COURAGE  

“The greatest glory in 
living lies not in never 
falling’  but in rising 
every time we fall.” 
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§   Hope for the change to give the courage  
§   Courage to make the change  
§   Courage to stay true to the vision 
§   Ability to deal with adversity  

Be brave 
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RESPECT  
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Honour the front line 
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What we permit  
we promote 
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§   Communication 
§   What is acceptable and what is not  
§   Violations 
§   Respect 
§   Expectations 
§   Reflection on actions  

Develop safe behaviours  



INNOVATE 

“It always seems 
impossible until 

it’s done”’ 





Innovating for quality by thinking differently 
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Liberating structures 
http://www.liberatingstructures.com/ 
 



Characteristics of a successful Improver 
 

Risk taking 

Being patient 

Deferring judgement 

Being resilient 

Showing empathy 

Ability to tolerate uncertainty 

Being open-minded 





Always look 
for new 
ways of 

doing things 

How else 
could we do 

this? 

What other 
ways could 

we use? 

What are 
the 

alternatives?  

Don’t say…… 
We’ve always 

done it this way 
– we don’t want 

to change!” 

Moving  to continual change 



  
Disruptive innovation in 
healthcare describes a 

process by which a service 
usually available for a few due 
to expenses is spread in low 

cost versions across the  
service, displacing established 

services. 
 

Disruptive innovation 



Disruptive technology 

A disruptive technology, or 
technological enabler, is  
• A new more cost effective technology arrives with 

a spread model 

The enabler is  

•  It is cheaper and more accessible for the poorer 
ends of the service 

MANAGED CARE January 2009 



Disruptive innovation 

The disrupter sees the gap, 
produces the service in a 
more accessible way e.g. 

generic drugs 

Aim is at those who could not 
access the original 



Innovations from resource deprived to 
resource rich 

Task-Shifting Low-Cost Sites 
of Care 

Checklists and 
Prompts 

Patient 
Engagement 

and Ownership 

National  
Goal-Setting 

A Two-Way Street: What the United States Can Learn from Resource-Limited Countries to Improve Health Care Delivery and 
Reduce CostsMate and Meht. The Joint Commission Journal on Quality and Patient Safety 
May 2015 Volume 41 Number 5 p 236  



Personalised medicine 

Designing care for the 
needs of persons  

not patients 



From patient to person centred care 

http://www.health.org.uk/public/cms/
75/76/313/4772/Measuring%20what
%20really%20matters.pdf?
realName=GuxZKx.pdf 
 

Coordinated 

Enabling  Personalised  

Dignity 
Compassion 

Respect 



Safety 2  
 is the ability of a system to sustain required operations 

under both expected and unexpected conditions 
 
 

Safety 1  
means that the manifestations of safety are  

the adverse outcomes 

Safety 1 to Safety 2 

Hollnagel E., Wears R.L. and Braithwaite J. From Safety-I to Safety-II: A White Paper. The Resilient Health Care Net: Published simultaneously by 
the University of Southern Denmark, University of Florida, USA, and Macquarie University, Australia. 



WHAT IS 
NEEDED FOR 

CHANGE? 
“I learned that courage was 
not the absence of fear, but 

the triumph over it. The 
brave man is not he who 

does not feel afraid, but he 
who conquers that fear. 
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Changes in the health system 

Change in culture of safety 
 
Ask how can this be done in stressful climates 
 
Working in resource poor environments 
 
From regulation to harm prevention 



Context of QI measures 

Most developed in hospitals in 
high resource settings 
 
Translational research is needed 
 
Most based on factors of 
reliability 
 
Context is a key factor 
 

Process  

Outcomes  

Structure 



Address the political issues 

Conservatism of 
medical 

profession 

Lack of training in 
patient safety 
human factors 

and QI 

Belief that harm 
is inevitable  

Belief that safety 
is resource 

related 
Support of 
politicians 

Absent politicians 
and health 

leaders 

Culture + Culture 
+Culture  



Know what works: Ten Strategies with 
good evidence  
1.  Preoperative checklist 
2.  Bundles such as CLABSI 
3.  Interventions to decrease urinary catheter use 
4.  VAP bundle 
5.  Hand hygiene 
6.  “Do not” list for hazardous abbreviations 
7.  Barrier precautions for HAI 
8.  Pressure ulcer intervention 
9.  Real time ultra sonography for CVL placement 
10. VTE prophylaxis 
 

Paul G. Shekelle et al Ann Intern Med. 2013;158:365-368.l 



Strategies that can be encouraged for 
adoption now 
 1.  Falls prevention  
2.  Clinical pharmacists to decrease ADE 
3.  Informed consent 
4.  Team training  
5.  Medication reconciliation 
6.  Rapid response teams 
7.  Surgical outcome report cards 
8.  CPOE or improved medical records 
9.  Simulation 
10.  Decrease exposure to investigations e.g. CT and fluroscopy 
11.  Methods to measure adverse events 
 

Paul G. Shekelle et al Ann Intern Med. 2013;158:365-368.l 
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@Peterlachman 

Peter.lachman@gosh.nhs.uk 
 
 


