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Introduction
Quality improvement has been widely embraced by healthcare organisations as a mechanism 
to involve people in the process of improving care (Jabbal, 2017). Quality improvement 
methods are particularly suited to resource-constrained environments such as healthcare, 
as they promote a systematic focus on solving complex problems that impact patients, 
involving those closest to the issue (healthcare workers and patients) in understanding the 
system, developing ideas and testing changes before implementing and scaling up (Shah, 
2020). Quality improvement offers a powerful opportunity to leverage the lived experience, 
knowledge and creativity of all involved to help solve quality and safety issues and, ultimately, 
to continuously improve healthcare services.

Many organisations choose to adopt a quality improvement approach, but they often 
struggle to embed these methods into the way that staff work. Figure 1 shows a summary 
of the literature on factors that can hinder adoption of quality improvement in the form of a 
cause-and-effect diagram. These factors include the introduction of multiple improvement 
methods at once, difficulties engaging staff because of the complex language used to teach 
the concepts of quality improvement, lack of available expertise, failure of leadership to 
adopt behaviours that support a culture of quality improvement, and the unwillingness of 
organisations to allow improvement to come from direct patient care providers, patients 
and families. Evidence pointing to examples of ineffective implementation of quality 
improvement exists for all models based on this concept (Taylor et al, 2014; McCann 
et al, 2015).

A framework to overcome barriers and  
support quality improvement
The authors propose a simple theory to support healthcare systems to increase the likelihood 
of adopting a culture and method of quality improvement. This framework incorporates 
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Abstract
Quality improvement is increasingly being used within healthcare as an operating model 
to empower and enable teams of staff and service users at the point of care to find 
solutions to complex quality and safety issues. Adopting quality improvement methods 
in healthcare poses several challenges, and many healthcare providers have faced 
barriers in embedding a culture that nurtures and supports a systematic approach to 
problem-solving at the point of care. This article proposes a simple framework with 
three components to help healthcare systems avoid the common barriers to introducing 
quality improvement interventions. First, simplify the language and accentuate the 
similarities between methods. Second, support those applying quality improvement with 
skilled, accessible improvement expertise and applying evidence-based adult education 
theories. Third, design quality improvement interventions so that they strengthen a 
shared purpose by allowing teams to decide what to prioritise and involving patients and 
family members as equal partners in quality improvement work.
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to improve care. The overall purpose of this approach is to put improvement in everyone’s 
hands, allowing healthcare providers at the point of care, patients and their families to 
contribute to quality improvement. The three key aims within this are to simplify the 
process, support those involved and build a shared purpose (Figure 2).

Figure 1. A cause-and-effect diagram to summarise the barriers to adopting quality improvement, as identified in 
the literature.

Poor  
adoption 
of quality 
improvement

People

Lack of training/research skill (Solomons 
and Spross, 2011; Zallman et al, 2013)

High turnover and retention (Verma and 
Moran, 2014; Solomons & Spross, 2011)

Lack of quality improvement 
leadership (Dixon-Woods et 
al, 2012)

Processes

Lack of protected time (Zallman et al, 
2013; McCann et al, 2015)

Exisiting workload demands (McCann et al, 2015; 
Zallman et al, 2013; Dixon-Woods et al, 2012)

Agreement on problem and solution 
(Dixon-Woods et al, 2012)

Information System

Poor awareness of quality improvement initiatives/
learning opportunities (Solomons and Spross, 2011)

Data and collection monitoring systems.  
Variation in systems and priority level  
(Dixon-Woods et al, 2012)

Variation in quality improvement 
philosophies, approaches,  
tools, terminologies  
(Hamilton et al, 2020)

Individuals lack authority to make change 
(Solomons and Spross, 2011)

Quality information deprioritised at times of 
crisis (Verma and Moran, 2014)

Changes not supported by 
groups with power, eg medical, 
leadership, media (Braithwaite, 
2018; Dixon-Woods et al, 2012)

Leadership driven top-down priorities (McCann et al, 2015; 
(Braithwaite, 2018; Walshe, 2009)

Use of policy, regulation to support change (Braithwaite, 2018)

Lack of financial resources made available for improvement  
(Verma and Moran, 2014; Solomons and Spross, 2011; Walshe, 2009)

Figure 2. A simple framework to enable the adoption of quality improvement within healthcare 
systems and organisations, addressing the key barriers identified in the literature.
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Simplify
Focus on similarities between methods
Different quality improvement methods have far more similarities than differences. The 
evidence suggests that there is no difference in efficacy between methods, as long as the 
chosen method is stuck to for a prolonged period of time (Øvretveit, 2009). All quality 
improvement methods have the same conceptual underpinning, linking back to the work of 
W Edwards Deming and his description of the four components of profound knowledge: 
systems thinking, understanding of variation, psychology of change and theory of knowledge 
(Deming, 1993).

Organisations can be seen to officially adopt a specific methodology (such as lean, 
six sigma, or design thinking) and develop rigorous staff training. This often includes a 
commitment to use of specific language and acronyms, documentation and forms. However, 
a patient’s experience of the healthcare system often crosses between providers, thus the 
different language used by different providers as part of their specific improvement method 
can be a barrier to effective systems thinking. This in turn makes working across boundaries 
to improve care more complex. For example, it is often difficult to see how a provider that 
has adopted the lean method, with improvement tools originating from Japan, can work 
together with another provider that has adopted the model for improvement method; even 
though both improvement methods have the same roots and underpinning concepts, the 
terminology of each specific tool is very different (Scoville and Little, 2014).

Hamilton et al (2020) aimed to simplify quality improvement and focus on the key 
elements of problem definition, analysis, testing, implementation and sustaining change. 
The Hamilton study involved a group of students in a health leadership and patient safety 
programme, who preferred a simplified quality improvement model that focused on the 
similarities and strengths between methods. If the variation between methods was a barrier 
for these students, it is likely even more of an issue to those who are not on a specific 
education programme on quality improvement, including many point-of-care staff who 
are otherwise engaged in their clinical roles with patients.

Teaching healthcare professionals quality improvement and innovation skills has been 
shown to improve outcomes (Wong and Headrick, 2020). As a result, improvement is 
being added to training for doctors, nurses and other postgraduate professions, but this 
training is highly variable and influenced by the preferred model of the educator or the 
school. This poses a risk to the successful implementation of improvement skills should 
the training content not match the chosen methodology of the workplace. New graduates 
are unlikely to be focused on re-learning quality frameworks. The authors thus propose 
that training in quality improvement should focus more on the underpinning concepts, 
rather than the artefacts of tools and language, and build in intentional focus on how to 
collaborate with those who have learnt alternative improvement methods. Embracing 
the similarities between models will also allow individuals to apply their learning into 
improving care in practice.

Simplify the language
Although the use of plain language between healthcare providers and patients is widely 
recommended, the same cannot be said for communication between healthcare providers. 
However, there is a growing call for plain language to be used between professionals in 
general, with a study of 614 working employees in the United States of America preferring 
plain-style language options (Campbell et al, 2017). Plain language as a tool to improve 
understanding and retention by reducing cognitive load has also been explored (Cheung, 
2017). While there has not been much focus on healthcare professionals in these studies, it 
is possible that many would agree with this preference for plain language communication, 
which could also potentially reduce stress among those undergoing medical training.

In light of this, the authors suggest that quality improvement methods, leaders and 
education frameworks could improve engagement by simplifying the language they use. 
Looking for commonalities between improvement methods, as described by Hamilton et al 
(2020), can reduce re-education, reduce the reliance on acronyms and jargon, and improve 
adherence to tools based on clear understanding of intent and use.
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One of the skills of a highly competent educator is the ability to translate complex 
concepts in a simple way. Using technical jargon within quality improvement teaching is 
a barrier to understanding these core concepts and how to apply them in a way that works 
regardless of the specific method used, which will be increasingly necessary as quality 
improvement starts to be applied across heterogeneous providers and healthcare systems.

Support
Provide close, skilled support
It is generally accepted that all individuals participating in quality improvement initiatives 
should have training in this area. As well as the language and methodologies, the values 
and learning styles of the clinicians and other participants involved can also vary. This 
diversity can bring strength to quality improvement activity. However, the balance needs 
to be found between forcing new learning and recognising existing knowledge, as well as 
between the different definitions of quality and value (Joosten et al, 2009).

Research has shown that access to coaching, mentoring and leadership support has a 
strong relationship with successful quality improvement (Zamboni et al, 2020). Therefore, 
developing an infrastructure of quality improvement support that is able to guide teams 
and projects, provide real-time teaching and coaching, and enable teams to translate theory 
and knowledge into applied learning is essential (Kaplan et al, 2012). This role should be 
held by an individual or a team with comprehensive quality improvement training, with 
a depth of understanding that will enable application of core principles across different 
methodologies.

Use adult education learning theories
The commonly accepted adult learning theory states that adults learn best when learning 
is relevant and focused on problem solving, when previous experience is valued, and when 
the learners are responsible for their learning, are actively engaged, have opportunities 
to interact with peers, and are provided with opportunities to apply what is being learned 
(Mann, 2002).

Adult education principles are closely aligned with principles of quality improvement, 
which emphasise the need to understand the problem, form relevant project teams with 
various lenses of expertise who care about the problem being solved, set goals and be able 
to measure outcomes. Despite these similarities, and the evidence on adult learning, in the 
authors’ experience quality improvement training for healthcare professionals is commonly 
designed without consideration of adult learning principles. The authors have instead 
observed quality improvement education being offered as a single lecture in medical school, 
or a written assignment without the opportunity for application, or a mandatory education 
programme or training session for staff on a specific methodology, with no consideration 
of its application to specific projects. These approaches ignore the principles of relevance 
and experiential learning and ultimately risk poor comprehension or adoption of skills.

By embracing adult learning in professional healthcare education and including quality 
improvement as a topic, educators and trainers can ensure that trainees have early exposure 
to problems that may benefit from quality improvement approaches, and give them the 
opportunity to interact and discuss learning with peers as they build knowledge (Mann, 2002).

Purpose
Focus improvement on what matters most
Good quality improvement work should represent a short burst of activity aimed at shifting 
the system to a new level of performance (Shah, 2020). It requires concerted effort and, 
with limited spare capacity in most healthcare systems, efforts must be focused on the most 
critical quality and safety issues. Quality improvement work can easily support the ideas 
or particular interests of the project lead, but the authors propose that a dialogue should 
first be started within the team, including patients, about where the greatest improvement 
opportunity lies.

The ‘What Matters to You’ framework can be very helpful in gaining a deeper 
understanding of what matters to both service users and those delivering care. This simple 
concept has now become a global movement (Barry and Edgman-Levitan, 2012). Connecting 
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more deeply with what truly matters can help improvement efforts to be directed to the 
areas that will make greatest difference to outcomes and experience. It also helps with 
creating a powerful sense of shared purpose for quality improvement work.

Let teams decide what to improve
There is a divergence of views as to whether quality improvement activities should be 
determined by those closest to the point of care or by management. This dichotomy of top-
down or bottom-up improvement has been debated and discussed at length (Braithwaite, 
2018). However, the authors view this as a false dichotomy. In reality, there is a lot of 
convergence between what matters to service users and staff closest to the point of care, 
and what matters to those in senior leadership roles. In order to create a culture of quality 
improvement, a system of structured experimentation should be developed, whereby teams 
can identify and solve their most complex issues, with support and guidance from above. 
Therefore, it follows that the choice of what needs improving should be delegated to those 
who have the greatest lived experience of the healthcare system and can thus identify the 
biggest improvement opportunities: patients and staff at the point of care. This also helps 
to create intrinsic motivation for those who will be devoting their limited capacity to 
supporting improvement of the system.

Bringing together a diverse team around a shared purpose to solve a complex problem 
that matters to all is key to flattening hierarchies, facilitating understanding of different 
perspectives and building relationships that are aligned to common goals.

Patients and families as partners in improvement
Quality improvement relies on diverse perspectives to fully understand the system and 
develop creative ideas to help improve it. The views of the patients and families are thus a 
critical element. Not only do patients and family members provide a unique perspective of 
the system, they can also bring ideas about what would make a difference and accelerate 
the improvement work. At East London NHS Foundation Trust, the authors carried out 
a retrospective analysis of all of quality improvement projects carried out between 2014 
and 2019. It was shown that projects that had either full or occasional patient involvement 
were four times more likely to be successfully implemented than those with no patient 
involvement. Moreover, projects with full involvement of patients as equal members of 
the project team were 2.78 times more likely to achieve their aim than projects with either 
no or only occasional involvement of patients.

There is no more effective way to stay connected to purpose in quality improvement 
than to have patients within the quality improvement project team, as full partners at every 
stage, from identifying the issue all the way through to implementing the ideas.

Conclusions
Quality improvement represents a mechanism by which people can be deeply involved 
in the process of improving healthcare services, enabling patients and families, as well as 
healthcare workers, to continually improve complex systems and optimise outcomes and 
experience. Adopting this approach within a highly bureaucratised and command-and-
control-based industry, where the systems have a very high level of complexity, has been 
challenging. As a result, few healthcare systems have been able to demonstrate high levels 
of return from investment in quality improvement. This article has thus summarised the 
key challenges associated with adopting a quality improvement approach and proposed 
some steps to tackle these barriers by simplifying the process, providing adequate support 
and building a shared purpose.

Author details 

1Guelph Family Health Team, Guelph, ON, Canada

2�East London NHS Foundation Trust, London, UK

3Royal College of Psychiatrists, London, UK

Downloaded from magonlinelibrary.com by 092.040.213.101 on February 5, 2023.



6� British Journal of Healthcare Management  | 2021  |  https://doi.org/10.12968/bjhc.2020.0189

COMMENTARY

©
 2

02
1 

T
he

 a
ut

ho
rs

Conflicts of interest
The authors declare that there are no conflicts of interest.

References
Barry M, Edgman-Levitan S. Shared decision making – the pinnacle of patient-centered care. N Engl J 

Med. 2012;366(9):780–781. https://doi.org/10.1056/NEJMp1109283

Braithwaite J. Changing how we think about healthcare improvement. BMJ. 2018;361:k2014. https://doi.
org/10.1136/bmj.k2014

Campbell KS, Amare A, Kane E et al. Plain-style preferences of US professionals. IEEE Trans Profess 
Commun. 2017;60(4):401–411. https://doi.org/10.1109/TPC.2017.2759621

Cheung IW. Plain language to minimize cognitive load: a social justice perspective. IEEE Trans Profess 
Commun. 2017;60(4):448–457. https://doi.org/10.1109/TPC.2017.2759639

Deming WE. The New Economics. Cambrige (MA), United States of America: MIT Press; 1993

Hamilton S, Jennings A, Forster AJ. Development and evaluation of a quality improvement framework for 
healthcare. Int J Qual Health Care. 2020;32(7):456–463. https://doi.org/10.1093/intqhc/mzaa075

Jabbal J. Embedding a culture of quality improvement. 2017. https://www.kingsfund.org.uk/sites/default/
files/2017-11/Embedding-culture-QI-Kings-Fund-November-2017.pdf (accessed 6 January 2021)

Joosten T, Bongers I, Janssen R. Application of lean thinking to health care: issues and observations. Int J 
Quality Health Care. 2009;21(5):341–347. https://doi.org/10.1093/intqhc/mzp036

Kaplan HC, Provost LP, Froehle CM et al. The Model for Understanding Success in Quality (MUSIQ): 
building a theory of context in healthcare quality improvement. BMJ Qual Saf. 2012;21(1):13–20. 
https://doi.org/10.1136/bmjqs-2011-000010

Mann KV. Thinking about learning: implications for principle-based professional education. J Contin 
Educ Health Prof. 2002;22(2):69–76. https://doi.org/10.1002/chp.1340220202

McCann L, Hassard JS, Granter E et al. Casting the lean spell: The promotion, dilution and erosion 
of lean management in the NHS. Human Relations. 2015;68(10):1557–1577. https://doi.
org/10.1177/0018726714561697

Øvretveit J. Does improving quality save money? A review of the evidence of which improvements to 
quality reduce costs to health service providers. London: Health Foundation; 2009

Scoville R, Little K. Comparing lean and quality improvement. IHI White Paper. Cambridge, 
Massachusetts: Institute for Healthcare Improvement; 2014

Shah A. How to move beyond quality improvement projects. BMJ. 2020;370:m2319. https://doi.
org/10.1136/bmj.m2319

Taylor MJ, McNicholas C, Nicolay C et al. Systematic review of the application of the plan–do–study–act 
method to improve quality in healthcare. BMJ Qual Saf. 2014;23(4):290–298. https://doi.org/10.1136/
bmjqs-2013-001862

Wong BM, Headrick LA. Application of continuous quality improvement to medical education. Med 
Educ. 2020;55(1):72–81. https://doi.org/10.1111/medu.14351

Zamboni K, Baker U, Tyagi M et al. How and under what circumstances do quality improvement 
collaboratives lead to better outcomes? A systematic review. Implementation Sci. 2020;15(1):27. 
https://doi.org/10.1186/s13012-020-0978-z

Key points
	■ Quality improvement is being widely applied in healthcare systems as a mechanism 

to enable teams of staff and service users to systematically understand and solve 
complex quality and safety issues.

	■ There are many barriers to implementing quality improvement methods.

	■ Many of these barriers could be avoided through careful, intentional design of quality 
improvement initiatives.

	■ The simple framework proposed in this article recommends a focus on simplifying 
the way quality improvement is taught and used, providing skilled support and better 
learning opportunities, and strengthening core purposes in improvement efforts.
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