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Quality in healthcare encompasses ensuring safety and that the patient comes to no harm, while also ensuring that a high standards of care and outcomes are achieved and the patient has a positive experience in their care.
The implementation of the  NHS Plans in 2000, saw a period of investment and growth in both staff and facilities. It was coupled with reforms leading to the NHS realising reduced waiting lists and ongoing improvements in efficiency including hospitals and reduced lengths of patients stay. “High quality care for all” (DH, 2008) aimed to build on the achievements made from the implementation of the NHS Plan and set out a vision of an NHS with “quality of care at its hearth”. The definition of QUALITY encompassed three interrelated areas:
1. Clinically effective
2. Personal 
3. Safe
Subsequently, the publication of Equity and Excellence: liberating the NHS, identified the strategic priority of the NHS as “to ensure that health services in England achieve quality and outcomes which are among the best in the world”, which was subsequently detailed in the NHS Outcome Framework. This framework contains a number of indicators that are intended to:
· Provide an overview of how well the NHS is performing
· An accountability mechanism between the Secretary of State for Health and NHS England
· And also act as a catalyst for driving up quality through the NHS be encouraging a change in culture and behaviour.
The indicators in NHS Outcomes Framework are set out across five domains which define the national outcomes for improvement across the NHS with a focus on improving health and reducing inequalities. In addition to this framework, there are also outcome frameworks for adult social care and public health. The frameworks are intended to support all parts of the health and care system to work collectively to support people to “live better for longer”.  The need for clear responsibilities and accountability for care quality and assurance have been further emphasised in light of high profile failings in healthcare such as the Mid Shaffordshire NHS Trust, Winterbourne View, Southern health and Morecambe Bay scandals, and subsequent findings and recommendations from the associated investigations and inquiries. 

Significant changes initiated with the NHS that will also have an impact on the quality of the service delivery:
· Implementation of new care models for example multispecialty community providers as set out in the Five year forward view published by NHS England in 2014; and developed further as vanguard for the new care models including “integrated primary and acute care systems”, “acute care collaborations” and so on, which has been introduced at different NHS sites in England since 2015.
· Change in commissioning responsibility for healthcare
· Expansion of providers within the healthcare market through initiatives such as “any qualified provider” (AQP) processes;
· Developments to the role of NHS Improvement (NHSI)
· Partnership with local authorities through Health and Well-being Boards and Healthwatch who provide additional scrutiny to the quality of services
· The role of National Institute for Health and Care Excellence (NICE)  in developing quality standards for services.

Defining quality: it is often stated that quality as a concept that is difficult to define as it is subjective and individuals have their own interpretation of its meaning. High quality care provision is care delivery that meets a certain standard of excellence that is acceptable to both staff and patients. There are loads of definitions available, but they are dependent upon two sets of factors:
· INTRINSICT factors related to values, beliefs, attitudes and self-knowledge
· EXTRINSICT factors related to time, money, people and other resources. 
The definition of quality in the NHS is “care that is safe, effective and provides a positive patient experience”. This definition was borne from the High quality for all and had since been included in legislation through the Health and Social Care Act 2012. The three interrelated domains need to be present in order for quality care to have been achieved. 
1. PATIENT SAFETY: relates to “doing no harm” to patients. This can be achieved through provision of a clean and safe environment together with taking steps to reduce avoidable harm for example control healthcare associated infections and medication errors. 
2. CLINICAL EFFECTIVENESS: is concerned with care interventions that are based on the best available evidence and applying them to real-life conditions to deliver the best outcomes. Clinical effectiveness means doing the right thing in the right way for the right patient at the right time. This involves getting evidence of what works in everyday clinical practice and evaluating its effect on patient care through outcome measures such as mortality, complication rates and patient-reported outcome measures (PROMs). 
3. PATIENT EXPERIENCE: relates to the quality of care from the perspective of the patient. This include the degree to which the patient has been treated with compassion, dignity and respect. 

Quality assurance frameworks: there are several published frameworks or models of quality assurance that can be used for measuring,  monitoring and assuring quality:
1. The NHS Quality Framework
2. Clinical governance
3. Maxwell’s elements of quality
4. Donabedian’s structure, process and outcome model 

The NHS Quality Framework: “quality assurance” refers to assuring the receiver of an identified degree of excellence of service, goods, or standards of care that is continually monitored through actively gathering relevant data. the level of achievement of quality is measured and actions are taken to correct identified deficiencies. Quality in the New Health System steps out 7-steps framework for systematically addressing how to improve quality:
1. Bring clarity to quality: being clear about what high quality care looks like in all specialities and reflecting this in a coherent approach to the setting of standards.
2. Measure quality: measuring and understanding exactly what we do in order to work out how to improve. Ensuring a quality measurement framework at every level
3. Publish quality performance: making data on how well we are doing widely available to staff, patients, and the public to help understanding of variation and best practice and to focus on improvement
4. Recognise and reward quality: the system should recognise and reward improvement in the quality of care and service. This means ensuring that the right incentives are in place to support quality improvement
5. Leadership for quality: quality is improved by empowered patients and empowered professionals. There must be a stronger role for clinical leadership and management throughout the NHS. 
6. Innovate for quality: continuous quality improvement requires health services to search for and apply innovative approaches that are consistently and comprehensive applied across the system. 
7. Safeguard quality: patients and the public need to be reassured that the NHS everywhere is providing high quality care and that essential standards of safety and quality are maintained. 

Clinical governance: this describes the structures, processes and culture needed to ensure that healthcare organisations and staff are focusing on continuous improvement and can assure the quality of the care they provide. Clinical governance was developed to ensure accountability for the safe delivery of healthcare and can be viewed as an umbrella term for a number of key components that collectively combine to facilitate the delivery of safe, high quality care. The component parts are all equally relevant while also having an interdependent relationship. As identified by the Clinical Governance Support Team (2013), the component parts of clinical governance include:
1. Patient, public and carer involvement: analysis of patient-professional involvement and interaction, and strategy, planning and delivery of care.
2. Strategy capacity and capability:  planning, communication and governance arrangements, and cultural behaviour aspects. 
3. Risk management: incident reporting, infection control, workforce planning, appraisals.
4. Education, training and CPD: professional revalidation, management and leadership development, and continuing learning. 
5. Clinical effectiveness: clinical audit management, planning and monitoring, learning through research and audit.
6. Information management: patient records and other data
7. Communication: patient and public, external partners, internal, board and organisation-wide
8. Leadership: throughout the organisation, including board, chain and non-executive directors, chief executive and non-executive directors, managers, and clinicians.
9. Teamworking: within the service, senior managers, clinical and across organisations. 
Maxwell’s elements of quality: Maxwell identified six elements of quality that should be contained within a quality monitoring cycle. Maxwell’s model includes three ‘A’s and three ‘E’s, indicating that when a quality cycle is completed another should start. The model includes:
· ACCEPTABILITY: providing services that meet the reasonable expectations of patients and stakeholders
· ACCESSIBILITY: the ease with which interventions and services are accessible to the patients. Constraints to access may include distance, time and lack of knowledge.
· APPROPRIATENESS: providing services which the individual or community actually needs. 
· EFFECTIVENESS: the extent to which the intended benefits for the individual have been achieved. 
· EFFICIENCY: closely related to effectiveness and considers how resources are used. 
· EQUITY: ensuring that everyone has equal access to the service being provided. 
At clinical level, this framework can be used for example in pain management. if for instance, the care standards is that all patients should be pain-free within 10 mins of complaining of pain, the Maxwell’s model can be used to monitor whether:
· This standard is acceptable to the patient and staff
· They have access to the healthcare practitioners to obtain pain-relieving interventions
· The means of pain relief is appropriate
· The method of pain relief is effective and acceptable to both parties
· The pain relief is administered efficiently
· All patients are afforded the same standard of care. 

Donabedian’s structure, process and outcome model: another quality assurance framework was included by Donabedian and it consists of 3 sets of criteria: 
1. STRUCTURE CRITERIA: the setting in which care takes place include the people, equipment and the environment (resources) and therefore includes:
a. The physical environment and buildings
b. Ancillary services (laundry, pharmacy, paramedical services, catering, laboratory services…)
c. Equipment
d. Staff numbers, skill mix, training and expertise
e. Information, agreed policies and procedures, rules and regulations 
f. Organisational system 
2. PROCESS CRITERIA: process referrers to the care give by healthcare practitioners, and therefore involves the actions of assessment, planning, implementation and evaluation. It encompasses the knowledge held by the practitioner in 
a. The assessment techniques used, and methods of delivery of care and intervention
b. The healthcare organisation’s procedures and clinical guidelines
c. Methods of patient, relative and/or carer education and information giving
d. Ways in which resources are used
3. OUTCOME CRITERIA: the specific benefits or positive results experienced by the patient, which encompass indicators of patient outcomes such as health status, wound healing, patient satisfaction, immunisation uptake, patient’s knowledge of their condition, behaviours such as successful use of equipment by patients, as well as evaluation o the competence of staff delivering care. 

Quality improvement tools: quality improvement, applied to healthcare, encompasses adopting a systemic approach through the use of improvement methodologies and tools with the aim of improving outcomes related to clinical effectiveness, patient safety and patient experiences of their care. The different approaches are based on the following principles:
1. Current state: looking at how things currently work and what the issues are.
2. Future state: identifying how things might look in the future
3. Tools: identifying and agreeing the other resources required to support the improvements in practice (staff and patient engagement)
4. Resources: identifying and agreeing the other resources required to support the improvements in practice (equipment and infrastructures)
5. Evaluating: evaluating and measuring the impact of change
6. Sustainability: monitoring the change to ensure outcomes continue to be achieved
A current priority for healthcare is to achieve high quality and efficient services. The institute for healthcare improvement (IHI) is an independent, non-profit organisation based in Cambridge (Massachusetts) and is a leading innovator in health and healthcare improvement worldwide. IHI works in collaboration with improvement partners to invent and promulgate ideas that improve patient care. 
There are a range of quality improvement tools:
· Total quality management: provides an holistic approach to long-term success which aims to radically transform an organisation through progressive changes in attitudes, practices, structures, and systems. It does thins by focusing on the costumer, and with effective communication and involvement of all employees, it integrates quality within the activities and culture of the organisation. 
· PDSA Cycle: this is also knows as Deming cycle is a continuous quality improvement model based on the sequence of 4 steps. 
· Process mapping: uses a workflow diagram to represent a process or series of parallel processes. The resultant process map can provide a clear picture of the activities performed, where they are undertaken and by whom. This enables the identification of bottlenecks that can be re-engineered to improve the process. 
· Metrics: provide parameters for quantitative assessment of the outcomes of a process in order to facilitate comparative analysis of results. As well as a national standards and metrics, health and social care providers can identify their own metrics as part of their quality monitoring and quality assurance function. quality dashboards can be agreed that include a number of metrics to monitor the achievement of organisational/services performance and quality. Metrics employed within a dashboard could include number of incidents, number of complaints, percentage of patients/service users who would recommend the service to family and friends. Challenges can include deciding on what to measure and identifying metrics that will provide the best assurance regarding the quality of service delivery. 
· Benchmarking: this approach has prevailed in industry since 1970s, and has been a feature of service improvement in the provision of high quality patient care and patient experience over recent years. A benchmark reflects best practice, traditionally identified from leaders in the field, so that through comparison a benchmarking member can identify how their performance compares with others, and then collaboratively share the processes that support attainment of best practice. 
· Lean methodology: the NHS has adopted in the recent years, service improvement techniques that were developed in manufacturing, such as the Japanese car manufacturer Toyota. Lean is a management system that aims to maximise value through improving flow in the patient journey and eliminating all forms of waste. Waste can relate to anything that does not add value to a process. A further principle in Lean is the involvement of people in change and redesign process. 
· The productive series: this was created by the former NHS Institute of Innovations and Improvement to support NHS teams to redesign and streamline the way they manage and work. The tools are based on efficiency techniques previously used in care manufacturing and safety techniques learned in the aviation industry. The tools are intended to ensure improvements driven by staff through empowerment and instigating change. The process focuses on developing a continuous improvement culture which achieves more efficient ways of working and an improvement in staff morale. The series include productive ward, productive community hospital, productive health ward, productive leader, productive operating theatre, productive community services, and productive general practice. 
· Care bundles: the Institute for Healthcare Improvement (IHI) defines a care bundle as a structure way of improving the processes of care and patient outcomes: a small, straightforward set of evidence-based practices (generally three to five) that, when performed collectively and reliably, have been proven to improve patient outcomes. an example of care bundle is the The Saving Babies’ Lives (NHS England, 2016) which was developed based on best available evidence, with clinicians, commissioners, charities and royal colleges. It aims to support providers, commissioners and professionals to take action to reduce stillbirths and deliver safer maternity care, as described by the National Maternity Review (2016).
· Root-cause analysis: when incidents occur, it is important that lessons are learned both in the individual organisation and more widely across care organisations to prevent the same incident occurring elsewhere. Root cause analysis investigation is a well-recognised way of doing this. Root cause analysis is undertaken retrospectively and provides a methodology for the identification of causes of patient safety incidents, thereby enabling organisations to take action to prevent future occurrences. 
· Clinical audit: this include a systematic assessment or estimation of the process or outcome of a care activity to determine whether it is EFFECTIVE, making progress towards particular goals; EFFICIENT, achieving a particular target with the least effort; ECONOMIC, achieving a successful outcome with the minimum cost. Audit measures what practitioners are doing against what they should be doing. It involves systematically looking at actual practice against guidelines and best practice. Conversely, research is concerned with the identification of best practice, whereas audit establishes whether agreed best practice is being followed. There two types of audit, RETROSPECTIVE, examines what happened after the episode of care has been completed; CONCURRENT, examines what is happening at the time it is taking place. An example of retrospective audit is the examination of notes to establish compliance with standards or record-keeping. An example of concurrent audit is hand washing, where the auditor monitors the use of hand gel and hand washing at the point of care delivery.
· Risk management: risk is part of everyday life and is similarly part of care delivery. Throughout our daily lives we make a number of decision that have an element of risk associated with them, such as crossing the road and driving a car. Risk management is a proactive approach that involves:
· Risk identification
· Risk assessment
· Taking action to reduce the likelihood of the risk concurring
· Monitoring the outcomes and reassessing the level of risk as appropriate
