

















Figure 5 C chart showing number of skin issues. SSKIN, surface, skin inspection, keep moving, incontinence, nutrition. UCL,

upper control limit; LCL, lower control limit.

DISCUSSION
Regarding specific projects undertaken in HDU-B, team
achieved their aims within specific time. From our expe-
rience during this initiative, we have drawn some conclu-
sions about our barriers, learnings, and successes about
programme. The following are the key points that should
be considered by other organisations testing and imple-
menting similar methodology to improve value.

y Due to rapid pace of work, there is a tendency to rush
through the preparatory steps. We found that a deep
dive into the specific data (including concrete opera-
tional definitions), process mapping, and cause and
effect analysis is necessary before testing any changes
to achieve maximum results and ensure sustainability
with this approach.

y Strong leadership who are skilled in QI, open to
learning the VI methodology, and willing to empower
staff at all levels in the organisation from the unit level
to the hospital level is important, but it is also critically
important to have a strong leader on your pilot unit.

y Having a dedicated team on the pilot unit that has
quality improvement experience and an under-
standing of quality improvement methods and tools
are essential. However, there will still be need for
much just in time education in QI tools and methods
as the projects evolve.

y Build will with physicians to get them involved in this
work early by aligning to their objectives and specific
areas of interest. To facilitate their involvement, care-
fully consider their availability and provide basic QI
training.

There are several lessons learnt from piloting and imple-
menting VI. The first and most important one is that it is
possible to achieve the desired result of improving quality
while maintaining or reducing costs. We not only achieved
these results but sustained the gains and are now in the
phase of spreading the approach to other units. Rapid
cycle testing and data analysis are of great importance in
achieving improvement.

Figure 6 U chart showing number of blood samples per patient per day.UCL, upper control limit; LCL, lower control limit.
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Figure 7 P chart showing direct nursing care hours on morning shift. UCL, upper control limit; LCL, lower control limit.

Next, we learnt that empowering frontline staff with
quality improvement capabilities and involving them in
developing the measures, showing them data that was
previously unknown to them (capacity and financial), and
allowing them to use the data can bring improvement at a
much faster and sustainable pace.

We also learnt that leadership involvement is key to
success.'* Middle managers and executives both should be
involved in removing barriers for the improvement teams.
Leadership support in the form of removing barriers, ensure
protected time and providing data helped in facilitating this
work. In addition, their visibility at the weekly huddles had an
enormous impact on staff engagement. Staff became more
vocal about issues related to patient and staff safety. They
agreed that they now feel more empowered with respect to
their processes and are more able to bring about positive
changes in patient experience, because they have ownership
of their data and have explicit permission from leadership
to act on it.

The use of a visual management board in the unit has had
a positive impact on the frontline staff understanding of
quality work. They can easily see their data and the quality
tools that are used to analyse it (cause and effect diagrams,

the box score, PDSA worksheets, Pareto charts and run
charts).

In addition, it is vital to have a regular communication
plan. Our weekly huddles' '® served this purpose. It is
also a great opportunity for frontline staff to bring their
concerns to leadership’s attention and seek their support.

We faced some challenges during this initiative. A major
challenge was maintaining the pace of rapid PDSA cycles,
data collection, and analysis (weekly). Even though we
experienced many early wins, achieving sustainability of
the gains is the greatest challenge. We overcame these
challenges by several means.

Coaches and leaders expressed appreciation for staff
participation and performance via emails, sharing data,
and celebrating success, which helped maintain the
enthusiasm. Regular education and training activities
for team members found to be effective. Tests of change
to the processes of care occur frequently, which reduces
the interval between successful tests, helping to sustain
momentum. Contrary to our prediction that weekly
work would make our staff feel overloaded and dissatis-
fied, it proved to be motivating and helped in engaging
physicians.
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Figure 8 C chart showing RN overtime hours.UCL, upper control limit; LCL, lower control limit.
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Since beginning this work, we believe we have witnessed
culture change. This is possibly the most important
outcome of the work. Nurses, especially at the front-
line feel empowered and are far more comfortable to
voice concerns. Physicians have embraced the multidis-
ciplinary team concept and senior leaders have become
more visible and approachable. The VI approach has not
only reduced harm, but it has also empowered teams and
developed staft capacity for further improvement work.
The preskills and postskills assessment survey rose from a
baseline median of 36%-60%.

In a short period of time (3years), the work has spread
across 12 more units. In addition to the unit discussed in
this paper, the work has spread to the Cardiac Intensive
Care Unit, Noninvasive Cardiology Diagnostic Unit, HDU
A, HDU C, HDU D, Cardiothoracic Surgical Intensive Care
Unit, Operation Theatre, Heart Failure Unit, Outpatient
Department, Cardiac Rehabilitation, Facility Management
Services and Health Information Management Department.
Over this time, we have initiated more than 50 improvement
projects in these units. Results are promising, so we plan to
spread VI to all patient care areas of the facility as well as to
selected non-patient care areas. Eventually spread is planned
to the rest of the Hamad Medical Corporation.

LIMITATIONS

Although VI has proved to be a success in our units; there
are several limitations. Financial measures can be very tricky,
especially to generate weekly. Though they are part of total
costs, fixed costs are not being measured, only variable costs.
Thus far, capacity measures have involved nursing profes-
sionals only, not other disciplines. Improvements directed at
uncommon issues do not lend themselves to this method as
it is impossible to see improvement over the week-to-week
time scale. Similarly, not all types of changes can be tested
with this method, even though they may ultimately be very
effective. Interventions requiring very long preparation time
or those whose results are not discernable over the short
term do not fit well with this method.

CONCLUSIONS
Launched as a collaboration between IHI, the HHQI and
the HH, VI provided front-line teams with a powerful and
evidence-based set of tools to identify and improve quality
concerns in their unit, manage costs by reducing waste
and increasing efficiency, and better use staff capacity.
Ongoing quality initiatives are being brought under the
umbrella of VI and we are seeing faster improvement. We
now have a full scale spread and sustainability programme
in place for the Corporation, which demonstrates leader-
ship commitment and frontline engagement in this work
and will be presented in upcoming publications.

As evidenced in this paper, VI at HH has been a success.
It has evolved from a project in a pilot unit to, quite
simply, as one leader put it: ‘the way quality is done here!’
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