











Figure 2 (A) Outcome measure 1: chart of active respiratory quality improvement projects (QIP) over time with interventions.
(B) Outcome measure 2 and balance measure: mean LifeQl change scores and respiratory QIPs with a change score <1. ACP,

advanced clinical practitioner.

Strategy for change: QI registry to be created and
located by QI information board. To contain a list
of all projects, proposal forms for new starters and
written support for QI methodology, for example,
fishbone diagrams and process maps.

Outcome and learning: Although the folder was available,
it was not felt to be used widely enough. This function
would be better served online as all QIPs were registered
on the LifeQI platform used by the trust, this was felt to

be the best place to keep the register. This allowed regular
reviews during faculty meetings, which were often held
online on MS Teams, to identify projects which may have
stalled and identify where further support is needed.

PDSA ramp 3: QI training

3a. Improving access to QI training (2 September 2020)

Aim: To increase the number of clinical staff who have
received QI training.
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Change hypothesis: Increasing access to QI training will
lead to an increase in the number of staff trained in QI
within the respiratory department.

Strategy for change. Staff within the department were
directly encouraged to enrol in QI training by members
of the multidisciplinary faculty. Two virtual QI workshops
were initially organised due to COVID-19 restrictions on
face-to-face teaching. Junior medical staff were informed
and encouraged to join sessions and WhatsApp messages
sent around on ward groups to promote the events.

Outcome and learning. This intervention led to a peak
in the number of junior medical staff and ACPs trained
in QI, enabling access to the LifeQI platform to prog-
ress their QI work. Feedback was collected to ensure the
quality of the teaching delivered was equivalent to face-to-
face sessions.

3b. Improving access to Ql training during COVID-19 peaks (March
2021)

Aim: To continue to provide QI training while QI work-
shops are on hold due to the COVID-19 pandemic.

Change hypothesis: The progression of the COVID-19
pandemic led to the cancellation of the next QI work-
shop. Without intervention, this would have reduced QI
participation as a LifeQI licence cannot be granted by the
trust until QI training has been evidenced. A pre-recorded
session was used to allow those keen to join QIPs to still
access this training material.

Strategy for change: To overcome this challenge until face-
to-face or virtual training could resume, a recorded video
of a previous QI workshop was circulated. Staff could
then watch this and sign a self-declaration of completion
form for the hospital audit department to enable a LifeQI
licence to be granted. An additional ad hoc session facil-
itated by members of the respiratory QI faculty was also
run just for the department when trust-wide sessions were
paused due to COVID-19 activity to provide the opportu-
nity for interested team members to still progress with QI
work.

Qutcome and learning: Several members of staff watched
the video and completed their self-declaration to enable
them to get their LifeQI licence including junior doctors
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Figure 3 Total number of respiratory staff in In-hospital
Quality Improvement for Respiratory (InQulRe).

and ACPs. Twelve members of the respiratory department
attended the virtual QI workshop although it should be
noted that although this was a multidisciplinary group
including ACPs, nurses and physiotherapists, no junior
doctors attended this session. This may have been due to
difficulties in arranging cover/staffing issues. However,
it was not possible to sustain this intervention over the
year as no equivalent trust-level training was taking place
during this time. Only FY2 and IMT doctors received a
‘Fundamentals of QI’ training course at the beginning of
their clinical year within the trust.

Much of the administrative work within the develop-
ment of the QI faculty is not covered by clear PDSA cycles,
however remains integral to the success of the faculty and
has embedded the QI faculty into the department for the
future.

RESULTS

Outcome measures

Total number of active respiratory QIPs registered

Over the course of the first year of the QI faculty 24 new
QIPs were registered. Five projects were subsequently
closed due to completion or lack of progression.

The largest change was seen in the autumn of 2020
as the faculty became established and the core multidis-
ciplinary group was formed. This change was sustained
through the rest of the year as shown by the progress
chart in figure 2A.

Mean score of respiratory QIPs

The mean LifeQI change score improved from 0 in August
2020 to 1.67 in September 2021 as shown in figure 2B.
This is a modest mean increase in score and reflects the
variety of QI activity in the department.

There were a number of successful projects leading
to embedded system changes; however, there were also
a number of projects which struggled to progress for a
variety of reasons, not limited to junior doctor/ACP rota-
tions, the impact of COVID-19 and workforce pressures.

The most successful projects were noted to have QI
faculty members as part of their teams.

Anecdotal discussions during faculty meetings indi-
cated lots of active QI work, yet the change scores do not
completely correspond to this. This may have occurred as
additional time is needed to transfer data onto the online
platform and update the change score. Additionally,
as scores are self-reported and can only be updated by
project members, these results may not have been accu-
rate if project members did not update the LifeQI data-
base in a timely fashion.

Process measure

Number of staff members in the respiratory QI faculty

The faculty began as a team of six doctors in August
2020. It has steadily grown over the course of 18
months as shown in figure 3. It was quickly recognised
that in order to improve access and involvement in
QI across the department, representatives from all
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disciplines should be included in the faculty. Our
MDT faculty increased inclusivity for staff interested
in getting involved in QI and helped to create more
rounded and considered projects which tackle key
issues. One staff member subsequently stepped down
from the faculty due to challenges with current clin-
ical workload, two staff members rotated out of the
trust but one position was replaced by their incoming
counterpart. At the time of writing this article there
are 16 faculty members: 7 doctors, 1 ACP, 2 nurses,
2 physiotherapists, 1 pharmacist, 2 clinical librarians
and 1 trust improvement facilitator. Fifty-six per cent
have been actively involved in at least one depart-
mental QIP in the last year. Some staff members do
not have individual projects but contribute logistical,
managerial or library support to the existing depart-
mental projects.

All QI faculty members are required to regularly
attend meetings and the faculty membership is regularly
reviewed by the senior leadership.

Balance measure

Total number of respiratory QIPs with a LifeQl change score <1
The number of projects with a change score of <I
increased and decreased over time during the first year
of the faculty, as shown in figure 2B. This reflects new
projects registering on the platform before progressing
through their QIP.

It is pleasing to see these are transient rises and
confirms that new projects are actively progressing after
registration (see online supplemental appendix 1 for
change score descriptions). The peak at the final data
entry is likely to represent the new project registrations at
the start of the new training year.

LESSONS AND LIMITATIONS
We found a need to reframe QI training for doctors.
There is an expectation that trainee doctors should
participate in QIPs as part of their continuous profes-
sional development."” Foundation and internal medi-
cine training curricula state the QI learning objectives
and assessment requirements for the Annual Review of
Competency Progression (ARCP) process.’ ’ However,
there may be limited constructive alignment as to how QI
training is delivered, with individual healthcare organisa-
tions often being left to fill the opportunity and training
void. Doctors may experience limited opportunities to
participate in QI, leading to unwanted behaviours, such
as treating QI as a ‘tick box’ exercise at ARCP, and having
to ‘do’ a ‘QIP’ to progress to the next stage of training.
Our QI faculty has enabled a clear process for rotating
medical staff to join existing projects aligned to depart-
mental issues, rather than starting new, superficial or
unsustainable projects. Oversight of all QI work across the
department with fortnightly meetings and the use of QI
methodology to measure the impact of this has certainly
encouraged projects to progress and ensure sustainability.

This is most marked in projects in which faculty members
are directly involved.

It has been suggested that allocating a faculty mentor to
every project would allow even further support for proj-
ects; however, it is important that staff are empowered to
complete QI work independently for their own learning
and development with mentoring support. Therefore, we
have not yet incorporated this model; rather the faculty
is available to support all projects within the department,
and will liaise with project mentors as required.

Our initial primary driver was to improve training in
QI; however, this project s limited by the lack of sufficient
data available to show this improvement and therefore it
is not presented as a process measure.

In August 2020, four junior doctors/ACPs had received
training in QI. By the end of the rotation in November
2020 this had increased to 17 through the provision of
targeted QI training for those team members. Subsequent
to this, further data were not regularly collected. Due to
the fourmonthly rotations of junior doctors and trainee
ACPs, it was difficult to maintain an accurate run chart of
the number of staff trained. Additionally, the impact of
the COVID-19 pandemic significantly affected improve-
ment training, as sessions were cancelled at short notice
due to workforce pressures.

To try to tackle this, one of our other PDSAs was to move
QI training online. The COVID-19 pandemic mandated
a change to the delivery of educational sessions to priori-
tise the safety of teachers, learners and patients and adapt
to new learning environments,”” with 53% of all new
educational development initiatives since the COVID-19
pandemic being transferred to an online educational
delivery system.”' We developed a virtual interactive work-
shop during the first wave and used a 5-point Likert scale
to collectlearner feedback. Comparing this to data already
collected for our face-to-face workshops we demonstrated
the immediate educational impact of a shorter interac-
tive virtual workshop was similar. Likert scale score for
understanding the ‘Principles of QI' was 4.47 for virtual
training compared with 4.43 for face to face (p=0.653).

The virtual workshop was also subsequently paused due
to study leave cancellation. We tried to overcome this
challenge by circulating a pre-recorded video of training;
however, this is much less interactive than normal training
workshops and may not leave learners with the same level
of understanding as a result. Additionally, the delivery of
ad hoc department-specific sessions is not a sustainable
method of teaching as it is not part of faculty member
job plans and can be challenging to fit in to busy clinical
schedules. Trust-wide QI workshops have now restarted
and we hope this will train more staff in the coming
months.

The creation of the faculty and facilitation of regular
meetings, mentoring and individual QIPs has required
a significant amount of personal time investment by all
faculty members. Attendance at regular faculty meetings
has been challenging for all staff, especially during the
COVID-19 pandemic, as the QI faculty is currently not
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protected time for clinical staff. A faculty should ideally
be supported by dedicated administration support and
time allocated for members to engage with this work in
order to be sustainable in the future. More recently, we
have introduced educational speaker sessions and are
using action learning sets® to provide peer support and
progress current QIPs. Our faculty continues to expand
and now includes a pharmacist and a member of the trust
improvement team.

A number of large-scale successful multidisciplinary
projects have been initiated and supported by the faculty
which have led to significant improvements in patient
care. One respiratory QIP on treating tobacco depen-
dency in hospital has successfully progressed into a
sustainable trust-wide roll-out.

We have presented our work at executive trust level
and we have subsequently been contacted by a number
of other departments interested in replicating a depart-
mental QI faculty in their own areas. All faculty members
have developed advanced skills in QI and a number of
faculty members have progressed to become local or
national improvement leaders. Individuals have also been
supported to successfully present QI work at four regional
or national conferences.

Intensive improvement data were only collected for
projects during the first year as part of this QIP, therefore
itis not possible to extend charts to present day. However,
the faculty is now in its second year and continues to
grow, with wider nursing representation, therapy, phar-
macy and library support.

At the time of writing this article, we have demonstrated
sustainable change with fully established fortnightly meet-
ings where projects are reviewed, an established QI induc-
tion for new staff and a robust process for rotating staff
to join existing QIPs within the department. We have
achieved sustainability through embedding the faculty
into the department with support from the senior lead-
ership and multiple permanent members of staff from
across the MDT.

CONCLUSION

The development of our multidisciplinary QI faculty
enabled us to achieve our aim of increasing the number
of registered QIPs with an increase in mean QI progres-
sion score. We have sustained the QI faculty during
the COVID-19 pandemic and continue to increase the
number of projects overseen by QI faculty with an expan-
sion of faculty members.

Use of QI methodology to plan and evaluate delivery
of QI has been a novel approach to a well-recognised
issue within medical training at present. We have shown
that a multidisciplinary QI faculty can lead to sustainable
departmental QIPs, allowing rotating staff to join and
build on existing projects with built-in senior support and
oversight.

The development of a departmental QI faculty has
been an extremely valuable model for improving access,

organisation and project progression across a large
department. We have helped to support the creation of
similar specialty-based QI faculties within our hospital
and this concept may be transferrable to other depart-
ments within a National Health Service organisation.

We anticipate the faculty will continue to grow and
expand over the coming months, with an increasing
focus on developing our multidisciplinary staff members,
their QI knowledge and sharing our QI work across our
organisation.

Twitter Aklak Choudhury @AklakC
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Appendix 1: LifeQI™ change score descriptions

Change Summary Description

Score

0.5 Intent to Project has been identified, but the charter has not been
participate completed nor team formed.

1.0 Charter and | A charter has been completed and reviewed. Individuals
team or teams have been assigned, but no work has been
established accomplished.

1.5 Planning for | Organisation of the project structure has begun (such
the project as: what resources or other support will likely be
has begun needed, where will focus first, tools/materials need

gathered, meeting schedule developed.)

2.0 Activity, but Initial cycles for team learning have begun (project
no change planning, measurement, data collection, obtaining

baseline data, study of processes, surveys etc.)

2.5 Changes Initial cycles for testing changes have begun. Most
tests, but no | project goals have a measure established to track
improvement | progress. Measures are graphically displayed with

targets included.

3.0 Modest Successful test of changes have been completed for
Improvement | some components of the change package related to the

team’s charter. Some small scale implementation has
been done. Anecdotal evidence of improvement exists.
Expected results are 20% complete.

3.5 Improvement | Testing and implementation continues and additional

improvement in project measures towards goals is seen.

4.0 Significant Expected results achieved for major subsystems.
improvement | Implementation (training, communication etc.) has

begun for the project. Project goals are 50% or more
complete.

4.5 Sustainable Data on key measures begin to indicate sustainability of
improvement | impact of changes implemented in system.

5.0 Outstanding | Implementation cycles have been completed and all
sustainable project goals and expected results have accomplished.
results Organisational changes have been made to

accommodate improvements and to make the project
changes permanent.
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