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Appendix llI. lllustrative Examples and Quotes

Table 3. Illlustrative Examples of Local and Regional Decision-Makers’ Contributions by Type of Role

Local Decision-Makers

Initiator

“MDT-FIT was designed to be coordinated by cancer
managers/administrators within individual hospitals. For this
implementation study this role was undertaken by an ICS
administrator (non-clinical), managed by the ICS Director.”

“The ICS administrator was advised to visit each breast

multidisciplinary team to introduce them to MDT-FIT and was
also advised to identify a local [...] ‘champion’ that could help
support engagement and coordination in each hospital.” [1]

Regional Decision-Makers

“This intervention titled “Parijaat” was designed by Action
Research & Training for Health, in partnership with the state
government and United Nations Population Fund.”
““Parijaat”, emerged as a collaborative initiative for improving
the quality of facility based delivery services as a result of
consultations between representatives of the state
government’s Medical, Health & Family Welfare Department,
UNFPA, UNICEF and Action Research & Training for Health
(ARTH), a notfor-profit organization.”

“The state government issued a letter to all participating
facilities, positioning the intervention as being one for quality
improvement.” [2]

Supporter

"A QIO staff [...] mailed a recruitment letter to each SNF
Administrator or Director of Nursing. [...] The letter
emphasized the national focus on reduction of preventable
hospital readmissions and Medicare’s strategies [...]. Next, 2
other QIO staff members [...] placed follow-up phone calls [...]
to request a face-to-face meeting with the Administrator, the
Director of Nursing, and the Medical Director to discuss the
project, answer questions, and obtain leadership commitment
to participate.”

“Then, QIO personnel made 1-3 phone calls to the Directors of
Nursing Services and the Administrators of each SNF to
schedule on-site recruitment visits. Leaders at 7 facilities
agreed to meet with QIO staff to discuss the project.” [3]

“The implementation of the surveillance system for HAls in
ICUs received strong support from the KwaZulu-Natal
Department of Health Provincial Infection Prevention and
Control Unit and senior management at each of the hospitak.”
(4]

Consultant

“Theintervention and primary outcomes for this project were
developed initially in consultation with the medical director of
the NICU.” [5] Welch et al.

None described

Collaborator

“The stakeholders involved were the team manager and
deputy manager, the team consultant, the team specialist
registrar, team administrative manager, two carers and one
service user. [...]The team organised weekly meetings to
brainstorm ideas, plan tests of change to review progress and
to agree on the next course of action.”

“The team attended the service user forum [...] The team
developed a theory of change as a driver diagram [...] Plan, Do,
Study, Act (PDSA) cycles involved the testing of posters in
clinical spaces, follow-up phone calls to service users and the
amendment of clinic letters.[...] The project team developed a
forcefield analysis to identify the factors supporting and
restraining people from adopting this change idea.” [6]

“Participatory assessment phase - District programme
managers gain skills in programme assessment:

e Training workshop on assessment framework and tools [...]
e Formation of teams of 3-4 people

e Complete assessment of PHC facilities [...]

e Collection of routine data [...]”

“Feedback and planning phase - District managers identify
areas of weakness and learn to set realistic targets and action
plans:

o Review of assessment results at a workshop

e |dentification of areas of weakness

e Target setting and action plans”

“Implementationand monitoring phase - Team agrees on an
action plan to address programme weakness [...]:

e Planned interventions implemented [...]

e Development of further action plans” [7]
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Table 4. Selected Excerpts Highlighting the Advantages of Decision-Maker Involvement in QI Projects

Advantages Described Quote

Promote cooperation and shared learning | “Over the years, hospital administration and key physician leaders have managed to promote a
sustained spirit of cooperation.” [8]

“These committees [two committees consisting of high-level individuals to launch, coordinate and
institutionalize CQl] offer an opportunity for shared learning, leadership, and problem solving.” [8]
Enhance frontline staff buy-in “Over the years, hospital administration and key physician leaders have managed to promote a
sustained spirit of cooperation. The chair of each committee is physician, and the agenda is focused
on clinical performance and notindividual financial performance. The agenda of meetings primarily
focuses on hospital wide performance and induces all parties to buy into the concept of improving
overall systems of care.” [8]

“To be successful, TIDES required support from both primary care and mental
health leadership at multiple levels (region, medical center, and local practice).
Buy-in from the managerial levels that control resource allocation was also critical” [9]

“Scotland’s local health boards were recruited to convince hospital staff and patients that safety
was a priority.” [10]

Support decision-makers’ sense of “The advantages of a participatory approach are that the process of conducting the assessments
ownership and accountability enables mid level managers to see first hand how well their facilities are functioning and to take
ownership of the findings since it is data that they themselves have collected.” [7]

“Clinical pharmacists, administrative assistants and practice managers played a role in the
implementation and delivery. Overall, this QI programme enabled a sense of ownership by the
whole practice team.” [11]

Secure resources and support “The involvement of senior management and their commitment to investing the initial

costs of a LSS project were crucial to the progress of the project.” [12]

“A critical factor in the successful implementation of the prototype phase has been the FMoH’s
leadership of the design and implementation at all levels. The impetus for program design came
from the FMoH in alignment with the Quality and Equity transformation agenda laid out in
Ethiopia’s HSTP.” [13]

“The deep engagement of the FMoH and incorporation of the QI strategy

into central policy and planning were major guarantors of survival of the program during periods of
instability and change.” [13]

Enable more effective leadership “Enabling factors included strengthened leadership, teamwork and joint

decision-making at facilities, as well as and supportive supervision.” [14]

“Two notable achievements—rapid buy-in and project leadership by district managers, and
collaboration of multiple supporting NGO partners—were responsible for early success of the
intervention and provide a potential model for implementation of other large-scale programs in
similar resource-constrained settings.” [15]

“In retrospect, including managers who were new in their role, and participants on the

way to retirement, was not optimal. Nevertheless, strategic management involvement, coaching,
and working with managerial colleagues enhanced the observed change and

learning processes.” [16]

“Proper leadership involving each stakeholder, obtaining active feedback, and clearly explaining the
goals of the project are key to any successful endeavor.” [17]

“Finally, we found learning sessions to be an effective way to link health system actors directly with
community members toadvance patient-centered care. During the last prototype learning sessions,
community members vetted the change package and helped set priorities for future improvement
activities.” [13]

Ensure feasibility and successful “First, the designed interventions were feasible within the context because managers generally
implementation knew what would or would not work in their context. Second, the managers endorsed the
interventions and thus were more willing to cooperate with the implementation and maintenance
of those things that were deemed useful.” [18]

“The operational manager was essential for decision-making to start a new activity.” [19]
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Table 5. Selected Excerpts Highlighting the Challenges of Involving Decision-Makers in QI Projects

| Challenges Described Quote
Time constraints and support from senior | “The disadvantages are that it relies on support and buy in from senior district management to
management allow mid level managers thetime to participate in the workshops and to actually undertake the

assessments. Without this support, the participatory
approach would not succeed.” [7]

“Despite the intensive planning, stakeholder engagement, consultationand training of nursing staff,
and support from management, the surveillance of HAIs in ICUs was not successful. The main
reason for the failure of the surveillance could be attributed to human resource limitations.” - [4]

"Leaders from the 8 SNFs that did not meet with QIO staff either did not answer the QIO’s initial
phonecalls or declined to participate, citing lack of time and competing priorities as their reasons.”
- 3]

“Leaders from all 5 SNFs expressed appreciation for the training and technical assistance provided
by the QIO. However, they also confirmed QIO staff observations that staff at these SNFs were
extremely busy with patient care and administrative duties and that it was difficult for them to find
time for quality improvement.” — [3]

“Operational manager unavailability due to other commitments delayed approval of improvement
activities.” [19]

Variable expertise and quality of “[...]the effectiveness of supportive supervision and mentoring from provincial and district levels
supervision was undermined by staff shortages at provincial and district levels and limited time spent at the
health facilities. Providers noted that the quality of the coaching was often variable [...] There were
additional gapsin the quantity and quality of supervision and mentoring from the central level to
the provinces and districts, which limited the ability of the districts to effectively coach the
facilities.” [14]

“In particular, there appears to have been variation in the quality of supervision and limitations
around thedelivery of the CQI training that likely contributed to the heterogenous results.” [14]

“Greater monitoring of quality by district level authorities would help to bring about changes in
practices such as postpartum monitoring and handwashing.” [2]

“Further guidance for unit managers and staff in moving forwardto develop micro-strategies could
be provided, in future work, through educational sessions based on the PDSA model, the use of
iterative cycles, the need for small-scale and prediction-based testing of change, the use of data
over time, and the value and best practices for documentation” [16]

“The majority of programs reported staff problems that included time conflicts, where employees
were unable to dedicate adequate time to the improvement efforts, lack of adherence to the
strategies being implemented, lack of experience/training necessary to facilitate/implement
components of planned programs, and lack of commitment to the program. “ [20]
Centralized leadership [...] fragmentation of quality assurance and improvement functions at national

and provincial resulted in inefficiencies and ineffectiveness of interventions. Within the MHCC,
quality improvement functions are distributed among different structural units with little
coordination. This fragmentationis mirrored at lower levels such that CQl was perceived as another
government program with dedicated people and

resources, rather than a comprehensive and ingrained approach to quality improvement.” [14]

“Macro and meso level strategies are likely needed at the national, provincial and district levels in
addition to the micro level strategies to improve overall health system quality.” [14]

“For both acceptability and sustainability, local leaders needed to spearhead the intervention.
However, our direct involvementin driving the improvement work delayed the district managers
accepting theintervention. This experience supports the suggestion from [...] external assistance
when developing QI approaches should focus on facilitation that supports local leadership to
prioritise improvement projects and local health carer mentorship. [21]
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“While our results are promising, the extent to which the intervention has been sustained by the
district managers is not known. It was made clear to the district managers up-front that the QI
initiative would have external supportfrom the project for 18 months, and thereafter they would
need to take over implementation.” [21]

“In our study, the surveillance was being driven by the principal investigator, who was not a staff
member of any of the hospitals. Although feedback was provided at regular intervals on the quality
of data being collected, it was evident that hospitals need to take ownership of the surveillance.” [4]

“Feedback from some MDT members, however, indicated a lack of ownership of the decision to
adopt MDT-FIT due to the centralized management of implementation.” [1]
Communication and stakeholder “Six Sigma'is a process that requires continuous reinforcement to be successful. Short-term goals
relationships can be easily achieved; however, gains made need to be sustained and the process needs to be
continually monitored to ensure that old habits don’t resurface.” [17]

“Second, employee engagement and active participation should have been encouraged. Staff
satisfaction and burnout with the project should have been tracked with a dedicated channel for
staff to express their opinions and concerns about the project. Both horizontal and vertical buy-in
should have been obtained.” [17]

“Unfortunately, optimal results were not achieved due to participation issues, inefficient
communication, and insufficient organizational buy-in.” [17]

“Leadership was the second largest challenge for many. This included stakeholder relationships and
cross-organizational partnerships where communication was minimal.” [20]

“Although all 10 MDTs participated, this was perceived as mandatory by some, and often coupled
with a lack of awareness of the potential benefits of participating.” [1]

“There also appeared to bean “inverse” relationship between stakeholder inter-relationships and
change infrastructure: the poor stakeholder interrelationships (due to lack of engagement of
individual team members as implementation was centralized) led to some team members
perceiving that MDT-FIT was mandatory rather than optional.” [1]

Alignment of objectives and strategies | “Theother major challenge that we anticipated was that decisions made by the multidisciplinary
group could be in conflict with management plans made by attending neonatologists.” [5]
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