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Objectives
* Define quality improvement (QI).

and Practl

provement for Better

served

e Define goals for applying QI to reduce health-care inequities.
e Describe how QI can affect health-care inequities

e Review the importance of collecting data on race, ethnicity, language, and social and

behavioral risk factors.

& * Review the importance of patient safety for vulnerable patients.
! e Describe the “Triple Aim” QI framework.
e Describe the eight steps of a QI initiative.

Olivia has worked for 3 months at a community health center
that serves a vulnerable patient population. The staff is won-
derful, with many dedicated people, but some are worn down
by chronic staffing shortages and overwhelming patient
needs. The patients are very poor with many psychosocial
stressors. Some have no telephone or are homeless; others
cannot afford bus fare to the clinic; about at third speak little
or no English. A small yet significant number of patients use
illicit drugs. Olivia has been given 10% “QI time” in her job
description to help the clinic tackle long-standing quality of
care issues and to start making some operational and clini-
cal improvement. While finding the task somewhat daunt-
ing, she is excited to dive in. However, she is not sure how
to begin.

INTRODUCTION

Even the most dedicated and idealistic practitioners
can be daunted in their quest to care for complicated
Patients in limited resource settings. Health-care delivery
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systems can support the individual practitioner in that
quest. Those systems that focus on continually improv-
ing patient health (outcomes) define improved care (per-
formance) as requiring the constant, combined efforts
of everyone in the system. System-based approaches to
improving patient outcomes and care can follow formal
methods of analysis and strategies for progress.

Quality Improvement (QI) is one system-based
approach borrowed from other industries that has been
applied to health care. The Agency for Healthcare Research
and Quality defines QI as “a multidisciplinary, systems-
focused, data-driven method of understanding and
improving the efficiency, effectiveness, and reliability of
health processes and outcomes of care”!?> While interest
in QI has exploded in the United States over the past two
decades, the extent to which those efforts have improved
health care for vulnerable patients is unclear. This chapter
addresses the specific challenges of quality improvement
in safety-net settings with vulnerable patient popula-
tions. We present an eight-step approach to designing,
implementing, and evaluating QI efforts, emphasizing
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data-driven and team-based approaches, adapted from
the Institute for Healthcare Improvement. We describe
concrete steps that can be used to guide QI efforts,
with advice about how to adapt or expand their use in
safety-net settings.

QUALITY IMPROVEMENT AND
VULNERABLE PATIENT POPULATIONS

Since the publication of the Institute of Medicine (IOM)
report “Crossing the Quality Chasm,” a report that docu-
mented the ways in which the US health-care system not
only failed to deliver high quality care but actually harmed
patients, the United States has experienced a surge in QI
activities. QI efforts have been closely tied to efforts to
improve patient safety (see “Patient Safety and Vulnera-
ble Populations”) and to decrease medical errors. While
there is debate about how best to improve quality,*> QI
has succeeded when there is engaged leadership, ade-
quate resources, and experience, and the processes are
data-driven, stepwise approaches to improving services.
Quality improvement efforts have been promoted by
many organizations.

The potential for QI initiatives to decrease health dis-
parities has long been recognized. In the report “Cross-
ing the Quality Chasm,” from the Institute of Medicine
(IOM), included improving “equity” and reducing racial
and ethnic disparities as one of the six critical pillars of
improving health-care quality in the nation.?

The TOM’s 2003 report, “Unequal Treatment,” further
focused attention on health-care disparities. However,
the traditional, implicit stance of the QI movement has
been that, while health-care disparities exist and should
be addressed, a well-designed QI initiative will be of ben-
efit to all patient groups. The Institute for Health Care
Improvement, for example, in their 22-session QI educa-
tional series for health-care trainees, has no module that
addresses the relationship of QI and health-care dispari-
ties,® or how to use QI to address health-care disparities.
The assumption has been that overall improvement in
quality of care will help patients vulnerable to health-care
disparities, or that a “rising tide lifts all boats.”

The Health Research and Services Administration’s
(HRSA) National Health-Care Disparities initiative, on
the other hand, has explicitly attempted to link quality
improvement efforts with a reduction in health-care dis-
parities. Nevertheless, the vast majority of QI initiatives
have had neither the explicit goal of decreasing health-
care disparities nor have they assessed the interven-
tions for their impact on health-care disparities. Failing
to explicitly consider the needs of vulnerable patients
and neglecting to assess the impact of QI initiatives on
patient subgroups may result in actually creating health-
care inequities. The QI efforts may not benefit all groups

equally or could, in some cases, decrease health-care
quality for some patient groups.

As the number of vulnerable patients increases, it is
especially critical to realize the potential of QI efforts
to reduce health-care disparities. Recognizing the major
challenges to ensuring that QI efforts reduce racial, eth-
nic, and language disparities is vital for success.” Docu-
menting disparities is never a comfortable undertaking,
even when attempting to improve them. Indeed, attempt-
ing to diminish the appearance of disparities can create
perverse incentives for providers to avoid serving vulnera-
ble patients altogether. Fully engaging vulnerable patients
in QI programs may also present difficulties due to lan-
guage or other barriers. QI projects must also be tailored
to address specific needs of vulnerable populations. Fur-
thermore, institutions that provide care to underserved
patients may not have the resources to fully implement
adequate QI programs.

To assure that QI initiatives realize their promise to
decrease health-care inequities, they must be designed
specifically to do so. Health-care disparities should be
assessed before, during, and after implementation of the
initiative. Careful attention needs to be paid to avoid
incentives for providers to avoid higher-risk patients.
Interventions also must be fashioned to overcome bar-
riers to implementation. For example, programs need to
be applied regardless of patient language and in organi-
zations that care for minority patients or patients with
socioeconomic challenges.

PATIENT SAFETY AND VULNERABLE
POPULATIONS

Mr. P, a patient with long-standing diabetes on insulin and
a major depressive disorder, had a syncopal episode while
riding the bus. He was taken to the emergency department,
where he was found to be hypoglycemic. He subsequently
revealed to his primary care provider that he occasionally
skipped meals because of lack of access to food, and was not
knowledgeable about how to manage his diabetes medica-
tions when he did not eat.

Patient safety, or the prevention of harm to patients,
poses particular challenges for vulnerable populations.®
Communication challenges such as limited health literacy
or limited English proficiency can make self-management
of chronic diseases very difficult for patients and fami-
lies. Inability to interpret medication labels correctly, for
instance, can lead to poor or dangerous medication use.
Poverty impedes the management of chronic condi-
tions in indirect ways, such as not adhering to medica-
tions due to cost,? or direct ways, such as lack of food
access leading to hypoglycemia.'” Moreover, economic
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pressure increases the demand of caregiving, as vulnera-
ble patients and families choose between lost wages and
supervision of ill family members.

THE IMPACT OF Ql ON HEALTH
DISPARITIES: FOUR POSSIBLE
SCENARIOS

A review of several different QI projects demonstrates
some of the complexities in understanding the effect QI
projects may have on health-care inequities (Figure 18-1).

SCENARIO A: IMPROVED CARE AND REDUCED
DISPARITIES

In some cases, QI initiatives have improved the quality of
care for all patients and closed the health-care gap for our
most vulnerable patients (Figure 18-1A). One large-scale
example is HRSA’s Health Disparities Collaborative, where
health-care disparities in cancer screening were reduced
through a traditional QI approach.!"'"* Another well-
known example is a CMS initiative to improve outcomes in
hemodialysis patients that both improved care overall and
reduced disparities in care for African-American patients.*

SCENARIO B: IMPROVED CARE AND DISPARITIES
UNCHANGED

In other cases, the rising tide may actually lift all boats,
while disparities remain constant (Figure 18-1B). In
such cases, care does improve for vulnerable patients,
but no more than it improves for the overall population.
Examples of this include QI initiatives in the Veteran’s
Administration (VA) and Medicare populations, in which
interventions across multiple domains of care such as
diabetes and cancer screening improved process and

outcome metrics for both white and African-American
populations, but because improvement was not differ-
entially greater for African Americans, the disparity
remained.!® Another example includes the study by Jha et
al of the effects of pay-for-performance on poor perform-
ing hospitals, which showed consistent overall improve-
ment but no change in health-care disparities.'®

SCENARIO C: IMPROVED CARE FORVULNERABLE
PATIENTS

In other scenarios, a QI initiative may not improve quality
of care for a population overall—but does improve care
for vulnerable patients (Figure 18-1C). A large-scale ini-
tiative to improve quality of care for patients with diabe-
tes, for example, failed to demonstrate population-wide
improvement, but analysis of a subgroup population of
Jlow-literacy patients showed significant improvement.'’

SCENARIO D: WORSEN HEALTH-CARE
DISPARITIES

Another scenario is possible, however. If incentives are
applied incorrectly or the intervention’s impact on vulnera-
ble groups is not continually assessed, QI interventions can
worsen health-care disparities (Figure 18-1C). The reasons
for this are myriad—physicians and health-care organi-
zations may feel that they have to “cherry-pick” patients
to remain competitive, or they may design or implement
interventions in ways that do not reach their most vulner-
able patients. When New York City instituted its coronary
artery bypass report cards, for example, hospitals insti-
tuted widespread changes in patient selection for surgery
to avoid high-risk patients that would worsen their score.
Using methods that included racial profiling, the bypass
report cards worsened outcomes for minority patients.'®
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Figure 18-1. Quality improvement and health disparities: four possible scenarios.
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PAY FOR PERFORMANCE AND HEALTH
DISPARITIES

As the challenge of combining QI and health-care dispari-
ties reduction efforts has garnered greater attention, several
approaches have emerged. These include the standardized
collection of data on race, ethnicity, and English language
proficiency for all patients; the creation of “equity reports”
for organizations in the era of health-care reform'; and
the careful crafting of pay-for-performance programs to
encourage the reduction of health-care disparities.***

Pay for performance (P4P) refers to the increasingly
common practice of offering financial incentives to phy-
sicians and other health-care providers to meet defined
quality, efficiency, or other targets.” Although P4P
remains a small portion of overall health spending and
health-care provider compensation in the United States,
P4P often drives quality improvement initiatives.

P4P programs may exacerbate health disparities.
Physicians and health systems caring for low-income
populations care for more uninsured or publically insured
patients. In turn, these systems lack resources to invest in
quality improvement processes and information systems.
Thus, systems that care for more advantaged populations
may improve, while safety-net health systems, and the
vulnerable populations they serve, are left behind. This
argument is referred to as the “inverse care law;” or the
idea that care is least available to those who need it most.*®

Moreover, it is clear that patients’ social context affects
their ability to adhere to treatment recommendations;
P4P measures that encompass patient adherence to rec-
ommended screening or treatment will be influenced by
patients’ social conditions. Studies have demonstrated
that safety-net health systems, those that disproportion-
ately serve vulnerable populations, do not perform as well
on quality reporting.?’-** The National Quality Forum has
recommended risk adjustment for socioeconomic charac-
teristics in quality measurement and reporting, to account
for social differences that impact outcomes.

In addition to risk adjustment, a further recommenda-
tion is to reward relative improvements in performance
rather than an absolute performance threshold, which
may benefit safety-net systems. In one study, financial
incentives led to improvements in safety-net health sys-
tems, bring them on par with other health systems.'

20-24

PREREQUISITES FOR IMPROVING THE
HEALTH OF VULNERABLE POPULATIONS

HIGH-QUALITY DATA

High-quality data defining high-risk groups and identifying
disparities is a prerequisite to documenting improvements
wrought by quality initiatives. Collecting race, ethnicity, and
language (“REAL”) data has not always occurred in clinical

settings. However, several initiatives have encouraged this
data collection, The National Health Plan Collaborative,
for example, provided tools, coaching, and incentives to 11
major health insurance companies to improve care for vul-
nerable racial/ethnic groups and developed recommenda-
tions and resources for collecting REAL data.® The Health
Research and Educational Trust (HRET) disparities simi-
larly developed a toolkit in association with the AHA®' (see
“Resources” section). Finally, The Health Information Tech-
nology for Economic and Clinical Health (HITECH) Act
mandated, with its “meaningful use” criteria, that all appli-
cable health-care organizations routinely collect REAL data.

Although significant strides are being made to collect
REAL data, this is only part of the battle. Not all vulner-
able patients can be identified by REAL data, nor does
REAL data assess all areas of importance to health-care
disparities. Data on homelessness/marginal housing sta-
tus, food insecurity, psychiatric disease, chemical depen-
dency, and income level are also important to collect
to elucidate the variability in care quality experienced
by diverse patient populations. There are few national
efforts to collect such data systematically and it is unclear
how to collect social risk factor data in electronic health
records. The IOM recommended a specific set of social
and behavioral screening questions to be adopted by pri-
mary care.?>3 Until there is a national consensus on how
to best incorporate these screening questions, however,
individual organizations may need to develop their own
data collection efforts if they treat significant numbers of
patients from high-risk groups. Of course, collecting data
on REAL demographics and patients’ social and behav-
ioral factors alone does not guarantee improvement in
care or health; much work is needed to analyze and act on
that data. However, access to these data is the first, very
necessary step toward eventual improvement.

THE IMPORTANCE OF LANGUAGE ACCESSIBLE
SERVICES

In settings with immigrant patients, language-access ser-
vices are a prerequisite to achieving equity in health care
and in assuring the effectiveness of QI initiatives across all
groups. While the importance of language-accessible ser-
vices is addressed elsewhere in this book (see Chapter 31),
it is worth mentioning here that the development of Cul-
turally and Linguistically Appropriate Services in Health
Care (CLAS) standards by the US Department of Health
and Human Services’ Office of Minority Health, as well as
federal mandates to provide language assistance in health-
care centers, has helped spur significant improvement in
these services and thus in the accessibility to improve-
ment initiatives by all populations. In fact, the introduc-
tion of language-access services into health organizations
is one area that has demonstrated robust improvements
in clinical care in vulnerable populations.*?
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Common Pitfalls

« Most QI projects are not designed explicitly to decrease
inequities in health.

« QI projects may cause unintended harm to some patient
groups.

» Measuring disparities is a prerequisite to any plan to
document improvement.

« It may be uncomfortable to document disparities,
potentially undermining morale and reputation.

» Failing to measure disparities can lead to unintended
consequences in a QI initiative.

« Efforts to decrease disparities may paradoxically incen-
tivize providers to avoid caring for some patients.

« Barriers to full participation for all patients are not
considered when designing QI projects.

« Organizations that care for large populations of under-
served patients may not have the resources to undertake
robust QI projects.

ADDRESSING QUALITY IMPROVEMENT
AND DISPARITIES SIMULTANEOUSLY

FRAMEWORK FOR QI: THE IHI'S TRIPLE AIM

The Institute for Healthcare Improvement (IHI) and
other organizations have developed approaches to iden-
tifying and addressing quality issues in health care. IHI
reframed its approach to QI, titling it the “Triple Aim,"
which proposes that new designs should be developed to
simultaneously pursue three dimensions®”: (1) improv-
ing the patient experience of care (including quality and
satisfaction); (2) improving the health of populations;
and (3) reducing the per capita cost of health care. More
recently, many in the field have suggested the idea of the
“Quadruple Aim,” which includes staff experience and
satisfaction as a fourth goal.®® Using a multidimensional
approach such as the Triple Aim allows organizations
to adopt a comprehensive approach to improvement, in
which attention paid to one domain does not sap needed
attention from other critical areas.

Olivia first spends some time assessing the current situation.
The clinic has a good population-based registry system that
allows her to understand how it performs against nationally
benchmarked data (i.e., HEDIS, CGCHAPS). In addition to
collecting quantitative data from the electronic system, she
also solicits staff, provider, and patient input. Based on the
available data and input gathered, she and her team select
three issues to tackle first: high smoking rates, poor phone
access to clinic staff, and high emergency department utiliza-
tion rates. By creating an improvement plan that prioritizes
three distinct issues, they create a natural set of balancing
measures to their efforts.

1. Find a process to improve.

2. Identify team and stakeholders.

3. Clarify current knowledge: What's been tried before?
What are best practices for this issue?

Analyze current situation.

Set aims and measure to improve.

Design intervention.

Perform iterative cycles of improvement.
Communicate progress to stakeholders and team; col-
lect input on next cycles of change.

® N oG

THE EIGHT STEPS OF A QI INITIATIVE

Quality improvement provides for a stepwise approach to
identifying and addressing quality issues in health care.
One model, modifying IHI’s rapid change cycle, describes
the steps simply (Box 18-1).

Find a Process to Improve

Whether tackling an area of clinical quality, patient expe-
rience, or efficiency, the first step is to identify the process
to improve. This is not as simple as it sounds. It is appeal-
ing to start with an interesting intervention and just
implement it, but understanding if it is the right interven-
tion for the identified problems is a complex issue.

With limited resources and staff bandwidth, deter-
mining which issues should be addressed first is an
important consideration. There is an opportunity cost
to everything—addressing one set of issues will mean
that others will have to wait. In selecting which prob-
lems to tackle, it is important to get the input of key
stakeholders—anyone with knowledge of and interest in
the organization, community, and patient population.

When working with vulnerable patient populations, it
is essential to determine which issues are most pertinent
to the defined population. It may be beneficial to align
efforts with ongoing, system-wide initiatives for which
data is readily available, for example, joining a large dia-
betes collaborative within the state network. However, if
other issues are more immediately relevant to a practice’s
population, it may be wiser to focus on these first—such
as food insecurity if the organization works primarily with
patients who are homeless or marginally housed. Careful
analysis of the organization’s data and information from
key stakeholders should guide choices.

Identify Team and Stakeholders

One key to the success of any good QI project is the forma-
tion of a team to implement the project or initiative. The
Agency for Healthcare Research and Quality defines a QI
team as “the group of individuals within a practice charged
with carrying out improvement efforts” To be effective, it is
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recommended that the team include representatives from
all areas of the practice that will be responsible for imple-
menting changes brought about by the project; that a clear
leader or “champion” be identified; and that the team meet
regularly to review small “tests of change” for the project.*
Key stakeholders are different than a project team. “Stake-
holder” is defined as anyone who will be affected signifi-
cantly by—or who has a vested interested in—the problem
being addressing or the intervention planned. QI projects
may be undermined when a hidden or stakeholder is not
included in the process. The emergency department practi-
tioners, for example, who feel that opening a new pediatric
urgent care service will affect the volume of their business;
the medical assistants who have just had three new added
responsibilities and may feel overwhelmed by being asked
to screen for smoking at every patient visit. Key stakehold-
ers may be able to contribute to the success of initiatives by
acting as a helpful advisor or providing critical resources.

Clarify Current Knowledge

Reviewing what's been tried before and the best practices
for a given issue is an important next step. It may involve a
search of the literature for best practices or an assessment
of the organization’s prior efforts to improve the problem.

Understanding how previous efforts have succeeded and
failed is an important starting place for any new initiative.
Evidence that the previous programs were successful may
help leverage support for restoring them, while failed pre-
vious attempts may haunt new endeavors.

Analyze Current Situation
The fourth step in the QI process is to analyze current
workflows (including sources of variability) and current
root cause (RCA) of the problem being addressed. Work-
flow (or process) mapping can be done with computer
programs, or with a simple wipe board or a flip chart with
sticky notes (Figure 18-2). The most critical element in
using these tools is using them with a multidisciplinary
team that includes people with a wide range of experi-
ences and responsibilities from nurses to front desk staff.
Analyzing the current situation includes getting input
from patients on the problem and on proposed solu-
tions. Ideally, patients can be part of the project team; at
a minimum, it is important to seek out patient input as
key stakeholders. Many organizations have a patient advi-
sory board where QI ideas can be discussed. In addition,
input can be solicited by having a few providers ask sev-
eral patients for their thoughts during clinical encounters.

Cause Effect
- Manages diabetes poorly
Equipment when depressed People
Depression
: Weight gain causes

IASuliti-AaErow worsening depression
therapeutic index

Deprassiah ditins Fluctuating weight makes

CaLFJJSG weiaht a?in diabetes management

gnte challenging
Hypoglycemia

Runs out of money
at end of month

Buys less food

Physicians feel clinical time is too
limited to address of social issues

Limited access to diabetes education

Environment/
Management

Figure 18-2. Fishbone (Ishikawa) diagram: The Ishikawa diagram seeks to identify all possible contributing causes to a problem in
order to facilitate thinking of many possible solutions. The categories for the causes (equipment, process, etc.) can be modified for
the particular problem under study. In this example, a case of patient hypoglycemia is analyzed. {From http://www.qualitygurus.com/

qualitypedia/about/fishbone-diagram/.)
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Without eliciting diverse viewpoints, critical elements
of the process may be missed. As a team works through
these exercises, areas of variability in task performance
and unnecessary or duplicative work can be identified.

Set Aims and Select Metrics

Before launching the intervention, it is important to create
goals and objectives for the project and to select a metric
by which to measure project success. For multipronged,
long-term interventions, long-term project planning with
multiple goals and objectives may be appropriate. All
interventions, regardless of size, should have at least one
major objective that meets “SMART” criteria: specific,
measurable, achievable, relevant, and time-bound.

Using the SMART rubric has several advantages. It
clearly states the intent of the project. It requires select-
ing the criteria by which the project will be assessed as
it progresses toward achieving the objective. It measures
the effectiveness of the intervention. It establishes a time-
line for the project. The SMART rubric can effectively be
applied to programs addressing health-care disparities
explicitly. SMART objectives can be structured to include
metrics stratified by race, ethnicity, or language, for exam-
ple. Most importantly, this rubric commits the QI team to
a single, clearly-stated objective for the project.

QI metrics can also be defined through the structure—
process—outcome framework. A structural metric is a mea-
sure of organizational characteristics (e.g., the percentage of
staff who knows how to make a referral to smoking cessation
counseling). A process metric is a series of actions, changes,
or functions bringing about a result (e.g., the percentage of
visits at which medical assistants collect smoking cessation
status). An outcomze metric is a change (desirable or undesir-
able) in individuals and populations that are linked to health
care (e.g., the percentage of patients in the clinic who smoke).

In addition to having frameworks to help define metrics,
it is important to set aims that are aspirational yet attain-
able. Objectives of limited scope or interest may undermine
the impact of a project and enthusiasm for future QI proj-
ects, whereas aims that are unrealistically ambitious can be
equally disheartening for the project team and stakeholders.

Olivia and her teams create the following SMART objectives

for their projects:

« Within 1 year, smoking rates in the patient population
will decline from 22% to 15%; and smoking rates in
African-Americans and Asian men will decline by 10%
(from 27% to 17% and from 30% to 20%, respectively)

» Within 6 months, the percentage of patients who rank
their satisfaction with the clinic’s phone access positively
will improve from 50% to 65%.

« Within 18 months, emergency department visits for clinic
patients for ambulatory-sensitive conditions will decline
from 27 a month to 15 a month.

Patient arrives Seenin Patient goes
in clinic clinic home

MD Pick-Up in

prescription pharmacy

Figure 18-3. Process mapping: Process mapping creates

a visual diagram of a current workflow (or "process””) As an
exercise for a multidisciplinary group, process mapping can
help identify areas of uncertainty, variability, and duplicative
work in current workflows and pinpoint areas for improvement.
Above: simplified version of a process map. (Figure courtesy
of Will Huen. For more information see Agency for Healthcare
Research and Quality website at https://cahps.ahrg.gov/quality-
improvement/improvement-guide/analysis-of-results/Quantita-
tive-Analyses/Performance-Problems_Tools/Process-Mapping.
html)

Design Intervention

The process mapping or RCA session may generate some
early ideas for interventions; if more ideas are needed, a
team brainstorming session may be helpful (Figure 18-3).
The intervention should be sustainable, able to be brought
up to an organization-wide scale, and have buy-in from
key stakeholders. Teams should learn from experience
in designing their interventions and take into consider-
ation best practices and proven strategies. However, it is
important to be open to diverse ideas from team mem-
bers. Interventions can be graded by their potential
impact. Sometimes, an intervention that is more difficult
to implement at the outset—because it involves more
team members or changing workflows and protocols—
can have the most impact in the long run.

Olivia’s smoking cessation team generates the following dis-

tinct intervention ideas:

+ Option 1: Designate a current staff member from the
behavioral health staft to become trained in smoking ces-
sation counseling and implement a warm handoff model
from PCPs for interested patients.

+ Option 2: Educate all providers in how to prescribe nic-
otine replacement medication and adjuvant medication
treatment.

+ Option 3: Implement a medical assistant workflow proto-
col: medical assistants will screen for smoking status and
offer smokers information about a free 800-number for
smoking cessation counseling.

+ Option 4: Have the clinic’s smoking cessation handouts
translated into Chinese and Spanish. Ideas they consider
but reject for now include group visits for smokers, which
is impractical given space limitations.

After a team meeting in which they discuss the potential

impact of all the interventions and the perspectives of

key stakeholders, the team decides to try option no. 1, the
training of staff members from the behavioral health team
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in smoking cessation counseling. Their decision is partly
informed by knowing that the clinic management leader-
ship team will support the dedication of staff time to this
initiative.

The QI team notes that local data indicate that their Asian
men and African-American patients have the highest smok-
ing rates. They discuss how to ensure that their intervention
reaches these groups. They decide to prioritize training for
their Cantonese-speaking behavioral health team member.
Given the data on the greater effectiveness of interventions
targeted in culturally appropriate ways for specific groups,
they seek out a training module that includes tailored infor-
mation evidence-based strategies for counseling with diverse
populations. 104!

Perform Iterative Cycles of Improvement

In order to test whether an intervention is effective, it
is critical to implement small, iterative pilots or “PDSA”
cycles: plan, do, study, act (Figure 18-4). Initial PDSA
cycles should start small. For example, piloting an inter-
vention with a limited number of providers first could
allow workflows to be streamlined. The “study” involves
collecting data from the pilot. However, unlike research,

ACT
Plan the next cycle
decide whether
the change can be
implemented

these data do not have to be blinded and carefully planned.
Even a qualitative 15-minute discussion with involved
staff members after a trial would suffice. For projects with
an aim to decrease disparities as well as improve metrics
for the whole patient population, the study phase needs to
collect and analyze data on the impact by patient charac-
teristics such as race and ethnicity. If preliminary evidence
indicates that the intervention may not be effective in tar-
get groups, adjustments can be made to the intervention
prior to the next cycle. Acting involves enacting any nec-
essary changes to improve the intervention. If no change
is necessary, the “A” can involve a scale-up of efforts.

Communicate Progress to Stakeholders and Team

As the PDSA cycles progress, communication of progress
should be shared with stakeholders. This can be accom-
plished in many ways: in-person meetings, e-mail updates,
and/or individual feedback. Posting charts, graphs, and
other visual depictions of progress is one mechanism of
sharing progress. A run chart can share the metric used
to follow improvement, and to show historical trends and
demonstrate progress to a goal. The run chart can also
separate data into subgroups (e.g., by race and ethnicity)

Plan
Define the objective;
questions and
predictions, plan to
answer the questions
(who? what? where?
when?)
Plan data collection
to answer the questions

Study
Complete the analysis of
the data
compare data to
predictions
summarise what was
learned

Do

Carry out the plan
collect the data
begin analysis

of the data

Figure 18-4. Institute for Healthcare Improvement’s rapid change cycle (PDSA cycle): PDSA cycles are a critical step in implementing
new initiatives.




to reveal the effect of the initiative on vulnerable patients
as well as on the overall patient population.

CONCLUSION

Quality improvement is an important tool to use in set-
tings with vulnerable patient populations. Appropriate
data collection and analysis and thoughtful, team-based
approaches to designing and implementing interventions
can improve quality of care, cost, and patient experience
in vulnerable groups as well as at a population level.

KEY CONCEPTS

® Quality improvement refers to efforts to improve
patients outcomes and health system practices by tar-
geting health-care processes.

® QI efforts may reduce or exacerbate health-care
disparities.

* QI efforts should take the specific needs of vulnerable
patient groups into account from the start.

® QI that also targets health-care disparities should be
based on data collection and analysis, which could
include the collection of race, ethnicity, and language
(REAL) data.

® A multidisciplinary team, including patients, that gath-
ers input from stakeholders is the preferred way to
choose and implement QI project.

* Repeated QI cycles are usually necessary to tweak pro-
cesses and sustain gains.

CORE COMPETENCY

Analyze Current Workflow (Step 4)

¢ Workflow (or process) mapping can be done with com-
puter programs, or with a simple wipe board or a flip
chart with sticky notes.

* Assemble multidisciplinary group with in-the-trenches
experience with the process.

® Have each individual contribute to the portion of the
process they know best.

® Create the map based on everyone’s input, to a small
level of detail.

® Review the map as a group highlighting key areas for
improvement.

DISCUSSION QUESTIONS

1. A health plan decides to improve its flu shot rate by
sending postcard reminders to all elderly patients. How
might this approach improve flu vaccination rates? How
might it fail? What else would you like to know before
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implementing this approach? After discussing this question,
see Schneider, http://jama jamanetwork.com/article.aspx?
articleid=194224, for a discussion of managed care plans
and African-American flu disparities.

2. A clinic examines the diabetes control rate of its Latino
patients. Should it stratify those patients by English pro-
ficiency? What about stratifying by the Spanish-speak-
ing ability of the clinicians? What might this approach
elucidate? See Fernandez, http://www.ncbi.nlm.nih.
gov/pmc/articles/PMC3019330/.

RESOURCES

The Institute for Healthcare Improvement is a national organi-
zation that has taken a leadership role in creating large-scale
QI collaboratives and initiatives. [HI also has multiple confer-
ences, training programs, and online learning resources such
as the IHI Open School. For more information:

http://www.ihi.org/Pages/default.aspx

http://www.ihi.org/resources/Pages/Howtolmprove/Scienceof-
ImprovementEstablishingMeasures.aspx

http://www.ihi.org/education/ihiopenschool/

LEAN is a QI strategy that applies strategies from the Toyota Man-
agement System to health-care systems improvement. Many
health-care organizations have transformed their operations
and culture by using a LEAN approach. For more information:

Graban, Mark. Lean Hospitals: Improving Quality, Patient
Safety, and Employee Engagement.

http://www.leanblog.org/eight-types-of-waste-in-healthcare/
Jackson, Thomas. Kaizen Workshops for Lean Healthcare

Intermountain Health Care is an example of an organization that
uses QI principles throughout its organizational system and
has been remarkably successful in its outcomes. Intermoun-
tain also leads intensive QI training programs for interested
organizations and individuals. For more information: http://
intermountainhealthcare.org/qualityandresearch/institute/
courses/Pages/home.aspx

REFERENCES

1. McPheeters ML, Kripalani S, Peterson NB, et al. Closing the
quality gap: Revisiting the state of the science (vol. 3: quality
improvement interventions to address health disparities).
Evid Rep Technol Assess (Full Rep) 2012:1-475.

2. McPheeters ML, Kripalani S, Peterson NB, et al. Quality
Improvement Interventions to Address Health Disparities.
Closing the Quality Gap: Revisiting the State of the Sci-
ence. Evidence Report No. 208. (Prepared by the Vanderbilt
University Evidence-based Practice Center under Contract
No. 290-2007-10065.) AHRQ Publication No. 12-E009-EF.
Rockville, MD: Agency for Healthcare Research and Qual-
ity. August 2012. Available at http://www.effectivehealth-
care.ahrq.gov/reports/final.cfm.




