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Abstract
Background: Health care quality improvement interventions (QIIs) are influenced by characteristics of the
changes they aim to implement, the context within which they are carried out, and the tactics and strategies of
the teams carrying them out. A straightforward understanding of these complex dynamics of success and
failure in QIIs has remained elusive.
Methods: This qualitative case study compared 19 more and 19 less successful QIIs across a range of clinical
and organizational settings, using a common framework that included project origination, organizational
characteristics, intervention design and implementation challenges. Design features were categorized
according to six levers for change: setting expectations, setting incentives, monitoring performance, evaluating
performance, enforcing incentives and building capacity. Implementation challenges were categorized as
structural, political, cultural, educational, emotional and physical. Case information was collected through
interviews and other project documents. Cases were compared systematically using each dimension of the
framework.
Results: Almost all cases attempted to set the expectations and build the capacity of providers and
organizations to improve. These steps were necessary, but generally not sufficient; more successful QIIs
tended to additionally monitor and evaluate performance. Almost no cases set or enforced explicit incentives.
Nine archetypes emerged, illustrating patterns in how QIIs are driven to success or failure by the relative
influences of context, intended changes, intervention design and implementation strategy. Five archetypes of
failure emerged, including four of design (The Squelched Idea, The Bad Idea, “The Best and the Brightest”,
The Tragic Hero) and one of implementation (Couldn’t Roll with the Punches). Four archetypes of success
emerged, including one of implementation (Pounding the Pavement), one of context (The Lucky Strike), and
two of design (The Great Idea, The Complete Package).
Conclusions: This research yielded new perspectives for the planning and implementation of QIIs. QII teams
should not only set expectations and build capacity for change, but additionally make explicit plans for
monitoring and evaluating performance and for addressing stakeholder incentives. Using archetypes to
explain, in a digestible way, the complex processes underlying successes and failures will make QII evaluations
far more useful to those seeking to create or replicate improvements in different settings.
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Summary
The quality of care in the United States is suboptimal [1-8] and needs to be improved as
part of increasing the value of costly healthcare services [9]. Achieving broad quality
improvements will require reproducing local quality improvement intervention (QII) successes
on a larger scale. Such replication has been difficult to come by [10], however, because the
complex context- and implementation-related influences on the results of QIIs—influences in
addition to the intended changes themselves—are incompletely understood [11]. In other words,
we don’t understand the “how” of quality improvement very well. When we read a QII result, we
have a vague idea of how that result was obtained through efforts “on the ground,” but very little
understanding of what those efforts entailed, how critical those various efforts were to obtaining
the result, or how we should approach trying to translate those efforts to a new setting. Published
evaluations obscure or conceal these ground-level dynamics [14].
Thus, QII evaluations can yield spuriously definitive assessments as to the efficacy of
QIIs’ intended changes for improving the quality of care. Many complex factors influence the
end result of a QII, including the intended changes, the planned actions for enacting those
changes, the organizational context within which those changes are effected and the strategy and
tactics employed by the QII team during the course of implementation. Models for incorporating
these elements into QII evaluations have been suggested [11], but, much like the processes they
are intended to explain, require evaluations and project summaries to be equally complex [1214]. Traditional evaluation designs, such as randomized controlled trials, depend on being able to
identify and measure all possible confounders, but in quality improvement, we have an
incomplete understanding of what those confounders are, and much less how to measure them
[11, 12, 15, 16]. A full picture of the processes that produce a QII’s result is lost in publication,
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yet understanding and adapting those processes is critical to achieving success in spreading
improvements to new settings. Therefore, a translation of the complexities of improvement
interventions and their evaluations into practical, useful tools that retain sufficient explanatory
power and yield actionable information would benefit QII practitioners and researchers [15-19].
This study sought to develop such a translation. This study’s approach involved using a
case series of more successful and less successful QIIs to identify common patterns in how
interventions progress from inception to their final results. By generating this unique, balanced
sample and using a generalizable framework to compare QIIs representing a diverse range of
clinical foci and organizational settings, this exploratory multiple case study examined the
patterns and dynamic processes that have led to both success and failure in quality improvement.
Cases were identified via a unique sampling strategy, where highly-experienced QII leaders were
identified and then asked in turn to identify their “most” and “least” successful QIIs. This
approach purposely sought to maximize the variation observed across QIIs in order to establish
the range of patterns and strategies that influence success or failure over all types of QIIs.
Analyses were designed to identify broadly applicable and generalizable trends useful for QII
evaluators and practitioners.
The primary result of this research is a set of archetypes of success or failure in QIIs.
These can be used both to retrospectively explain the causality underlying a QII result and to
prospectively guide the planning and implementation of QIIs at the local level.

Methods
Key Terms
I defined a QII as “an attempt to improve the quality of care delivered within targeted
organizations or organizational units“ and success as “the extent to which the results at the end of
viii

the intervention achieved the overall consensus goal(s) for the improvement of clinical care, as
established by the primary stakeholder(s) at the beginning of the intervention.”
Paradigm for Understanding the Determinants of a QII Result
The traditional biomedical research paradigm includes generalizable scientific knowledge
(e.g. HMG-CoA reductase is a critical component of LDL-cholesterol production) and an
intervention design (e.g. a HMG-CoA reductase inhibitor packaged as a pill) as the primary
factors in understanding an experiment’s result (e.g. the change in average levels of LDL-c in a
study population). Applying this paradigm to QII experiments can misattribute both successes
and failures to generalizable scientific knowledge (i.e. the changes a QII intends to enact, e.g.
more frequent testing of cholesterol levels improves timeliness of treatment) or intervention
design (e.g. financial incentives for physicians to test their patients’ LDL-c more frequently)
because it omits two major potential influences on a QII’s result. Batalden and Davidoff [11]
suggested a more appropriate paradigm for understanding QII results that includes organizational
context and implementation strategy (Figure S-1). Each of the four types of causal influences are
described below.
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Figure S-1. Causal influences on QII results



Intended Changes: Represents the changes in care processes that a QII seeks to enact and
test, e.g. more frequent monitoring of LDL-c levels. If such changes are proven efficacious
by a QII evaluation, the implication is that such changes should be enacted broadly.



Intervention Design: Represents the planned temporary changes, structures, programs and
incentives applied to the targeted care delivery organization(s) in order to achieve the
intended changes to care processes, e.g. financial incentives for individual physicians’ more
appropriate monitoring of LDL-c levels.



Particular Context: Represents the organizational substrate within which the intervention
occurs—includes clinicians, patients, other stakeholders, physical locations, organizational
structures, established routines and patterns of work.



Implementation Strategy: Represents the as-implemented temporary changes and decisions
made during the course of enacting the intervention design. Comprises the barriers
encountered, responses to those barriers and other strategies employed for facilitating the
intervention, e.g. the actions taken to secure buy-in from influential payers in order to create
a program utilizing financial performance incentives.
x



Change in Performance: The result of the QII according to its planned goals, e.g. lowered
average LDL-c in a population.
QII implementers or teams have control over three elements: intended changes,

intervention design and implementation strategy. QII teams typically only have control over
context if they are able to choose the site or location in which to implement the intervention.
Comparative Framework
In order to be able to compare very diverse QIIs in a meaningful way, I adapted this
paradigm into a generalizable comparative framework (Figure S-2). In addition to assessing
context, design and implementation as described above, I explored the role of QII project
origination on the degree of success achieved. For each dimension of the framework, I developed
subcategories by which to classify different types of phenomena.


Project Origination: The source and manner of the QII’s inception—where did the impetus
for the attempt to effect change come from, and how was the specific area of focus for
improvement chosen? Subcategories included automatic (e.g. root cause analysis review),
periodic quota (requirement for a certain number of QIIs per year) and idiosyncratic
(otherwise unplanned or unpredictable events triggering the QII’s inception) processes.



Organizational Characteristics: Key organizational characteristics that may be influential to
the outcome of a QII, as suggested by recent studies [25]. These included the degree of
leadership buy-in, organizational experience with QI and the availability of data
infrastructure and support.



Intervention Design: I viewed intervention design features through the lens of levers for
change with regard to influencing individual and organizational behavior. I categorized
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intervention design features according to six non-mutually exclusive levers: setting
expectations, setting incentives, monitoring performance, evaluating performance, enforcing
incentives and building capacity [27].


Implementation Challenges: I viewed the events and actions of the implementation phase
through the lens of six common organizational challenges to QI: structural, political, cultural,
educational, emotional and physical [28]. I additionally classified these as either barriers to
or facilitators of success. The entire framework is illustrated in Figure S-2.

Figure S-2. Comparative framework for QIIs

xii

Case Identification
QII cases were identified through a two-step sampling strategy. Step one involved
identifying a diverse sample of experienced QII investigators (EQIs) using the search results of a
project that identified QIIs using a variety of PubMed searches, according to the standard
definition for a QII shown earlier [20-24]. I ranked lead and senior authors from a sample of QIIs
by frequency of publication, and then retrieved and reviewed each author’s 20 most recent titles
and abstracts in PubMed. Those who had only worked on one QII, whose main area of focus was
not quality improvement or who were located outside of the United States, Canada, Western
Europe, Australia or Japan were excluded. After re-ranking according to the total number and
proportion of QIIs, I recruited EQIs according to the rank order until 20 had agreed to
participate. Up to two additional follow-up emails were sent to non-responders.
Step two involved asking each EQI to identify two QII cases—specifically, the “most
successful” and “least successful” projects that they had been a part of in their career, using the
definitions for “QII” and “success” described earlier. No restrictions were placed on the clinical
focus, organizational setting, intervention type or publication status of the QIIs. While largely a
practical constraint due to the variability of goals and measures across this diverse sample,
allowing EQIs to self-rate the degree of success of their QIIs also allowed me to elicit from the
EQIs why they considered each project to be of greater or lesser success.
Data Collection and Coding
Information on each QII was collected through interviews, publications, and other
documentation provided by the project team(s). Telephone interviews were conducted with both
EQIs and additional QII participants referred by the EQI. The primary purpose of these semi-
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structured interviews was to elicit the respondent’s story of the QII in as rich detail as possible.
The interview process was pilot-tested before subject recruitment began.
The interview guide (Figure S-3) is displayed below. The exact content and direction of
the interview was dependent to a degree on the respondent’s answers, and the dynamic of the
interview was such that a casual observer would likely characterize it as more akin to a
conversation about past experiences rather than a structured survey of specific factors. Interviews
were scheduled for one hour, but varied depending on the subject’s availability. The vast
majority of interviews were conducted over the phone, but several were done in person when
convenient; all were tape-recorded. Handwritten notes taken during the interview were later
typed up, summarized and organized thematically while selectively re-listening to the recordings,
with the goal of paraphrasing the content of the interview as completely and parsimoniously as
possible. The study protocol was approved by the RAND Human Subjects Protection Committee
(HSPC).
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Figure S-3. Semi-Structured Interview Outline
Grand Tour Question:
Can you walk me through how the project played out, from start to finish?
Mini Tour Questions:
Could you talk about how the original problem motivating this project was identified?
Could you talk about your organization’s resources, history and capability, culture, and
external influences with respect to quality improvement?
Could you talk about how the impetus for this project came about?
Could you talk about how the planning and design of the intervention occurred?
Could you talk about the challenges faced in implementing the intervention, and the
strategies or changes made in trying to overcome them?
Questions to Elicit the Subject's Analysis:
What do you think were the key factors that led to the project’s outcome?
What do you think you ended up putting most of your energy into?
During your time working on this project, what did you worry about most initially, and
then what did the actual challenges turn out to be?
If you had to repeat this project, how do you think you would you change what you did?
To what degree do you think your experience on this study is portable to other contexts?
Direct Comparison Question (for EQIs):
In which ways and to what degree did your successful and unsuccessful projects differ?
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Figure S-3 (cont’d). Interviewer Probes and Follow-up Questions
General Probes:
Could you talk a little more about that?
Could you speak to that?
What do you mean by that?
Could you elaborate on how that process occurred?
And how did that happen?
How did you make that happen?
What did it take to make that happen?
Why didn’t things turn out as you thought?
What got in the way?
Why did <Event X> happen?
In what way did <Event Y> affect <Event Z>?
You’ve brought up <Concept X> several times; could you speak more to that?
You mentioned <Phrase Y>. Could you explain what you mean by that?
Could you talk about the difficulties in implementing/doing/accomplishing that?
Framework Dimension Probes:
What incentives did you use to get people to change?
How did you make it worth their while to participate in the intervention?
Could you talk about peoples’ emotional engagement with the project?
You’ve mentioned undergoing a “cultural change.” Could you talk about that a bit?
It sounds like there were a lot of conflicts during that effort. (pause)
The focus on transparency—it must have made someone (at your organization) nervous.
And how was this work funded?
What about the providers’ (or organization’s) time and personnel?
How was it decided to focus on this clinical problem?
Has anything been done to maintain the intervention as a routine part of care?
The source documents for each case were thus comprised of typed interview notes,
publications, and other documents provided by interview subjects, such as emails, presentation
slides, interim reports or implementation tools (e.g. checklists, order sets). I abstracted
information regarding project origination, organizational context, intervention design and
implementation challenges by reviewing source documents and collating major salient themes
for each dimension, and coding those themes according to the conceptual framework. Because
intervention design features can address implementation challenges and implementation
challenges can reflect shortcomings of intervention design, these elements of the framework
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were cross-coded. For example, an educational program geared at teaching how to use an errorreporting system and inculcating an ethos of proactive error-reporting would be coded as both
capacity-building (intervention design) and as facilitators for addressing educational and cultural
challenges (implementation). Coding was primarily informed by the dimensions and subtypes
laid out in the conceptual framework, but the process was left flexible in order to allow the
incorporation of emergent themes. The fully coded source material for each case thus yielded a
unique data profile for each case (Figure S-4).

Figure S-4. Sample Encoding of QII Case Data
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This approach entailed certain limitations. Because interviews were semi-structured, not
all subjects were all asked the same questions, and thus some elements may be underestimated.
However, this approach is valuable for exploratory studies, as the goal is to elicit information
both broadly and deeply and to generate hypotheses, rather than calculate specific measures with
great statistical precision. Another limitation is that intervention design, context and
implementation strategy features can be related to different organizational levels (e.g.
microsystem, QI team, organization-wide, external environment) [25] and the framework did not
systematically incorporate these levels.
Analysis
Ultimately, the goal of the analysis was to ascertain the predominant themes and patterns
likely to be associated with producing successful QIIs. Cases were compared according to each
dimension of the framework. The general approach involved establishing the range (the
maximally diverse exemplars), the central tendency (the modal example) and the distribution
(the pattern of variation) within each dimension and subcategory. I assessed cases first on a
univariate basis and then on a multivariate basis by grouping them according to more and less
successful cases, different domains of care, and different degrees of organizational integration.
For example, all phenomena coded as intervention design features were pile-sorted [26]
to identify common types (e.g. “pocket cards”). Since each component had already been coded
as pulling one or more levers for change (e.g. “capacity building”), I mapped each type of
intervention design feature to its corresponding lever(s) for change. I constructed a grid, with
rows comprised of individual cases, and columns comprised of the different levers for change,
which allowed me to look for distinctive patterns across all QIIs’ approaches to intervention
design. Because each design component had already been additionally cross-coded as addressing
xviii

one or more implementation challenges (e.g. “educational”), each major column of this grid
contained six sub-columns representing the six types of implementation challenges. The resulting
grid provided a unique visual display of the patterns of intervention design observed in this
sample of cases, and allowed stratification by degree of success.
While these frequency counts were employed to screen for potential patterns and themes,
an ongoing objective during the analytic stage was to qualitatively translate these counts back
into the complex stories underlying each project in a coherent way. Thus, cases were also rated
qualitatively according to the relative influence that each causal element—intended changes,
context, intervention design and implementation strategy—had had on the eventual result. Cases
with similar causal profiles were then grouped to facilitate identification of common patterns and
trends.

Results
The total sample included 38 cases, 19 more successful and 19 less successful (Table S1). Recruitment resulted in 20 total EQIs; however, one EQI identified only one “less” successful
case, and another identified only one “more” successful case. As intended, the cases represented
a broad range of clinical, organizational and geographical variation (Table S-1). The types of
intended changes and performance goals also varied considerably across interventions.
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Table S-1. Characteristics of QII Cases

Total
Domain of Care
Acute
Chronic
Preventive
N/A
Organizational Integration
More Organizational Integration
Less Organizational Integration
Project Origination
Idiosyncratic
Internal
External
Periodic Quota
Automatic
Contextual Features
Degree of Buy-in by Local Leadership
High
Low
Organizational Support for Quality Improvement

Total
Cases
38

More
Successful
Cases
19

Less
Successful
Cases
19

% More
Successful
50%

12
11
12
3

6
6
6
1

6
5
6
2

50%
55%
50%
33%

26
12

15
4

11
8

58%
33%

28
13
15
10
0

14
7
7
5
0

14
6
8
5
0

50%
54%
47%
50%
-

25
13

16
10

9
3

64%
77%

18
18
9
20

12
12
7
7

6
6
2
13

67%
67%
78%
35%

13
25

8
11

5
14

62%
44%

Any (Data or Coaching) QI Support
Data Support
Coaching/Consulting
No QI Support
Organizational Experience with Quality Improvement
More
Less

Project Origination and Organizational Characteristics
No differences were observed with respect to project origination. Interventions tended to
be successful more frequently when the leaders of the targeted organization(s) demonstrated a
high degree of buy-in to the intervention or when the targeted organization(s) had recourse to an
existing data collection infrastructure (Table S-1).
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Intervention Design
The most common QII design elements were educational programs, which were observed
in half of QIIs. These were followed by standardized tools (e.g. order sets, checklists, equipment
bundles), meetings for review of project performance, outreach to patients, personnel changes
and awareness tools (e.g. posters). Each of these design features were employed by between onefifth and one-third of cases.
Almost all QIIs attempted to induce changes by setting the expectations and building the
capacity of providers, organizations and stakeholders (Figure S-5). More successful QIIs,
however, set expectations and built capacity in ways that addressed more potential
implementation challenges than did less successful QIIs. For example, educational programs
addressing political, cultural and emotional issues (e.g. addressing and aiming to change a
hierarchical culture to allow nurses equivalent authority as physicians with respect to recognizing
errors) in addition to educational issues (e.g. teaching what errors are and how to recognize
them) were more common among more successful QIIs. These expectation-setting and capacitybuilding steps were necessary, but not always sufficient; more successful QIIs more frequently
monitored and evaluated performance, while almost no QIIs explicitly set or enforced incentives.
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Figure S-5. Intervention Design Profiles of Less and More Successful QIIs
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Implementation Challenges
In facing implementation challenges, “less” successful projects encountered more
barriers, and “more” successful projects made use of more facilitators (Figure S-6; red cells
represent barriers, and green cells represent facilitators).

Figure S-6. Implementation Profiles of Less and More Successful QIIs

Facilitators were most often related to structural, political, cultural or emotional
challenges, and barriers were most often related to structural and cultural challenges. Certain
facilitators of implementation, particularly seeking out partnerships and securing buy-in from
key stakeholders, were employed frequently to overcome or cancel out common barriers, such as
a lack of influence or opposition by leadership. These strategies were most successful when
xxiii

employed before problems arose, but mid-course changes to implementation strategies also
helped to generate success in several cases.
Archetypes
When cases were grouped according to the relative influence of intended changes,
intervention design, context and implementation strategy on the QII’s result, nine archetypal
storylines emerged (Tables S-2 and S-3). Five of these were archetypes of failure, including four
of design failure (The Squelched Idea, The Bad Idea, “The Best and the Brightest,” The Tragic
Hero) and one of implementation failure (Couldn’t Roll with the Punches). For the more
successful QIIs, four archetypes emerged, including one of implementation success (Pounding
the Pavement), one of context or circumstance (The Lucky Strike), and two of design success
(The Great Idea, The Complete Package). Tables S-2 and S-3 illustrate the relative influence of
each factor, describe the archetype briefly, and display a quote from an actual case that
epitomizes the storyline.
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Table S-2. Archetypes of Failure as Explanatory Guides to QII Results

The Squelched
Idea

The Bad Idea

“The Best and the
Brightest"

The Tragic Hero

Couldn't Roll
with the Punches

≈

≈

↓

↓

↓

≈

↓↓↓

≈

≈

≈

≈

≈

↓↓↓

↓

↑

Result

Description

Exemplary Quote(s)

Implementation Strategy

Intervention Design

Intended Changes

Relative Impact on Result

Context

Archetype

≈

≈

↓↓↓

≈

↓↓↓

-

-

Project never saw the light of “That’s a great idea, and
day.
someday we should focus on
that.”; “[It was] hard to
convince people that it was
worth doing.”
Project implemented the
“[The project was] useful,
intervention faithfully enough because it showed that
to allow a clear,
[mailed educational cards] are
unconfounded demonstration rarely worth doing.”
that the intended changes are
ineffective. This was relatively
rare among 19 cases studied.

-

Project overemphasized
sophisticated intervention
design at the cost of a handson, practically-minded
implementation strategy.

-

Previously successful project “We were really naïve when
failed to generalize or adapt to we tried to take on heart
a new setting because of a
failure… Designing an
failure to account for a critical intervention to reach all of
feature of the new context
those places is much more
(the tragic hero's fatal flaw). complicated.”

-

Project encountered practical “[The lead nurse] retired, and
barriers to implementation
that probably played a big
during the course of the
role in the project drying up.”
project and failed to respond
to them effectively.

“…we just sat back and
waited for the data to accrue.
There wasn’t an effect… and
that was pretty much it.”

* Refers to the title of journalist David Halberstam’s
1972 account of the mismanagement of the Vietnam
War by America’s “best and brightest” strategists and
planners [29].

Legend (Tables S-2 through S-5)
Positive influence (slight / strong) ↑ / ↑↑↑
Negative influence (slight / strong) ↓ / ↓↓↓
Neutral influence
≈
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Table S-3. Archetypes of Success as Explanatory Guides to QII Results

Pounding the
Pavement

The Lucky Strike

The Great Idea

The Complete
Package

↓

↑↑↑

≈

≈
to
↓↓↓

↑

↑

↑↑↑

↑
to
↑↑↑

↑

≈

≈

↑↑↑

Result

Description

Exemplary Quote(s)

Project encountered practical
barriers to implementation
during the course of the
project and responded to
them effectively, or
proactively instituted a "fullcourt press"-type
implementation strategy to
address contextual barriers.

“The key to this was getting
the information out… I don’t
want to say inundating, but
maybe I did inundate… [in]
August I did 35 meetings. I
was dead.”; “When I’d talk to
people and they’d scrunch up
their faces, I’d go back and
have to say, ‘Ok, how do I
angle this to these people so
they can see that there’s some
benefit in it for them?’”
“[The practices] were just
intrinsically motivated and
wired to improve care. They
… will persevere in a difficult
situation to make things
right…”

Implementation Strategy

Intervention Design

Intended Changes

Relative Impact on Result

Context

Archetype

↑↑↑

≈

≈

↑↑↑

+

+

+

+

Project likely would have
produced improvements no
matter the design or
implementation because the
context was conducive to
effecting positive change on
its own.
Project succeeded largely on
the strength of the intended
changes--the benefits to
providers are self-evident, or
so great relative to the costs,
that it induced providers to
work through any contextual
barriers in order to ensure the
project got implemented.

“[With group appointments]
we were starting to influence
[patients] who were resistant
to change… that had a lot of
impact outside just the data.”;
“When you have unbelievable
successes, you feel good to
share success with everybody
else.”

Project devoted time and
“Lever as far and wide as
energy to both design and
possible.”; “I designed a
implementation; barriers were program to pull as many of
frequently encountered and those levers as possible…”
overcome.
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General Recommendations
Three overarching recommendations for producing successful quality improvement
follow from this study’s exploration of 19 more and 19 less successful QIIs using a generalizable
framework:
1. Set the expectations for and build the capacity of targeted
organizations and individuals to achieve the desired improvements in
care, but understand that these steps alone are not sufficient.
2. Make explicit plans for measuring and evaluating the performance of
the intervention. Systematically evaluating the project’s status and
having a structured process for working through barriers on an
ongoing basis helps steer QIIs toward success.
3. Make explicit and address the incentives—particularly internal
motivational incentives—for all key stakeholders in the outcome of the
intervention. Although few QIIs utilized explicit financial incentives, a
predominant theme emerged among successful cases of seeking to
address the motivation of individual providers or stakeholders for
improving quality. One EQI expressed this idea by saying, “If at the
end of the day, you don’t unleash the inherent motivation that people
have, the projects will not be as successful as they could be, because
people have to live and breathe this kind of stuff.”
Using the Archetypes of Success and Failure to Improve Quality
The archetypes suggested by this study should be useful for explaining how quality
improvement results are generated and for strategizing for success when implementing
interventions in different settings (Tables S-4 and S-5). For authors, editors, evaluators and
practitioners, these archetypes can be used retrospectively to more fully understand and express
how the results of previous improvement projects were generated.
For example, a successful QII result may be assumed by default to be of the “Great Idea”
archetype. This leads to the assumption that the intended changes to the targeted care process are
inherently self-generative of their own success, and will remain so across all contexts and
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implementation approaches. However, the knowledge that the QII result actually fit the
“Pounding the Pavement” archetype better than the “Great Idea” will help guide those attempting
to replicate the intervention by highlighting the critical role of persisting through implementation
as contextual barriers arise. Thus, for practitioners, understanding the key drivers of success from
prior cases will allow for more optimal strategic planning when spreading improvements to new
settings. Correctly identifying the different components that played a role in success or failure
will allow evaluators, authors and editors to report QII results in concise, but useful and
actionable terms.
For practitioners mid-way through implementation, these archetypes can serve as a
diagnostic and prescriptive tool for maximizing of the probability of success. Tables S-4 and S-5
illustrate the potential for these archetypes to be used in such a manner during the course of a
QII. For QIIs that seem to be failing or struggling, Table S-4 suggests approaches to correcting
the course. For QIIs that seem to be succeeding, Table S-5 suggests approaches to preparing for
successful replication in new contexts. Making relative assessments of the four key causal
influences and re-investing time and energy into areas of relative need will help improve QIIs’
chances of success.
This study has several limitations. Because the units of analysis in this study were single
QIIs, broader movements that are supportive and generative of quality improvement were not
studied, nor were situations in which multiple cases competed for the same finite resources.
Because EQIs were identified through published articles, they were disproportionately likely to
be from academic clinical settings. The sample size was small, which means that findings could
not be tested for statistical significance. The coding process remains to be operationalized and
validated using multiple coders. Finally, this was a retrospective study, and a prospective
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analysis may have yielded additional insights concerning QII teams’ real-time implementation
strategies.
The strengths of this study include its comparative case study design as well as its unique
investigator-based sampling strategy, which sought to maximize the observed variation across
cases while achieving an equal balance of “more” and “less” successful cases. Future research
endeavors should attempt to operationalize and validate the archetypes suggested by this study.
Doing so will produce broadly generalizable and practical tools for explaining how quality
improvement results are generated, and for strategizing for success when implementing
interventions in different settings.
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Table S-4. QII Failure Diagnoses, with Prescriptions for Success

Intervention Design

Intended Changes

Context
≈

≈

≈

Diagnosis

Prescription
for Achieving Success Now

The Squelched Idea

Try again, by seeking to build partnerships
between key stakeholders; patience and
persistence are key in this situation.

Implementation Strategy

Assessment of Relative
Likely
Influence on QII Performance
Result
to Date

≈

-

Try another approach.
≈

↓

↓

↓

↓↓↓

≈

≈

≈

≈

↓↓↓

↓

↑

≈

↓↓↓

≈

↓↓↓

-

-

-

-

The Bad Idea

The "Best and the
Brightest"

The Tragic Hero

Couldn't Roll with the
Punches

xxx

Adapt both the design and
implementation strategy to address the
apparent barriers discovered in the specific
context, and re-implement the
intervention.
Tweak the intervention design to address
the specific barrier(s) that are causing the
project to struggle.
Re-invest more effort and energy into
working through or around problems.
The most common successful strategy
involved brokering partnerships and
obtaining buy-in from key stakeholders.

Table S-5. QII Success Diagnoses, with Prescriptions for Successful Replication

↑↑↑

≈

≈
to
↓↓↓

Intervention Design

Intended Changes

Context
↓

↑

↑

↑↑↑

↑
to
↑↑↑

↑

≈

≈

↑↑↑

Diagnosis

Prescription
for Spread/Replication

Implementation Strategy

Assessment of Relative
Likely
Influence on QII Performance
Result
to Date

↑↑↑

≈

≈

↑↑↑

+

+

+

+

Prepare to spread this intervention by
emphasizing and describing in detail the
Pounding the Pavement importance of ongoing review and
implementation-phase strategies to the
project's success.

The Lucky Strike

The Great Idea

The Complete Package
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Prepare to spread this intervention by first
understanding that spreading and
replicating this intervention will be
difficult, as new barriers will be
encountered in new settings.
Unexpected barriers may be encountered
in new settings, so continue to formulate
an implementation strategy for
overcoming them.
Prepare for spreading this intervention by
emphasizing the importance of the
intervention design and implementation
strategies that helped to achieve the
success in the first place.

1. Introduction
Despite increased attention to improvement efforts in the past decade, a vast gap between
actual and ideal quality of healthcare persists. Although developments such as the popularization
of accountable care organizations (ACOs) have helped to shine a spotlight on the strategy of
organizing and paying for health care in ways that incentivize better quality, the fundamental
problems of change and improvement will remain, regardless of how providers are paid or
organized: when a system—a group of people—is not achieving what it should, how can we best
move things forward toward the ideal?
Quality improvement interventions (QIIs) aimed at achieving this ideal state have
produced many successes, but with less consistency than hoped for. A project that worked
fantastically at Hospital A may be utterly ineffective at Hospital B. Of course, that assumes
Hospital B would choose to implement the project in the first place. The major influences on
whether a QII succeeds or fails are complex, and include the desired changes to processes of
care, the strategies applied to induce providers to carry out those changes, the context in which
the care occurs, and the actions taken and decisions made by the QII team over the course of
implementing the changes. We know very little about how to quantify these influences, and
know even less about how they interact dynamically.
Therefore, this research aimed to unpack these influences. My goal was not to test
hypotheses, but to explore an unknown area, establish the range of ways in which these factors
influence QII results, and elicit what patterns, if any, exist between more successful and less
successful QIIs. The goal of this work was not to calculate the significance of specific
associations with statistical precision, but rather to richly harvest stories of quality improvement
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success and failure to in order to generate new hypotheses about what does and does not work
for engendering replicable, meaningful, and sustainable improvements in the quality of care.
Chapter 2 provides a deeper background on the motivation for this research and lays out
the conceptual model that undergirds this study’s methodology. I compared QIIs on the basis of
how the project originated (Project Origination), the organizational context in which the project
was carried out (Organizational Characteristics), what the project planned to do in order to
induce the targeted organizations to carry out the changes (Intervention Design) and what the QII
team did and encountered over the course of implementing the intervention (Implementation
Facilitators and Barriers). I evaluated intervention design through the lens of six “levers for
change”: setting expectations, setting incentives, monitoring performance, evaluating
performance, enforcing incentives and building capacity. The facilitators employed and barriers
encountered during implementation were likewise viewed through the lens of six common types
of organizational challenges to QI implementation: structural, political, cultural, educational,
emotional and physical.
Chapter 3 explains the specific methods employed in this research. With the aim of
delving deeply into the causal influences of success and failure, I chose a comparative case study
design that balanced more and less successful QIIs. I drew this balanced proportion by first
identifying experienced QII leaders and then asking them to identify their “most successful” and
“least successful” projects. Additionally, I sought to balance the sample evenly among domains
of care—acute, chronic and preventive—and greater and lesser degrees of organizational
integration. The conceptual framework informed the qualitative coding of themes elicited by
interviews of QII participants and published documents related to the cases. The various
univariate and bivariate analyses to establish the range and patterns of phenomena are described.
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Chapter 4 gives a brief overview of the sampling and data collection results. This chapter
also contains a discussion regarding the implicit meaning of “success” as observed through the
cases that interview subjects identified. I describe the range of goals set and assessed by each
project, as well as the complex relationships observed between successful and failed projects.
Three examples illustrating these complexities are described.
Chapter 5, entitled “Design (What Was Planned)”, describes and compares cases with
regard to project origination, organizational characteristics, and intervention design. Specific
types of intervention design features are aggregated according to the six levers for change and
analyzed through the lens of the conceptual framework to elicit characteristic patterns between
more successful and less successful QIIs. Viewing QII design with this novel framework led to
the core results of this research, and suggests key strategies for maximizing a QII’s probability of
success.
Chapter 6, entitled “Implementation (What Was Done)”, describes and compares cases
with regard to the facilitators utilized and barriers encountered as the planned interventions were
implemented. Specific facilitators and barrier types are viewed through the lens of the conceptual
framework to elicit characteristic patterns of more and less success. A brief section of
exploratory analyses examines the nearly ubiquitous barrier of competing priorities, the life cycle
of QIIs and the post-intervention fate of planned changes.
The final chapter, “Archetypes of Success and Failure”, briefly recaps the results of
Chapters 4 through 6, and then describes a qualitative analysis to discern characteristic patterns
in the influence of four causal streams—change package, intervention design, context and
implementation—on QII results. Five archetypes of failure (The Squelched Idea, The Bad Idea,
The “Best and The Brightest,” The Tragic Hero, Couldn’t Roll with the Punches) and four
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archetypes of success (Pounding the Pavement, The Lucky Strike, The Great Idea, The Complete
Package) are described. These types are implicitly normative; by illustrating characteristic
patterns of both success and failure, these archetypes should help QII designers to better
visualize and verbalize the kinds of projects they need to create in order to achieve success. I
then attempt to boil down these results into a brief, practical set of guidelines for QII designers
and implementers to consider toward the aim of maximizing their interventions’ chances of
success. I briefly describe the various limitations of this study, and finally conclude with a brief
note on next steps and implications.
It has been my utmost privilege and pleasure to conduct this research into how to make
things better. I hope that the scientific lens through which I’ve viewed these 38 stories
illuminates, rather than obscures, the underlying principles of health care improvement that
drove the success achieved in these cases. I certainly hope that this work will be of practical use
to those interested in improving the quality of health care.
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2. Background
In the first half of this chapter, I will describe the background for this study by asking
four questions: Why study QIIs? What is known about QIIs? What needs to be known about
QIIs? and How should we study QIIs? I will survey the literature on QII research, highlight the
areas in which this study will contribute, and explain the rationale for employing a multiple case
study of QIIs as the most appropriate study design. The second half of the chapter establishes
definitions for the key terms used in this research, and lays out in full the conceptual framework
used for comparing cases.

Why and How
Why study QIIs?
There are at least three primary reasons for studying QIIs. The quality of care in the
United States is suboptimal and needs to be improved as part of increasing the value of costly
healthcare services. Achieving broad quality improvements will require reproducing local QII
successes on a larger scale. Such replication has been difficult to come by, however, because the
complex, context- and implementation-related influences on the results of QIIs—influences that
are in addition to the intended changes themselves—are incompletely understood. Toward
obtaining such an understanding, richer and more rigorous research approaches are needed to
glean more useful information from our evaluations of QIIs.
Quality of care is suboptimal
The fundamental reason for studying QIIs is that the quality of health care delivered in
the United States is poorer than it should be. Patients seeking medical care in the United States
do not consistently receive recommended care for their conditions [1-3]. Even worse than these
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errors of omission are shockingly common cases of patients being needlessly harmed by care. In
2008, one of every seven hospitalized Medicare patients suffered “at least one serious instance of
harm from medical care that prolonged their hospital stay, caused permanent harm, required lifesustaining intervention, or contributed to their deaths.” [4, 5]. This uninspiring performance is
perplexing given the United States’ position as the worldwide leader in therapeutic and
technological innovation, not to mention the relatively lavish amount of resources we devote to
health care compared to other countries [6].
The lack of a correlation between health care spending intensity and quality of care in the
U.S. [7-10] does not give the field any simple answers for the best way to improve care—a lack
of resources is not the issue. The mechanisms for creating consistent quality improvements
across diverse health care delivery organizations are complex, and lack of understanding of these
mechanisms hampers efforts to improve care on a broad scale.
QII success must be reproduced on a large scale
However, broad-based improvement is exactly what health care policy should seek to
foster. Thus far, public efforts of this type have produced equivocal results [11]. The challenge of
reproducing successful QI across the US is clearly apparent [12], but the underlying issues in
each local setting vary tremendously [13], which implies that a deeper and richer understanding
of the causal mechanisms at play in QII success is needed:
The movement to improve health care quality does not lack
established interventions and potent ideas; there is substantial
literature on evidence-based practices that have proven effective in
controlled environments and trials. However, a major challenge
for the health system in the United States and elsewhere is to
spread these advances broadly and rapidly, adapting them for
every care setting. [14]
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Causal mechanisms must be better understood
The above quote alludes to a vast range of issues that QIIs can encounter. Achieving a
better understanding of the drivers of success and failure in QI will require new approaches to QI
evaluation that are simultaneously both more rigorous [15, 16] and more nuanced in order to
elucidate the complex causal mechanisms at play [17-22]. For instance, a recent study found no
association between the use of electronic health record-based clinical decision support (CDS)
systems and quality of care, but noted that
There are many steps between the availability of CDS and its
effective use to improve quality, and our assessment is not able to
pinpoint specific barriers within this complex process. Although
cultural and technical factors are likely involved, distinct barriers
may
apply
to
different
institutional
settings…
Future research should investigate why the CDS benefits in
randomized controlled trials have not translated into national
quality improvement. [23]
Furthermore, QI evaluation needs to aspire to more than causal explanation per se, but
purposeful causal explanation—answering not simply “Why did that result happen?”, but
additionally, “What do others need to do to achieve the same success (or avoid the same
failure)?” [24]
Research needs to go beyond simply describing and analyzing the
barriers to providing better care, and do much better at finding
creative solutions, experimenting to determine what works, and
understanding what it takes to spread and scale new effective care
strategies.” [25]
What do we know about QIIs?
A survey of the literature on QI implementation reveals that although we have acquired a
great deal of anecdotal evidence and experiential wisdom, practical and generalizable truths that
have been proven through rigorous evaluation remain elusive [26]. Research approaches have
been inadequately designed for capturing and communicating, in a practical and relevant way,
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the full complexity of QII efforts. There is wide variation across QIIs in how interventions
originate, in how they are designed, in the organizations in which they are implemented and in
how they are implemented. This variation plays a significant causal role in QIIs’ success or
failure, but these influences have not been systematically unpacked.
We know very little that is generalizable
Rich descriptions of QIIs in the literature are lacking. The SQUIRE (Standards for
QUality Improvement Reporting Excellence) project [27, 28] has repeatedly noted the absence of
relevant information from published QI reports. These include how and why interventions
originated, how and why components of the intervention were selected, how implementation was
planned, how implementation changed during the course of the project, and how the
organizational context affected the QII [29]. Great variation in both the content and style of
published QI reports has resulted in a cumulative knowledge base for QI that still leaves
important aspects of the organizational change process largely unmentioned. For QI
practitioners, information on these important aspects of QI is inaccessible, except through
personal experience or anecdotal accounts. Furthermore, the ways in which these issues
influence the success or failure of QIIs have not been systematically studied.
Broad variation exists across QI efforts
An accumulating record of case study accounts suggests that approaches to fundamental
issues vary tremendously across QIIs, across organizational contexts, across domains of care,
and across highly- and less-integrated health care systems. As an example of variation in project
origination, one recent successful high-profile QII came about as the result of an international
research initiative spearheaded by the NIH-sponsored Global Network for Women’s and
Children’s Health Research [30]. A recent unsuccessful QII, however, originated within a single
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institution, partly as the result of one investigator’s development of a software product [31].
Despite these stark differences in the level of organizational support and participation, such
influences are not typically taken into account when comparing QII results.
Additionally, significant variation in the approach to QI exists between the chronic and
preventive domains of care, and between highly-integrated and less-integrated health care
organizations. Chronic care QIIs often attempt strategies such as “open access” scheduling [32]
or telemedicine while preventive QIIs more frequently attempt electronic reminders [33] or
checklists. Highly-integrated organizations such as the Veterans Health Administration and
Geisinger Health Care can typically leverage system-wide resources and structures to both
identify, design, and implement QIIs [34-36], but even the capacity of large organizations for
local QI is variable [37]. Across all hospitals, boards of directors’ prioritization of quality of care
is uneven [38]. Smaller practices and physician networks face additional layers of political and
technical complexity, as they must typically pool resources for implementation by collaborating
with other small groups [39, 40]. QI in practice is vastly heterogeneous, and despite evident
differences across QIIs in these dimensions, these factors remain to be systematically studied.
Many unexplored factors may influence QI success
Moreover, the anecdotal reports to date suggest that these unexplored factors may play a
significant role in the success and failure of QIIs. QI practitioners widely believe that contextual
and implementation-level factors deeply influence QII success and failure, but there is very little
understanding of the mechanisms through which this influence occurs. For example, one model
for predicting the success or failure of a QII [41] that examined 44 possible factors found
correlations between several factors and QII success, but could not examine the causal links and
mechanisms by which those factors mediated and led to success.
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A recent systematic review [42] lends weight to the idea that interventions that are
“tailored” to overcome specific barriers to change are more likely to succeed, but “there is
insufficient evidence on the most effective approaches to tailoring, including how barriers should
be identified and how interventions should be selected to address the barriers.” Rich, detailed
accounts of why QIIs failed used to be exceptionally rare [43], but recent studies are more and
more frequently revealing unique factors that can potentially derail QI efforts and may need to be
overcome. These include “active resisters and organizational constipators” [44], the challenge of
fostering cooperation among interprofessional coalitions [45], and staff compliance after the
original project ends [46]. Multiple studies suggest that identifying and planning for specific
local barriers to change helps QIIs achieve success [47, 48].
The current understanding of all the factors that may play a part in the success or failure
of QIIs is incomplete, and most likely insufficient [49].
What do we need to know about QIIs?
Recognizing that more needs to be known about QIIs in order to effect large-scale
change, what should QI researchers seek to discover and learn? The primary objectives should be
to unpack the causal mechanisms and pathways in QI implementation, to establish the range of
ways QIIs accomplish the same fundamental tasks, and to explore systematically how those
mechanisms and approaches relate to success or failure.
Causal mechanisms and pathways to success and failure
A better understanding of how approaches to fundamental QII issues constitute
mechanisms and pathways to success would help QI practitioners to better understand how to
replicate successful QIIs in different organizations and contexts. From the standpoint of the QI
practitioner, reports of successful QIIs are encouraging and inspiring, but rarely directly
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applicable or easily transferable to one’s own organization. Greenhalgh et al.’s review [50] of the
diffusion of innovations in health care organizations demonstrates the complexity involved in
transferring and implementing processes adapted from elsewhere. As an example, both the
Cedars-Sinai and Luther Midelfort Mayo Health Systems have been noted for their success with
common QI tools such as Six Sigma and Lean Manufacturing. However, this success occurred
primarily because they were able to break the tools apart, test, and selectively implement only
those components that integrated well into the existing organizational structure and culture [17].
Illustrating the difficulty and complexity of transferring care improvements to new organizations
and units, a recent study by [51] examining causes of noncompliance with evidence-based
clinical guidelines in two ICUs revealed multiple strategies important for successfully
implementing care improvements. These included clarification of expectations and care provider
roles with respect to guideline compliance, the use of visual cues to indicate the status of
patients, and the use of standardized orders and decision-support tools. Transferring
improvements in care from one organization to another is complex. For instance, researchers in
the field of implementation science have established that local context is influential to
intervention outcomes [52, 91], but beyond that, “context” is not helpful for knowing which
interventions will and will not work in specific organizations.
Variation in approaches to common tasks
Every QII must accomplish several general tasks: identifying the problem(s), initiating an
improvement project, designing the intervention, and implementing the intervention. The first
general task is initiating the project itself. Because a QII is by definition an attempt to improve
care, the impetus for that attempt must logically have come from either inside or outside of the
organization and from either a systematic process or an idiosyncratic event. Additionally, the
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specific aspect of care targeted for improvement must have been chosen from many alternative
aspects of care [41, 53].
Another task is designing the intervention. The specific components of the attempt to
improve care must have been selected from alternative potential components through some
decision-making process, and each component must employ some method of effecting a change
in the behavior of health care providers. Although in practice “intervention design” may refer to
both the intended changes (e.g. higher rate of HbA1c testing) and the features deployed to induce
those changes (e.g. electronic reminders and wall posters), for the purpose of this study I refer to
the intended changes simply as the “intended changes,” and to the features deployed to induce
those changes as the “intervention design.”
The next task is implementation—the process of enacting the features of the intervention
design. Throughout implementation, the QII team will do or encounter things that either help
(facilitators) or hurt (barriers) the QII’s chances of success. Because the attempt to improve care
is focused within a target organization or unit, the unique structure, culture, politics, emotional
state, learning capacity, and physical capabilities of that organization or unit will influence both
how well the QII team is able to implement the components of the intervention, and how the
components of the intervention affect the behavior of providers [17]. Therefore, the QII team
will need to respond to these characteristics, which may serve as either facilitators or barriers to
success, as they encounter them during the implementation process.
Additionally, each QII occurs within a specific organizational context, which may affect
success or failure [52, 55, 91]. The organization or unit within which any QII is implemented
will have a unique set of characteristics that can influence QII teams’ approaches, including age
and size, strategy, structure, culture, performance record, innovation, and external influences
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[56]. Establishing the range of ways QIIs accomplish these tasks in varied contexts and
systematically exploring the relationship of those approaches to success and failure will deepen
our understanding of the key causal mechanisms of QII success.
How should we study QIIs?
What, then, is the most appropriate study design for achieving these aims? A range of
research designs are likely to be useful and informative in different ways [57, 58]. However,
richer, more flexible evaluation approaches are more appropriate for complex interventions [5962]. Therefore, I chose a comparative multiple case study of QIIs. The first and foremost reason
for this is the depth and richness of information that such a design would yield. Studying QIIs as
qualitative cases would allow me to hear the stories of how QIIs were borne out from beginning
to end, and embedded within these stories is the full complexity of causal influences on success
and failure. Systematic comparative analyses of such stories helps reveal those causal influences
and patterns.
Models for understanding QI
A comparative case study design requires a framework by which to compare cases.
Therefore, I reviewed several existing models for understanding quality improvement. All are
described briefly below, but the one that most underlies this research is the “realistic evaluation”
or “Context + Mechanism = Outcome” (CMO) paradigm, which is credited to Pawson and Tilley
[55] but has been refashioned by Batalden and Davidoff [49] (Figure 2-1). This approach
emphasizes the need to explore the effects of context on the effectiveness of the intervention and
the subsequent results. In choosing such a model as the basis for a comparative framework I
sought to strike a balance between being as flexible as possible while still being specific enough
to demarcate the varied phenomena of QII stories into useful groupings. I thus sought to
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incorporate the realistic evaluation paradigm by building a comparative framework that included
particular context, intervention design, and implementation strategy.

Figure 2-1. Paradigm for use of knowledge in quality improvement

It will be helpful to use a hypothetical real-world example to walk through the model
suggested by Figure 2-1. Imagine an intervention based at, say, a Kaiser Permanente medical
center, that is aimed at preventing complications from diabetes, and seeks to do so by increasing
the frequency with which diabetic patients have their hemoglobin A1c (HbA1c) levels tested.
Using the diagram above, “Generalizable Scientific Knowledge” represents the intended changes
in care processes, for example, the more frequent monitoring of patients’ HbA1c levels. The
generalizable scientific knowledge in this example is the idea that increased testing will lead to
more appropriate treatment, better self-management and consequently healthier patients.
Hypotheses such as these are what QII evaluations implicitly seek to test, because if proven true,
then the changes can be enacted everywhere to bring about the same improvements in health.
However, the intended changes of a QII—the generalizable knowledge of Figure 2-1—are only
one of four major influences on whether the hypothesized effect of the changes is realized.
The second of these four influences, “Intervention Design” comprises the things the QII
team institutes in order to induce the organization or providers to enact the intended changes in
processes of care. In the case of trying to induce providers to test HbA1c more frequently, the
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QII team may send reports to primary care doctors with the percentage of their diabetic patients
who are up to date on their HbA1c screening, and suggest that providers contact the out-of-date
patients to have them come in for a lab appointment. They may send a pamphlet to doctors
talking about how crucial and overlooked HbA1c testing is. They may send a pamphlet to
patients as well. All of these things are not the intended changes to a care process themselves,
but fall under “intervention design,” a distinct dimension encompassing the features the QII team
planned in order to induce providers to execute the intended changes.
“Particular Context” includes the physicians, their organizations, their offices, their
patients, the stakeholders in the process—the organizational substrate within which the
intervention is occurring. It’s not limited to the actual clinics, but includes the regulatory
environment, the region and city, and any factors that could affect how things go. Trying to put
this same intended changes into effect, even with the same intervention design, is a very different
experience depending on the environment. Implementing increased HbA1c testing at a single
Kaiser medical center is very different than implementing it with all primary care physicians in
Saskatchewan.
“Implementation Strategy” is yet another distinct influence on the effect produced by a
QII, and comprises the decisions made, actions taken, facilitators utilized and barriers
encountered as the QII team goes through the process of enacting the features of the intervention
design. Facilitators and barriers to implementation will generally be related to the intervention
itself (e.g. How was the change package presented to the targeted organization and providers?),
the environment (e.g. When the organization’s directors refuse to let the team send pamphlets to
patients, how does the team respond? When the lead endocrinologist of the organization argues
that HbA1c levels are a red herring and that resources should be devoted to other approaches to
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reducing diabetic comorbidity, what does the team do? When the money for the project runs out
after 12 months and the project hasn’t gotten off the ground because they had to spend more time
than expected winning over the endocrinologist… what do they do?) or the QII team (e.g. Are
the QII team in-house quality consultants, or are they a team of outside external interventionists
with government funding? Are they nurses running an improvement project to try to submit to a
conference? Or are they medical residents who are required to run a QI project? How did they
obtain cooperation or authorization from stakeholders to do the intervention?). All of these
hypothetical situations provide just a glimpse of the multitude of issues that may arise during the
course of implementation; these factors bear a potential influence on how well the intended
changes will be enacted, and thus influence the ultimate effect of the QII on the quality of care.
The final component of Figure 2-1, “Change in Performance,” ultimately refers to the
project’s accomplishments according to the criteria it has set for itself. In the hypothetical
diabetes testing project, the ideal “performance” to measure would be the change in diabetic
comorbidities. However, this measure is likely constrained by the time course of disease (as the
team would have to measure patient health for years afterward to discover any effect), by
measurement difficulties (it’s no small matter to track patients down if records aren’t easily
accessible), or any number of practical issues. A proxy outcome measure would likely be the
change in HbA1c levels, and perhaps additional process measures could be the testing rate,
appointment scheduling rates, physician awareness, and patient motivation for self-management.
Any difference between before and after the intervention would be credited to … Well, what did
cause the change, exactly?
This confounding blend of influences is the central impediment to achieving a better
understanding of how to generate consistent and replicable success in QI. Was the change
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package just the perfect solution? Was the intervention design that the team applied just very
effective? Was the context just conducive for this—did all the providers secretly already want to
do this, so maybe the specifics of the change package and design didn’t really matter? Or was the
QII team’s implementation strategy (e.g., winning over that endocrinologist) what really carried
the day? Or, more likely, the four influences combined in some way to produce the result—but to
what degree did each influence the result, and how? This research sought to unpack this jumble
of causal influences. As such, the diagram of influences shown in Figure 2-1 undergirds the
entirety of this work.
Existing conceptual models of QI
I surveyed many models of QI in order to develop a comparative framework, and these
models are described below. Although the Batalden model just described is the fundamental
basis, all eight models described below qualitatively informed the conceptual development of
this project. I additionally drew upon previous reviews of QI models [22, 63].
The Model for Improvement [64] is the QI implementer’s fundamental model for
thinking about how to achieve improvement. Its key features include creating measures for
quality, defining prospectively what “improvement” means, and testing planned changes through
small-scale, rapid feedback cycles (“Plan-Do-Study-Act”) before spreading changes more
widely. The Promoting Action on Research Implementation in Health Services (PARiHS) Model
expanded on prior models by suggesting context and “facilitation” (i.e., implementation method)
as equally important dimensions as the strength of the evidence for the change [65-67].
Solberg and co-authors broke “context” down into further specific categories, including
organizational capability for change, infrastructure for improvement, medical group
characteristics, and external environment [68]. Like PARIHS, they also included dimensions to
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capture implementation strategies and the strength of the evidence (“guideline characteristics”).
They found that experienced QI implementers felt that all six of these dimensions were important
to the successful implementation of QI. Van Bokhoven and co-authors addressed the idea of
prospectively identifying barriers to and facilitators of change, and designing intervention and
implementation strategies accordingly [53]. The Organizational Change Manager Model
combined a range of dimensions important to organizational change in general, including leader
goals, middle management goals, tension for change, and 15 others, and found them to be jointly
predictive of QII project success [41].
Greenhalgh and co-authors published an exhaustive review that highlighted the
dimensions of innovation, dissemination and diffusion with regard to reproducing QI at health
care organizations [50]. This framework also broke down an organization’s relationship to its
outside environment in more detail than previous models had. The Practical, Robust
Implementation and Sustainability Model (PRISM) sought to integrate concepts from 4
antecedent models, including the Model for Improvement and PARiHS [69]. Similarly, the
Consolidated Framework for Implementation Research (CFIR) attempted to synthesize 19
previous models, including PARIHS, Greenhalgh et al, and PRISM [63].
These models were informative and useful in terms of getting a picture for the range of
dimensions to consider in creating a generalizable framework for understanding a diverse series
of QIIs. I did not seek to test the validity of any of these particular models [67], but rather used
them as background for developing to develop a useful organizing framework.
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Definitions of Key Concepts and Comparative Framework
Before describing the conceptual framework in detail, several key terms require explicit
definitions. Because this project aimed to compare determinants and patterns of quality
improvement intervention implementation across successful and unsuccessful results, acute,
chronic and preventive domains of care, and more integrated and less integrated care delivery
organizations, I describe below the operational definitions for each of those key terms.
Quality Improvement Intervention (QII)
I drew upon previous RAND research to define a quality improvement intervention
(QII) as an attempt to improve the quality of care delivered within targeted organizations or
organizational units [70]. Further breaking down that definition, “an attempt to improve the
quality of care” is: an initiative identifiable as distinct from the status quo, purposefully
introduced, and aimed at improving routine practice in the targeted organization. One-time, oneevent initiatives (e.g. education sessions) that do not attempt to alter routine patterns of care
would not fall under this definition. “Continuous Quality Improvement” (CQI) interventions
were included. “Quality of care” is in practice defined by the measures used to proxy for it.
Therefore, this definition required that a project was aimed at improving performance on
measures of either (a) patient health outcomes or (b) processes of care. The phrase “within
targeted organizations or organizational units” implies that the scope of the intervention is
limited to an identifiable set of organizations and/or units. This rules out efforts that are limited
to advocacy, awareness, or guideline development but are often labeled as “quality
improvement” initiatives. Broad policy initiatives that are supportive of improving health care
quality but that are not discrete interventions in specific organizations, such as the Patient
Protection and Affordable Care Act, were excluded. Additionally, to qualify for inclusion in this
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research, a QII had to have either reached completion or a substantive interim point where
meaningful findings could be presented.
Success
The success of a QII was defined as the extent to which the results at the end of the
intervention achieved the overall consensus goal(s) for the improvement of clinical care, as
established by the primary stakeholder(s) at the beginning of the intervention. QIIs can have
many different types of goals, so I used Donabedian’s model of health care delivery [71] to
categorize them as outcome, process, or structure-related. A fourth category, research team
goals, was included to account for QII team-related goals such as demonstrating a new
evaluation method or publishing results.
Domains of Care
QIIs were categorized according to the domain of care of the processes they aimed to
change. Acute care processes were those involving the treatment of a patient for a brief but
severe episode of illness, whose general goal is discharge as soon as the patient is deemed
healthy and stable. Common interventions in the acute setting include surgical safety checklists,
post-surgical protocols, emergency department order sets, and others [72-74]. Chronic care
processes were those directed at symptom management or slowing the progression of a chronic
disease [32, 75-78]. Preventive care processes were those involving the screening for, or
prevention of, currently undiagnosed disease [33, 79, 80].
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Degrees of Organizational Integration
I categorized the health care delivery organizations in which QIIs took place as either
more integrated or less integrated. Ratings in three dimensions of integration were used to group
organizations as more or less integrated (Table 2-1).

Table 2-1. Dimensions of Organizational Integration
Dimension
Centralized Strategic
Decision-making
Administrative Integration
Clinical Integration

Sample Elements of Dimension
Resource allocation and utilization, strategy and vision
Information systems, staffing, human resources
Electronic medical records, geographic proximity and location,
interdependence of services

QIIs in organizations deemed “less” in all three dimensions were considered “less
integrated” overall, and those deemed “more” in all three dimensions were considered “more
integrated” overall. Those with any blend of “more” and “less” ratings were considered to have a
“mixed” degree of organizational integration; the “mixed” and “more” categories were later
combined.
An example of a more integrated organization would be one which fully owned and
operated its facilities, and in which all providers are employees. Examples of organizations such
as this would be the Veterans Health Administration [35], Kaiser Permanente, and other systems
with shared ownership, such as GroupHealth Cooperative [81]. A less integrated organization
could be one in which a collection of independent providers, such as an independent practice
association (IPA), collaborate to run QIIs in their clinics. Other examples of less integrated
organizations could be medical groups or health “networks” that create strategic alliances but do
not feature shared ownership [56].
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In addition to using these three dimensions to classify organizations as more or less
integrated, I explored an alternative approach to rate the organizational integration of the QII
project itself (Table 2-2). Cases were rated using four dimensions: whether the QII was a
collaborative, the scope of the clinical function of the intended changes, the number of
institutions involved, and the number of units involved within each institution.

Table 2-2. Dimensions of QII Project Integration
Dimension
Collaborative
Clinical Function
Institutions Involved
Units Involved within Institutions

Types
Yes / No
Focused / Broad
One / Multiple
One / Multiple

“Collaborative” refers to whether the QII was organized in a collaborative model, where
teams from multiple institutions gather periodically to learn, exchange ideas, share experiences,
and report results. “Clinical function” refers to the scope of the processes targeted by the
intervention; for example, an intervention seeking to improve patient satisfaction with provider
communication would be considered “broad” because it spans almost all clinicians and possible
care processes. An intervention to reduce infections caused by catheter-insertion procedures
would be considered “focused”, as it is limited to specific providers and a specific procedure.
These four dimensions were then collapsed to more and less integrated QIIs according to the
following rule: Any QIIs occurring at multiple institutions were considered “less” integrated and
those occurring at single institutions were considered “more” integrated, with the exception of
multiple-institution collaboratives that only involved one unit and had a focused clinical
function; these cases were considered “more” integrated due to the synergistic effects of
organizing QIIs in such a manner. Because the clinical issues shared by these sites are identical,
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QII teams can typically share directly applicable innovations and tools across sites, which is
indicative of a more highly-integrated project.

Comparative Framework
The comparative conceptual framework comprised four fundamental dimensions
common to all health care QIIs: (1) project origination, (2) organizational characteristics, (3)
intervention design, and (4) implementation challenges (Figure 2-2). Each dimension initially
contained specific subcategories, but new subcategories and themes were added as they emerged
during the course of data collection and analysis.

Figure 2-2. Simplified Conceptual Framework for Quality Improvement Interventions
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Project Origination
The first dimension of the framework attempts to capture the source and manner of the
QII’s inception—where did the impetus for the attempt to effect change come from? And how
was the specific area of focus for improvement chosen? All QIIs must logically originate from
some source(s), either internal or external to the organization, and must also select area(s) to
focus on for improvement. The different ways in which organizations go about the process of
identifying these quality improvement targets and generating QIIs have not yet been
systematically studied.
Anecdotal evidence suggests these approaches can range from highly algorithmic to
completely subjective and even capricious. One study that examined hospitals’ decisions to join
a nationwide collaborative found a broad set of motivations, including improving quality, “doing
the right thing,” improving market share, meeting regulatory requirements, and enhancing
reputation [82].
Although this problem discovery and intervention origination process is far from
systematic in practice, many authors believe that it is foundational to the subsequent process of
QII design and implementation. Van Bokhoven et al. [53] and Gustafson et al. [41] both note that
identifying and understanding the problem and the needs of the organization as important to the
success of the subsequent intervention. Weick et al. [83] also suggest that problem discovery is
fundamentally connected to problem solving. However, meaningful descriptions of the impetus
for improvement work are typically absent from project descriptions and evaluations, and other
authors have recognized this deficiency as a hindrance to the advancement of the science of
quality improvement [27].
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No typology for quality problem discovery and QII origination exists, so I developed
several classifications of project origination types. The first such categorization included
automatic mechanisms [84], periodic priority quotas [85], and internally- or externally-driven
idiosyncratic processes [17, 86-89]. An example of an automatic mechanism would be the root
cause analysis program in the Veterans Health Administration, which essentially mandates the
exploration of every problem [84]. The periodic priority quota approach would typically require
a certain number of QIIs every year or every quarter within a given organizational unit. At the
opposite end of the spectrum, idiosyncratic project origination processes encompass QIIs that
arise in non-systematic, less predictable ways.
Two additional classifications were developed to explore potential patterns in QII
origination. In the first, I distinguished QIIs as having originated from inside or outside of the
eventual target organization(s). A collaborative effort that invited various hospitals to participate
would be considered to originate from outside of the delivery organization(s), while a project
developed by providers in a surgical unit to improve post-surgical wound care in its own hospital
would be internally-sourced. In the second additional classification, I distinguished QIIs by
determining whether the QII team or partnership responsible for implementing the project had
been formed before or after the initiation of the specific project itself. For example, many health
care delivery organizations and QI groups have standing committees or teams that implement
different interventions on a more or less continuing basis. On the other hand, QII projects
frequently arise independently from any pre-existing QI-focused committee or team, and the QII
team is formed afterward. This second classification sought to capture that distinction.
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Organizational Characteristics
This dimension of the framework encompasses key organizational characteristics that
may be influential to the outcome of a QII. By definition, each QII occurs within and attempts to
influence aspects of an organization; reciprocally, the QII itself is influenced by the organization.
Because of this intrinsic relationship, understanding and characterizing the organizational
environment is coming to be viewed as an essential step in explaining the results of a QII [19, 27,
49, 55].
I drew from multiple sources to ascertain key organizational characteristics thought to
have an influence on QII success and failure, including prior RAND research on health care
delivery organizations [56, 90] and a recent systematic review of the effect of organizational
context on quality improvement success [91]. Many of the individual dimensions and factors
described in these works under the auspices of “context” are actually considered separately
elsewhere in the conceptual framework, for instance, cultural barriers to improvement or
organizational incentives and influences motivating improvement work.
Kaplan et al. found leadership from top management, organizational culture supportive of
QI, data infrastructure and information systems, and years involved in QI as “important” to QI
success, and physician involvement in QI, microsystem motivation to change, resources for QI
and QI team leadership as “potentially important” factors to QI success [91]. My conceptual
framework already includes organizational culture (as a cultural facilitator/barrier), data
infrastructure (as a physical facilitator/barrier), microsystem motivation to change (as an
emotional facilitator/barrier), resources for QI (as a structural facilitator/barrier). Consequently, I
distilled this dimension into those organizational characteristics thought to be influential factors
in QII success that were not already considered elsewhere within my framework.
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I considered leadership from top management, physician involvement in QI, and QI team
leadership in several ways, including the degree of buy-in of organizational leadership to the QII
(high/low), the employment status of the QII leader in regard to the target organization
(employee/non-employee), and the proximity of the pre-existing professional relationship
between the QII leader and the organizational leadership (close/distant).
I also assessed data infrastructure and information systems specifically in terms of data
support for QI (present/absent) and whether QI coaching or consulting resources were available
(present/absent). Finally, I assessed the degree of the organization’s prior experience with quality
improvement (more experienced/less experienced).
Levers for Change
The third dimension of the framework encompasses the specific features planned by the
QII team for inducing providers and organizations to enact intended changes in care processes.
Logically, QII teams must select the specific actions they will take from an enormous set of
potential alternative actions, but the methods and reasoning by which these choices are made
have not been systematically studied. For instance, in the case of a team that sought to improve
the rate of immunizations in a clinic, what led them to use wall posters directed at physicians
combined with phone calls to parents, rather than staff education sessions, computer-based
reminders, and waiting room cards targeted at parents? While it is now commonly believed that
“multifaceted” interventions that employ multiple strategies, such as the hypothetical one just
described, experience a greater rate of success [41, 68], very little is known about which
combinations of strategies QII designers choose, or why they choose them. One popular
approach to QI suggests trying all ideas on a small scale to empirically arrive at the optimal set
of change strategies; however, this is by no means the only approach taken toward intervention
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design. Therefore, in the data collection and coding process, I sought to identify types of
strategies and their reasons or methods for selection.
The features of intervention design were organized according to a framework derived
from intervention research in education [54], which describes a set of six levers for change with
regard to influencing individual and organizational behavior. These levers are setting
expectations, setting incentives, monitoring performance, evaluating performance, enforcing
incentives and building capacity. These categories are not mutually exclusive; the same
intervention design feature, such as an educational lecture, could both set expectations and build
capacity. This initial organization was meant to provide a high-level picture of how QIIs are
designed across a vast and variable set. I wished to see what patterns, if any, exist in how QI
teams try to affect change, and especially if any patterns bear a relationship to success or failure.
I will now briefly describe each broad type of strategy employed in QIIs.

1. Setting Expectations
Kotter [92] devotes three steps of his eight step process for change to “Setting
Expectations”-type actions (“Establishing a Sense of Urgency”, “Developing a Vision and
Strategy”, and “Communicating the Change Vision”). A strategy that involves setting
expectations may include establishing guidelines, setting goals, creating a vision, or generating
enthusiasm and emotional support. With respect to QIIs, these can reflect expectations for both
the improvements in care that can be achieved (e.g. a zero-percent infection rate) or expectations
for things that will need to occur in order to bring the improvements into effect (e.g. ICU
physicians need to “own” the infection problems in their unit and not shift responsibility to the
infectious disease department).
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2. Setting Incentives
Strategies that involve setting incentives may include rewards (e.g. pay-for-performance
plans, merit bonuses) or punishments (e.g. discipline, demotion, firing). In health care, reward
incentives are far more common. Less quantifiable implicit incentives, such as social punishment
for nonconformity, can work both for and against change efforts, depending on the present
culture of the organization [93].

3. Monitoring Performance
One of the fundamental axioms of organizational quality improvement is “if you can
measure it, you can improve it.” Therefore, monitoring of the performance of those being
influenced to change is a fundamental need. Strategies involving monitoring performance may
include audit/feedback or statistical process control approaches. Even less formal steps such as
regular, intentional conversations and discussions between a QII team and targeted providers (or
between a CEO and a QII team) can be an instance of monitoring performance.

4. Evaluating Performance
This step can also be thought of as “clearly adjudicating success from failure.”
Comparing actual performance to prior expectations and goals may seem straightforward. In
practice, however, the ways in which such evaluation is carried out vary tremendously, and may
affect the outcome or effectiveness of the intervention. If those being intervened upon are not
clear whether they are meeting their goals, or if goals seem to be unattainable and no
recalibration is done, motivation, passion, and effort may suffer (see Kotter’s [92] chapter on
“Generating Short-Term Wins”). Strategies involving evaluating performance may include
audit/feedback, performance reviews, or publicly displayed performance rates plotted against
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goal or target rates. A key to evaluating performance is the action taken after the level of
performance has been determined, particularly when expectations have not been met. Something
potentially actionable, even if just feedback to providers or discussions about whether the QII
needs to be modified, must be in play in order to qualify as performance evaluation. This
excludes simple tracking of performance data for later retrospective analysis.

5. Enforcing Incentives
Previous research has shown the importance of consistently enforcing incentives in order
to attain a full effect [94, 95]. This is no less true for health care organizations than it is in any
other context. Strategies that involve enforcing incentives may include performance-based
payment structures [96] and decisive personnel changes, explicit rewards and honors, or nonfinancial incentives such as reallocation of responsibilities or shifts, or favorable recognition
among peers.

6. Building Capacity
Providing adequate funding and structural support for effecting changes to organizational
behavior is critical. The concept of “organizational slack” is seen as a quantity of time and
resources that is important to free up for the process of facilitating innovation and change [17].
Failure to build capacity can cause the instant failure of a project. Strategies that involve building
capacity include two main types: organizational capacity and individual capacity. Examples of
building organizational capacity could include installing an EMR, developing an in-house QI
consulting department or purchasing equipment needed for doing procedures more safely.
Individual capacity building could include education to augment a knowledge base or protection
of employee time for work and research on improvement projects.
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As mentioned previously, these categories were not created to be mutually exclusive—in
any given intervention, any individual component of the project may fit into one or more of these
categories. I also expected to elicit a wide range of subtypes within each category during data
collection and analysis. A key point to note, however, is that types of intervention design features
are more effective when integrated and aligned as part of a comprehensive strategy [54].
Implementation Challenges
The final dimension of the framework attempts to capture the process that ensues when
planned attempts at change interact with the targeted organization. Some attempts work well
immediately, others fail immediately. Some need to be tweaked early on, while others might not
fail until months later. The causes of these positive and negative outcomes often are latent in the
organization and only discovered when a change attempt brings it to light. Other times, the QII
team may be aware of potential barriers, such as resistance by key leaders, and take action
proactively to overcome them. This framework dimension thus attempts to capture the source
and nature of these facilitators and barriers, and the tactics employed by QII teams to utilize or
overcome them. Both facilitators and barriers can be seen as characteristics of the intervention
itself, of the environment or of the QII team. In general, the factors related to the intervention or
the team would be under the control of the intervention leaders, while environmental factors
would typically be beyond their control.
Put very simply, anything that resists or hampers the success of the intended changes is a
barrier, and anything that assists or accelerates the success is a facilitator. As these unanticipated
phenomena are confronted by QII teams over the course of a project, the teams face choices in
how to respond. The understanding of which barriers and facilitators are most commonly
encountered and of how QII teams respond to them is sparse. The dynamic relationship between
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intervention design features and facilitators and barriers is likewise poorly understood. The goal
of this dimension was to establish the range of implementation challenges QIIs face and the
interaction of intervention design features with those challenges.
I organized facilitators and barriers as being related to different types of implementation
challenges. A recent case study series by Bate et al. [17] of health care organizations that had
made successful long-term improvements in quality described six types of challenges faced in
some degree by all of the organizations: structural, political, cultural, educational, emotional and
physical. For each, I will use hypothetical examples from the HbA1c reduction intervention
described previously in the chapter to illustrate these types. Bate and co-authors named (e.g.
“Synergy and Linked-up-ness”) and described (“Structuring, planning and coordinating…”) the
state that results from facilitators and barriers related to each implementation challenge. These
names and descriptions are noted in italics below.

1. Structural
The structural challenge to QII implementation encompasses barriers and facilitators
related to the organizational structure, e.g. roles, responsibilities, privileges, lines of authority,
power centers, and access to resources. The existence of a staffed and funded QI office within an
organization would be an example of a structural facilitator, while its absence, which may be
manifested in an inability for QII teams to muster resources and organize themselves, could be a
potential barrier.
Facilitator: Synergy and “Linked-up-ness”: Structuring, planning, and coordinating the
quality and service improvement effort, and embedding it within the organizational fabric. In the
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Kaiser example, having a pre-existing quality improvement office that is able to help organize
the intervention and give it authority and resources would be a structural facilitator.
Barrier: Fragmentation: General lack of synergy and joined-up-ness between the
different parts of the organization doing QI. In the example case, I would consider it a structural
barrier if Kaiser actually had no quality improvement department, and the QII team was unable
to organize itself into a regular team or committee involving key stakeholders (e.g. if the “team”
actually consisted of one physician or nurse trying to do everything on his or her own and was
not connected with key departments such as endocrinology and pathology).

2. Political
The political challenge to QII implementation encompasses barriers and facilitators
related to the sources of influence operating on an organization, both from within and without. A
department chief with lots of reputational capital within an institution who makes an effort to
reach out to other departments to get key people on board with the change effort would be an
example of a political facilitator, while a QI coordination committee that fails to make timely or
supportive decisions due to internal disagreements would be an example of a political barrier.
Facilitator: Engaged Stakeholders: Negotiating the politics of change associated with
implanting and sustaining the improvement process, including securing stakeholder buy-in and
engagement, dealing with conflict and opposition, building change relationships, and agreeing
and committing to a common agenda for improvement. In the HbA1c intervention described
earlier, if the QII team leader was able to effectively secure the buy-in of key stakeholders,
including pathology, endocrinology, informatics and even perhaps marketing, this would be a
political facilitator. At a delivery system less integrated than Kaiser, this may involve obtaining
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support and buy-in from other stakeholders, including local diabetes support organizations,
public health agencies, patient advocacy groups and, corporations and purchasers of health care
services with an interest in reducing diabetic complications.
Barrier: Disillusionment: Individuals and groups are blocking and resisting change; the
change process is stymied or gridlocked as the result of the "impossible politics" being played
out in the organization, and people simply give up trying. An example of a political barrier from
the HbA1c intervention would be the obstructive endocrinologist—a key stakeholder who does
not see the value of the intervention, and thus presents an obstacle toward its successful
execution and implementation.

3. Cultural
The cultural challenge to QII implementation encompasses barriers and facilitators
related to the culture of an organization, that is, the common patterns of thought and behavior
and modes of reaction to events that distinguish otherwise identical organizations from one
another. A common example of a cultural facilitator would be a shared sense of enthusiasm and
passion for quality improvement; cultural barriers may include the lack of such enthusiasm. This
may be manifested in a “let’s just get this thing over with” attitude among providers enlisted to
participate in the change effort.
Facilitator: Committed Community: Building shared understanding, commitment and
community around the improvement process. For the hypothetical example, Kaiser has a strong
culture of preventive care, proactive patient engagement and self-management. Therefore,
providers and employees at a Kaiser center are more likely to be engaged by such as project as
an HbA1c testing intervention, because it serves as a new incarnation of beliefs, habits and
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routines that are already widely accepted and practiced. At an organization with cultural
facilitators for a certain intervention, it could be seen as “normal” to make the special emphasis
on preventive care that the hypothetical intervention asks for.
Barrier: Evaporation: The change has not properly anchored or become rooted in
habitual everyday thinking and behavioral routines; reminiscent of program- and project-based
approaches to QI, where the drive for quality lasts only as long as the flavor of the current
program or project. Examples of cultural barriers could be seen in trying to implement the
HbA1c reduction intervention, not in a single organization with a culture of prevention, but with
an entire region or with a large academic medical center. In such environments that collectively
place relatively little importance on the role of preventive care as a matter of routine practice,
this intervention will expose and uncover silently held beliefs about the proper role of providers
in caring for patients. Physicians may not believe in proactively reaching out to patients, they
may seek to retain control and refuse to allow patients to have their blood drawn for testing
without having seen the patient and written an order, or like the endocrinologist, they may
simply doubt the effectiveness of testing and hold to a belief that their current practice is the
ideal of care. Interventions that attempt to change practice habits often uncover barriers such as
these; when the conflict is one where the intervention tends to oppose held beliefs, habits and
values of individuals in the targeted organization, those barriers are deemed “cultural.”

4. Educational
The educational challenge to QII implementation encompasses barriers and facilitators
related to organizational memory, or the ability of an organization to learn from and build upon
its previous experiences (or experiences of others). A QII at an organization whose middle
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managers people (e.g. department chiefs, unit directors) have all participated in or led multiple
QI projects—and who can thus bring the knowledge and habits they’ve learned through
experience into the fold—would certainly enjoy an educational facilitator. Educational barriers
are typically caused by a lack of systems for retaining experiential wisdom, and these
weaknesses are often revealed when the individuals possessing said wisdom leave the
organization before transferring it. Similar to building capacity, the educational challenge applies
to both organizational learning and individual learning.
Facilitator: Knowledge Cultivation: Embedding and nurturing a continuous learning
process in relation to quality and service improvement issues, including both formal and
informal mentoring, instruction, education and training, and the acquisition of relevant
knowledge, skills and expertise. Again, with the hypothetical HbA1c intervention, an educational
facilitator could be a regularly scheduled series of mandatory continuing education lectures and
courses that providers must attend—being able to incorporate content from the intervention into
these venues would make the educational step much easier. Another type of educational
facilitator could be an internal department, say a quality improvement department that teaches QI
methods and concepts to providers. As a QII plays out, this department can serve as a coach and
consultant for working through barriers. Such a dedicated quality improvement department could
also be an educational facilitator in another way, by recording the “lessons learned” and “rules of
thumb” for improving diabetes blood testing that were developed during the intervention, and
thus serving as a historian for organizational knowledge to inform future work.
Barrier: Amnesia/Frustration: Lessons and knowledge are forgotten or fail to accumulate
(as in the notion of sedimentary learning), and improvement capabilities and skills fail to keep
abreast of growing aspirations. The absence of any of the faculties described under educational
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facilitators would constitute an educational barrier. Not every health care delivery organization
has an internal quality improvement department, but if a QII team has no recourse to QI
methods, teaching or coaching and are thus left wanting to do something but not knowing how to
do it, these are clear barriers to the success of the intervention. Likewise, if they have no
effective venues with which to educate providers, this would constitute an educational barrier.

5. Emotional
The emotional challenge to QII implementation encompasses barriers and facilitators
related to individuals’ emotional engagement with the change process or targeted improvement
area. An example of an emotional facilitator might be the fact that a QI project is targeting the
reduction of pain at the end of life, and the providers involved are able to quickly be motivated
and engage with the effort on the basis of the compassion they naturally feel. A project with
more potentially ambiguous emotional associations, such as a program to improve the exercise
habits of prison inmates, may be more difficult for providers to engage with at an emotional level
and thus face barriers in that sense. Many of the “implicit” incentives that QIIs may employ or
utilize in order to obtain buy-in from stakeholders are emotional facilitators; concern for a
specific type of patient or clinical issue, increased joy or fulfillment with work or affirmation and
recognition amongst peers are all emotional facilitators to the success of QIIs.
Facilitator: Personal/Collective Motivation: Energizing, mobilizing and inspiring staff
and other stakeholders to want to join in the improvement effort by their own volition and sustain
its momentum through individual and collective motivation, enthusiasm and movement.
Emotional barriers tend to be more idiosyncratic, but can be employed strategically. With the
hypothetical diabetes intervention, it is certainly more difficult to engage busy health care
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providers emotionally with diabetes patients than with, say, children with congenital heart
defects. However, the QII team leader may be an exceptional speaker who can tell engaging
stories to attest to the importance of diabetes control and speak to the sad tragedies that can
befall patients whose blood sugar is out of control. Or perhaps many providers themselves suffer
from diabetes; more likely, perhaps a speaker can engage providers to realize that they all know
someone who suffers from diabetes—“wouldn’t you want your Mom to have care this good for
her disease?” All of these approaches, inasmuch as they can emotionally engage the people
implementing the intervention with the intervention itself, represent emotional facilitators.
Barrier: Disinterest/Fade-out: Change effort runs out of energy and forward movement;
instead of the accumulation of small steps leading to final "lift off" and transformation, without
the emotional process, the effort is more likely to end up running in place with no "lift off." A
hypothetical example of an emotional barrier is “intervention fatigue.” At an organization in
which quality improvement projects and preventive care is widely encouraged, if each primary
care physician has to simultaneously keep nine different improvement projects in mind during
every encounter, the diabetes prevention issue may fade into the distance in terms of individual
priorities. This lack of engagement isn’t because the provider thinks the project isn’t necessary,
it’s just that people have finite stores of emotional energy, and in busy health care delivery
environments, there are many urgent causes toward which that energy can be directed. More
cynically, providers at a different organization may simply look with scorn upon diabetics for not
being able to control their diet—views such as these, insensitive as they are, may be present to
some degree within the provider workforce, and would certainly present emotional barriers to
carrying out an intervention to deliver more care to diabetic patients.
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6. Physical
The physical challenge to QII implementation encompasses barriers and facilitators
related to the infrastructure and resources of the organization and project. A well-running EMR
with flexible and easy-to-use data measurement capabilities could be a physical facilitator; on the
other hand, dependence on a poorly-functioning and inefficient system for a project needing
electronic resources would be a physical barrier.
Facilitator: Capability/Capacity: The design and use of a physical, informational and
technological infrastructure that improves service quality and the experience of care. In the
HbA1c example, the fact that Kaiser already possesses an electronic medical record system than
can automatically generate queries of patient records, measure up-to-date testing status and send
out reminders to both physicians and patients to encourage testing represents a significant
physical facilitator. Additionally, having on-site laboratory testing facilities represents a further
physical facilitator that assists in the successful delivery of high-quality care.
Barrier: Exhaustion: People run around trying to do it all by hand or word of mouth, not
having the luxury of a system or standardized set of routines to take the weight of necessary
everyday activities. Examples of physical barriers to the HbA1c intervention would be an
academic medical center not having an electronic medical record at all, having one that is
incapable of generating queries of the type needed to identify diabetic patients and assess testing
status, or outsourcing laboratory testing to an agency with whom scheduling and communication
is fraught with inefficiency because they are on two separate systems.
As with the intervention design dimension, these six implementation challenges are not
mutually exclusive, and I expected to ascertain multiple subtypes within each as the research
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progressed. Figure 2-3 displays all four dimensions of the framework. The next chapter explains
in detail the methods employed to use this framework for identifying patterns of success and
failure across different quality improvement interventions.

Figure 2-3. Full Conceptual Framework for Quality Improvement Interventions
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3. Methods
Overview
This project specifically aimed to describe the mechanisms, strategies, and pathways to
successful and unsuccessful results in quality improvement interventions (QIIs). I decided on a
multiple case study design, which would most effectively achieve these aims by enabling the
exploration of a wide range of QII types in greater depth than a broader, shallower survey would
allow. This chapter, which describes the study design and methodology in detail, is organized in
the following way. The first section details the approach to identifying and recruiting a balanced
number of more successful and less successful QII cases. The second section details the data
collection methods for obtaining information about each case through interviews, publications,
and other related documents. The last two sections lay out the process for coding case
information in a systematic manner and the approach to analyzing the cases to achieve the
research aims.

Sample Generation
In order to obtain a balanced number of more successful and less successful QIIs, cases
were identified through a two-step sampling strategy. Step one involved identifying a diverse
sample of experienced QII investigators (EQIs). Step two involved asking each EQI to identify
two QII cases—specifically, the “most successful” and “least successful” projects that they’d
been a part of in their career, regardless of publication status. The majority of QII projects,
particularly unsuccessful ones, never reach the publication stage [28], so this identification
strategy was intended to identify some of these otherwise hidden projects. In addition to
balancing more successful and less successful projects, I sought an intentionally diverse sample
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in terms of both clinical domains of care and organizational types. Overall, I sought to maximize,
rather than minimize, the variation across cases, as the research aim of this study was to identify
previously unseen patterns across all types of QIIs. The recruitment target was 20 EQIs,
corresponding to 20 successful and 20 less successful QII cases.
Expert QII Investigator Identification and Recruitment
To identify the sample of EQIs from the literature, I built upon a concurrent RAND
project that was intended to identify, classify, and evaluate continuous quality improvement
(CQI) articles [97]. An interim step of that project generated, using multiple search strategies, a
list of QII articles that adhered to the same definition of a QII [70] used by this study. These
search strategies included both expert referrals and broad electronic searches, with results
screened by title/abstract and full-text review screening tools [98, 99]. The initial sample of
electronic search results was divided into two subsets. The first, which was randomly selected,
was screened for potential QII titles by two reviewers. The reviewers’ screening results were
then fed to a unique RAND-developed literature search program called EvidenceLens, which
attempts to learn from reviewers’ decisions to automatically screen large volumes of articles
using title/abstract comparisons. The remaining results of the electronic searches were screened
by EvidenceLens, and the articles with the highest likelihood of being QIIs were recommended
for full-text screening. All articles recommended by experts and those screened in by manual or
computer review were thus subjected to a full-text QII screening tool by two reviewers [98, 100].
After the sample of QII publications was generated, all authors in the sample were ranked
by (in order of precedence) the number of first-authorships, the number of senior-authorships,
and the total number of authorships. Authors with no first- or senior-authorships were excluded.
Remaining authors were then individually searched for by name on PubMed, and additionally
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ranked by number of total publications. Beginning with the highest-ranked author, I reviewed
each author’s 20 most recent titles and abstracts to screen for QIIs. I excluded authors that had
only worked on one QII (even if they had produced multiple publications from the same project),
as well as those whose QII publications comprised only a small percentage (<10%) of their
overall work. I also excluded authors whose QII projects were located outside of the United
States, Canada, Western Europe, Australia or Japan. I considered both the total number of QIIs
and the proportion of QII- and QII-related publications in relation to each author’s total body of
published works. After re-ranking according to these considerations, I recruited EQIs, beginning
at the top of the list, until 20 EQIs had agreed to participate. Participants were recruited
according to an iterative protocol via email scripts that had been approved by the RAND Human
Subjects Protection Committee (HSPC). Up to two additional follow-up emails were sent to nonresponders.
QII Case Identification
After EQIs had agreed to participate, I then asked them to identify their most and least
successful QIIs, using the definitions for “QII” and “success” described in Chapter 2. When
possible, this was done prior to the interview via email, but in most cases this was discussed over
the phone at the beginning of the interview. While foremost a practical consideration due to the
variability across QIIs, allowing EQIs to self-rate the degree of success of their QIIs was
intentional, as it would allow me to elicit why the EQI considered each project to be a greater or
lesser success.

43

Data Collection
Information on each QII was collected through interviews, publications, and any other
documentation provided by the project team(s). In this section I will first describe how I
identified each type of data source and then describe the interview process in more detail.
Identifying and Obtaining Sources of Data
Once a qualifying EQI had been identified and two qualifying QII cases had been
determined, I conducted a semi-structured telephone interview with the EQI. At the conclusion
of each interview with an EQI, I asked him or her if I could speak to anyone else who would be
helpful to talk to in order to better understand the project. These people, who could be project
managers, site directors, evaluators, executives, or other stakeholders with first-hand knowledge
of the history and implementation of the QII, I refer to as secondary QII individuals (SQIs).
Recruitment of SQIs was conducted via email following a protocol for secondary interview
subjects that had been approved by the RAND HSPC. During the interviews, I asked EQIs and
SQIs, at their discretion, to provide me with any additional documentation that would be helpful
for understanding the project. Finally, all publications related to a QII were retrieved, through
both electronic (PubMed) searches and EQI or SQI referrals.
Interview Process
Keeping in mind that the goal of data collection was to elicit the broadest range of
perspectives on each project, the primary purpose of each interview was to elicit the respondent’s
story of the QII in as rich detail as possible.
The interview format was semi-structured, meaning that a common interview guide,
based on the conceptual framework, was used with all subjects. This format was chosen for
several reasons, as it is well-suited for optimizing data collection under several competing
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objectives. These included the desire to explore respondents’ ideas regarding the causal
mechanisms of success and failure in great detail, the desire to explore the dimensions of the
conceptual framework in a directed way, and the practical constraint of respondents’ limited
availability. The following two descriptions of semi-structured interviews served as a guide:
There are semi-structured interviews in which the ethnographer’s
queries follow a predetermined pattern but the substantive focus
shifts according to the responses of the informant. [101]
The interviewer maintains discretion to follow leads, but the
interview guide sets forth clear instructions… Semi-structured
interviewing works very well in projects where you are dealing
with… elite members of a community—people who are accustomed
to efficient use of their time. It demonstrates that you are fully in
control of what you want from an interview but leaves both you
and your respondent free to follow new leads. It shows that you are
prepared and competent but that you are not trying to exercise
excessive control. [102]
Before beginning recruitment of subjects, I refined and pilot-tested this interview guide
with experienced QI leaders at multiple sites in California and Michigan. Interviews were
typically scheduled for one hour, but varied depending on the subject’s availability. The vast
majority of interviews were conducted over the phone, but several were done in person if
convenient. All interviews were tape-recorded.
For interviews, typically with EQIs, in which I wanted to discuss two QIIs, I suggested
first discussing the less successful QII, followed by the more successful one, but ultimately the
order was left up to the subject, and often simply followed chronological order. I attempted to
spend equal time on each; however, the QIIs often differed in scope, length and complexity, so
the division of time generally reflected those differences. This was particularly true with
uncomplicated projects that had ended quickly; there was simply less material to cover than with
projects having richer histories. The interview guide is displayed below (Figures 3-1 and 3-2). I
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generally followed the order of questions shown in Figure 3-1, but as described above, the exact
content and direction of the interview was dependent to a degree on the respondent’s answers.
The second table below lists probes and follow-up questions that I often employed to elicit more
information about topics. The dynamic of the interview was such that a casual observer would
likely characterize it as more akin to a conversation about past experiences rather than a
structured survey of specific factors.
I took handwritten notes during the interview. These notes were later typed up,
summarized and organized thematically while selectively re-listening to the recordings of the
interviews. Due to time and budgetary constraints, I did not obtain full transcripts of interviews.
The purpose of these notes was to paraphrase the content of the interview as completely and
parsimoniously as possible.
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Figure 3-1. Semi-Structured Interview Outline
Grand Tour Question:
Can you walk me through how the project played out, from start to finish?
Mini Tour Questions:
Could you talk about how the original problem motivating this project was identified?
Could you talk about your organization’s resources, history and capability, culture, and
external influences with respect to quality improvement?
Could you talk about how the impetus for this project came about?
Could you talk about how the planning and design of the intervention occurred?
Could you talk about the challenges faced in implementing the intervention, and the
strategies or changes made in trying to overcome them?
Questions to Elicit the Subject's Analysis:
What do you think were the key factors that led to the project’s outcome?
What do you think you ended up putting most of your energy into?
During your time working on this project, what did you worry about most initially, and
then what did the actual challenges turn out to be?
If you had to repeat this project, how do you think you would you change what you did?
To what degree do you think your experience on this study is portable to other contexts?
Direct Comparison Question (for EQIs):
In which ways and to what degree did your successful and unsuccessful projects differ?
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Figure 3-2. Interviewer Probes and Follow-up Questions
General Probes:
Could you talk a little more about that?
Could you speak to that?
What do you mean by that?
Could you elaborate on how that process occurred?
And how did that happen?
How did you make that happen?
What did it take to make that happen?
Why didn’t things turn out as you thought?
What got in the way?
Why did <Event X> happen?
In what way did <Event Y> affect <Event Z>?
You’ve brought up <Concept X> several times; could you speak more to that?
You mentioned <Phrase Y>. Could you explain what you mean by that?
Could you talk about the difficulties in implementing/doing/accomplishing that?
Framework Dimension Probes:
What incentives did you use to get people to change?
How did you make it worth their while to participate in the intervention?
Could you talk about peoples’ emotional engagement with the project?
You’ve mentioned undergoing a “cultural change.” Could you talk about that a bit?
It sounds like there were a lot of conflicts during that effort. (pause)
The focus on transparency—it must have made someone (at your organization) nervous.
And how was this work funded?
What about the providers’ (or organization’s) time and personnel?
How was it decided to focus on this clinical problem?
Has anything been done to maintain the intervention as a routine part of care?
Time Management Prompts:
We’re at about half-time, so I’d like to switch things up and talk about the unsuccessful
project.
It looks like we’ve only got about five minutes left, so could you just go over again briefly
what you felt to be the most important factors in this project being successful (or
unsuccessful)?
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Data Abstraction and Coding
After interviewing and note-taking, the next step involved transforming the raw
information about each case into useful and systematically analyzable bits of data through a
coding process. Coding was primarily informed by the dimensions and subtypes in the
conceptual framework, but the process was left flexible in order to allow the incorporation of
emergent themes. This section will describe in more detail the process I followed in coding the
raw data. I indexed each case according to a number and letter, the number corresponding to the
EQI and the letter to each of their projects. Earlier cases were labeled “A” and the more recent
ones labeled “B”. The source documents were thus comprised of typed interview notes,
publications, and other documents provided by interview subjects, such as emails, presentation
slides, interim reports or implementation tools (e.g. checklists, order sets).
Information Directly Abstracted from Source Documents
For each case, I abstracted basic information by reviewing source documents, and
recorded the data in a spreadsheet. These types of basic information included: project name; city,
state and country of organization(s) involved; gender and race of interview subjects; year(s)
project was active; number of associated publications; degree of success (more/less), disease(s)
involved in the targeted care process; domain of care (acute/chronic/preventive); relationship of
the EQI/Project Leader to the organization(s) involved (employed/not employed, and role if
employed); collaborative project (yes/no); institutions (single/multiple) and units
(single/multiple) in which the QII was carried out; final stage of project reached (idea,
development, pilot-testing/revision, implementation, evaluation); and post-evaluation fate
(project abandoned, project modified/revised and re-implemented, project embedded as standard
practice).
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Information Coded from Source Documents
Types of information for which I expected a greater degree of heterogeneity and wished
to explore more qualitatively were coded using Atlas.ti. Project goals were coded and classified
as outcome-, process-, structure- or research team-related. I additionally noted whether stated
goals had been assessed and achieved. Outcome goals were sub-coded as event rates (e.g.
infections per bed-day), health indicators (e.g. HbA1c levels) or qualitative outcomes (e.g.
Quality of Life scores). Process goals were sub-coded as diagnostic screening or testing,
treatment, or non-direct care processes (e.g. use of standardized forms). Structural goals were
sub-coded as cost, efficiency, sustainability, spread/diffusion, attitudinal, cultural, access to care,
or capacity-building. I coded instances of competing priorities being encountered as a barrier, as
well as instances in which projects overcame competing priorities; these instances were later
reduced to binary variables (competing priorities encountered (yes/no) and overcome (yes/no).
Information Inferred from Close Review of Source Documents
One of this study’s major limitations is that in many cases, the interview subjects were
not all directly asked the same specific questions in the way that a more focused, hypothesistesting survey would have done. For this hypothesis-generating study, I intentionally sought to
allow interview subjects to elicit success-relevant factors as freely as possible.
Therefore, certain types of information were not abstracted directly, but were adjudicated
into dichotomous (e.g. “more” or “less”) bins through implicit judgment, based on the synthesis
of information from across all source documents for a case. These variables included: the degree
of centralized decision-making in the organization(s) involved (more/less); the degree of
administrative integration in the organization(s) involved (more/less); the degree of clinical
integration in the organization(s) involved (more/less); the clinical scope of the QII within the
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organization(s) involved (broad/focused); relationship of QII leader to organization leadership
(close/distant); degree of buy-in of local leadership to the QII (high/low); the presence of data
support for QI (present/absent); the availability of QI coaching or consulting (yes/no), and the
degree of prior organizational experience with QI (more/less).
In many cases, interview subjects did provide very direct statements that made the
adjudication into different categories very straightforward, such as with the presence of data
support for QI. In regard to QI coaching and consulting, in most cases the subjects made clear
distinctions between the “content” and “QI” experts that had played roles in the project’s
implementation. In general it was fairly clear whether QI-specific consultation had been
available (as distinct from the QII team simply relying on its own experience). Likewise, for the
leader relationship variables, when taken as a whole, the EQI interviews typically made the
nature of their relationship to the target organization very clear. For other variables, particularly
the organizational integration and experience dimensions, a combination of sources were used,
including interview subject statements (e.g. “very siloed” was taken to implying a “less
integrated” organization), internet searches to gather information on organizations (e.g.
organizational websites, other published case studies involving the organization) as well as
consultation with experts in the field as to a given organization’s history and experience in QI.
Information Developed by Summarizing Source Documents
I abstracted information regarding project origination, organizational context,
intervention design and implementation challenges by reviewing source documents and collating
major salient themes for each dimension.
For project origination, I wrote a short abstract of the key steps involved in bringing the
project into existence. This allowed me to both categorize the origination story as automatic,
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periodic priority or idiosyncratic (external or internal), as well as to explore alternate
classifications of project origination. I then performed pile sorting procedures [103] on these
stories, a process where individual items are grouped according to patterns or logical
distinctions. This process revealed alternate ways of classifying different types of project
origination. For example, I distinguished cases by project source as internal or external to the
organization.
For intervention design, I abstracted a list of major features of the intervention, listing
and numbering them. These lists would look something like the following:
1. Voluntary educational sessions for primary care physicians within
provider network regarding prescribing behavior for depression.
2. Academic detailing to primary care physicians within provider
network for depression care.
3. Individual quarterly performance feedback to providers via mail on
prescribing behavior for depression, with comparison to peer
performance.
I then coded each of these features as one or more levers for change. In this example, items #1
and #2 above would have been coded as “Setting Expectations” and “Capacity Building,” while
item #3 would have been coded as “Monitoring Performance” due to the feedback of data and
“Evaluating Performance” due to the comparisons provided.
This study aimed to describe the relationships between intervention design features and
implementation challenges, so I also coded each intervention design feature according to the
implementation challenge(s) that it addressed. For instance, items #1 and #2 would have been
coded as addressing an “Educational” barrier, while item #3 would have been coded as
addressing Structural and Physical challenges (by providing a vehicle for performance feedback
that had not previously existed). These dual encodings thus allowed me to place each design
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feature in one or more of the corresponding cells in the visual grid representing the conceptual
framework. Figure 3-3 provides an example of the resultant coding undertaken for each case.

Figure 3-3. Sample Encoding of Case Features

For implementation challenges, I likewise abstracted a list of the major positive and
negative causal influences (the facilitators and barriers) that interview subjects credited as being
significant in the course and ultimate result of the project. I abstracted these major influences by
first reviewing the interview notes and publications, culling the major unique themes from each
and combining them at the case level, and then revising those lists into independent factors. I
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coded each one as a barrier or facilitator to overcoming one or more of the six implementation
challenges—structural, political, cultural, educational, emotional and physical. As with the
intervention design components, I then additionally coded each of these factors by the levers to
change that they related to. For example, a single-institution study could have been aided by:
1. A compelling clinical problem (deaths from hospital-acquired
infections) that motivated providers toward improvement.
2. A competent data-collection apparatus that already existed within
the hospital.
3. The availability and guidance of quality improvement methodology
coaches from outside the organization.
4. The Chief of Medicine mandating participation in the initiative as
mandatory.
5. Major local businesses providing sponsorship support and visibility
at the community level.
6. Achieving goals at a very early stage in the project and sharing
results broadly within the institution, leading to greater momentum
and energy around the initiative.
7. Affirming front-line providers’ effort and leadership by sending
them to conferences and giving recognition amongst peers and
hospital-wide.
In terms of the challenges to implementation, I would have coded item #1 as an
“Emotional Facilitator”, because the compelling clinical issue provided motivational energy that
engaged people in the project. In terms of levers for change, I would have coded item #1 as an
instance of “Setting Expectations”.
Coding the remaining items as barriers or facilitators would result in the following
encodings: item #2: {Structural Facilitator, Physical Facilitator}; item #3: {Cultural Facilitator,
Educational Facilitator}; item #4: {Structural Facilitator, Political Facilitator}; item #5:
{Political Facilitator}; and items #6 and #7: {Political Facilitator, Cultural Facilitator, Emotional
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Facilitator}. Cross-coding these as levers for change would result in the following encodings:
item #2: {Capacity Building, Monitoring Performance}; item #3: {Capacity Building}; item #4:
{Setting Expectations, Setting Incentives}; item #5: {Setting Expectations}; item #6: {Setting
Expectations, Monitoring Performance, Evaluating Performance}; and item #7: {Setting
Expectations, Setting Incentives, Enforcing Incentives}.
Repeating this systematic data abstraction and coding process for each case, I was able to
produce a condensed summary of the major causal factors in the project’s result and classify
those factors according to my pre-specified conceptual framework. The end result of this stage of
coding was a grid for each case that contained all of the design components and major factors,
organized according to the framework. An example is shown in Figure 3-3.

Limitations to this Data Collection Approach
A limitation of this data collection method is that each specific feature’s “true”
prevalence will likely be underestimated, because interview subjects were not all questioned
about all of the same elements. However, the value of this approach lies in the depth and breadth
of information elicited, rather than its completeness or statistical precision. Therefore, while the
absolute frequency of most of these items would increase, the range of elements mentioned
would not, and it is unlikely that the resulting central tendency (the most common element) or
the distribution (the relative frequencies of the elements) would change.
An additional limitation is that the intervention components and barriers and facilitators
occur at different levels of organizations, and these levels were not systematically captured.
Interventions can have components that apply at the microsystem level (e.g. clinic, unit),
organization level (e.g. hospital), external environment (government regulation, market
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competition), or any combination of the three. Future explorations of the complex causal factors
in quality improvement should study more rigorously the distinctions and relationships between
each of these levels.

Analysis
Aims
The analyses were designed to identify common mechanisms, strategies and pathways to
success in quality improvement interventions, as stated in the research aims:
Aim 1. Describe the mechanisms, strategies, and pathways to successful and unsuccessful
results observed in a set of QIIs, including how health care quality improvement problems are
identified, how the components of QIIs are designed, how barriers to implementation are
addressed, and how organizational context influences each step.
Aim 2. Compare the mechanisms, strategies, and pathways to successful and
unsuccessful results observed in a set of QIIs between chronic and preventive domains of care
and between highly integrated and less integrated health care organizations.
Ultimately, the goal of the analysis was to ascertain the predominant themes and patterns
likely to be associated with producing successful QIIs. Therefore, while rudimentary quantitative
methods were employed in a descriptive manner and to screen for potential patterns and themes,
an ongoing objective during the analytic stage was to translate the higher-level quantitative
findings back into the complex stories underlying each project in a coherent way. For example, if
I were to discover through frequency tables that projects with structure-related goals seemed to
be less successful, I would want to ask what the underlying qualitative data tells me about what
that means and how plausible it is. In a hypothesis-testing study, such a finding may imply that
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projects should avoid structural goals. But in a qualitative hypothesis-generating study, I would
use this tentative finding as a lens for understanding the QII stories, rather than jumping to it as a
conclusion in its own right. Thus, a key analytic step was to continually attempt to reconcile
surface-level findings—primarily bivariate frequency tables—with the subtleties and
complexities in the underlying data. The result of such a reconciliation could be either a
strengthened degree of support for the finding, or new questions about how to interpret the data
and perhaps new variables to examine with frequency tables.
For example, I might have taken that finding and noted that less successful projects with
structural goals were often set up for failure, because they tended to be situations in which QII
teams recognized a need for a structural element to change, but lacked the capacity or
wherewithal to make the change. Additionally, it may have been the case that projects focusing
on outcome or process goals also had implicit structural goals that weren’t discussed or
mentioned in publications. Thus, by synthesizing themes from the underlying stories, I would
have been able to arrive at a more nuanced and useful explanation of the surface-level
descriptive results that may have masked underlying complexities.
General Approach
In general, I followed the same exploratory process for each dimension (specific analyses
are described below). The general analytic approach involved first establishing the range (the
maximally diverse exemplars), the central tendency (the modal example) and the distribution
(the pattern of variation) within each dimension and subcategory. I assessed cases first on a
univariate basis (Aim 1), and then on a multivariate basis by grouping them according to more
and less successful cases, different domains of care, and different degrees of organizational
integration (Aim 2; Table 3-1.). When clear patterns or distinctions across categories seemed
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apparent, Fisher’s Exact test was employed in an exploratory way to gauge the relative strength
of the difference.

Table 3-1. Analytic Comparison Groups
Comparison
1
2
3

Group 1
More Successful
Acute
More Integrated

Group 2
Less Successful
Chronic
Less Integrated

Group 3
-Preventive
--

It is important to note, however, that instead of relying strictly on predetermined analyses
with an end toward testing statistical associations, this study’s exploratory aims required me to
continually look for unanticipated patterns and attempt to draw previously unexpected
inferences. Therefore, although the general analytic process was consistent, the specific analyses
conducted in each domain differed slightly, and several new analyses were developed in
response to patterns that emerged from the data. I will now describe in greater detail the specific
approaches taken for each analytic dimension.
Case Stratification: Degree of Success, Domain of Care, Organizational Integration
The distinction of a project as “more” or “less” successful was employed for bivariate
analyses in every dimension of the framework. Specific analyses included univariate and
bivariate counts of the number of cases in each category, as well as cross-tabulations of case
counts between categories. I also explored patterns in the pairwise relationships between EQIs’
more and less successful projects. Likewise, the distinction between acute, chronic and
preventive domains of care was employed for comparative analyses in all dimensions. The
distinction between more and less integrated organizations was employed in a bivariate manner
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for comparisons across analytic dimensions, as was the exploratory distinction between more and
less integrated QIIs.
Goals
Because multiple types of goals—outcome, process, structure or research team—could
have applied to each case, I aggregated goal counts for each type at the case level and converted
these counts to dichotomous any-or-none variables. Variables included the number of goals of
each type that were set, that were assessed and that were achieved by the QII. Goal types were
analyzed by univariate and bivariate (across degree of success) counts of cases featuring the goal
type.
Project Origination
Counts of QIIs originating through automatic, periodic, and idiosyncratic processes were
compared across degrees of success, domains of care, and degrees of organizational integration.
Similar analyses were performed using alternate classifications: project source (internal/external)
and order of project team formation (before/after intervention initiation).
Organizational Characteristics
Key organizational characteristics (degree of buy-in of organizational leadership, QII
leader employment, QII leader/target organization relationship, data support for QI, QI
coaching/consulting availability, prior organizational experience with QI) were likewise explored
through univariate and multivariate case counts.
Intervention Design
All coded intervention design features were pile-sorted to identify common types (e.g.
“pocket cards”). Since each component had already been coded as pulling one or more levers for
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change (e.g. “capacity building”), I then mapped each distinct intervention component to its
corresponding lever(s) for change. I constructed a grid, with rows comprised of individual cases,
and columns comprised of the different levers for change, which allowed me to look for
distinctive patterns in the employment of different levers for change. When a case featured at
least one design component that employed a lever for change to address a given challenge, that
cell was colored in. This grid thus allowed me to look for distinctive visual patterns in QIIs’
design strategies and the relationship of those strategies to the degree of success.
The grid was sorted, first according to the degree of success of the case, and then
according to the number of design components employed. Because each design component had
already been additionally coded as addressing one or more implementation challenges (e.g.
“Educational”), each major column of this grid contained six sub-columns representing the six
types of implementation challenges. As a result, the analytic grid for intervention design was
comprised of 38 rows (19 “more” successful cases, 19 “less” successful cases) and 36 columns
(6 levers for change, each with 6 sub-columns representing the 6 implementation challenges).
The resulting grid (see shell example in Figure 3-4) provided a unique visual display of
the patterns of intervention design observed in this sample of cases, and allowed stratification by
degree of success. The rows within each stratum were then sorted according to the total number
of filled cells, which resulted in an ordering of cases from least to most comprehensive in terms
of intervention design. I also sorted the rows by domains of care and degrees of organizational
integration to enable looking for additional patterns. As a rough measure of the
comprehensiveness with which interventions employed multiple levers to address multiple
challenges, the count of filled cells was computed as a percentage of all possible cells.

60

Figure 3-4. Levers of Change in Intervention Design, Ordered by Degree of Success (Blank)

Barriers and Facilitators to Implementation
As with intervention design features, implementation barriers and facilitators were pilesorted to identify common types (e.g. “easy access to funding” or “leadership unsupportive”).
These types were then grouped into three categories, as characteristics of the intervention, or the
environment or of the QII team. Since each barrier or facilitator had already been coded as
representing or addressing a specific implementation challenge (e.g. “Political” or “Structural”),
I then mapped each distinct barrier and facilitator to its corresponding implementation challenge.
As with intervention design, I constructed a grid, with rows comprised of individual cases, and
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columns comprised of the six different implementation challenges. Barriers and facilitators were
grouped into separate columns for each type of challenge (e.g. “Structural Barriers” and
“Structural Facilitators” were distinct columns in the grid), resulting in 12 major columns.
Additionally, because each barrier or facilitator had already been coded as representing one or
more levers for change (e.g. the barrier of the Chief of Medicine serving as a roadblock would be
coded as “Building Capacity” because it represented a barrier to obtaining the resources needed
to build the capacity of the organization to implement the intervention), each of the 12 major
columns of this grid contained six sub-columns representing the six different levers for change.
As a result, the analytic grid for implementation barriers and facilitators was comprised of 38
rows as before and 72 columns (6 types of implementation barriers and 6 types of
implementation facilitators, each with 6 sub-columns representing the 6 levers for change).
When a case featured at least one barrier or facilitator that represented an implementation
challenge and a lever for change, that cell was colored in. Taken as a whole, this grid allowed me
to look for distinctive visual patterns in the factors that propelled or hampered QIIs’ paths to
success. As with intervention design, the grid was sorted, first according to the degree of success
of the case, and then according to the count of facilitators minus the count of barriers for each
case. The overall result was a grid divided into more and less successful cases, and within each
half, I could observe a spectrum illustrating the balance between facilitators and barriers.
The resulting grid (see shell example in Figure 3-5) provided a unique display of the
patterns of intervention design observed in this sample of cases, and allowed stratification by
degree of success. I also sorted the rows by domains of care and degrees of organizational
integration to enable looking for additional patterns. As a rough measure of the degree to which
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interventions encountered barriers or utilized facilitators, the counts of filled cells were
computed as a percentage of all possible cells.

Figure 3-5. Facilitators and Barriers to Implementation, Ordered by Degree of Success
(Blank)
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4. Case Overview
Chapters 2 and 3 outlined the scope of the study, defined key terms, set up a conceptual
framework for comparing quality improvement intervention cases, and described the methods
employed to carry out those comparisons. Chapter 4 will now give an overview of the 38 QIIs—
19 “more” successful and 19 “less” successful—that comprise the set of analyzed cases. In
Chapters 5 and 6, I will describe in detail the comparisons made between cases according to the
conceptual framework: project origination, organizational characteristics, intervention design and
implementation challenges.
In Chapter 4, I will first describe the results of the QII identification and sampling
process, and then describe the variation across these final 38 cases in terms of success, domains
of care, and degrees of organizational integration. Having left the assessment of QIIs as “more”
or “less” successful to the experienced quality improvement investigators (EQIs) that
participated in the projects, I will attempt to describe the types of criteria and goals that were
explicitly or implicitly used to judge success. Finally, I will describe several specific examples
that highlight the unique relationship over time between failure and success in quality
improvement.

Sampling Results
Article/Case Flow
Electronic searches yielded 9427 potential QII articles. Reviewers screened 1600 titles
manually and recommended 201 for full-text screening. The EvidenceLens program screened the
remaining 7804 titles and abstracts, and the top-rated 49 articles were recommended for full-text
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screening. The expert panel recommended 24 articles. In all, 274 articles were subjected to fulltext QII screening by two reviewers, and 151 articles were included as QIIs.
Identification of Experienced Quality Improvement Investigators (EQIs)
Using these 151 articles, the author ranking process identified 279 first or senior authors,
whom I screened and contacted (in descending order, according to the number of QII
publications) until 20 EQIs had been successfully recruited. In total, I reviewed 128 authors by
screening their twenty most recent publications. Of these, 42 qualified as EQIs, 9 were ineligible
because they were located outside the United States, Canada, Western Europe or Australia, and
77 did not qualify as EQIs due to an insufficient QII publication record (less than two QII-related
publications). I contacted and attempted to recruit qualifying EQIs until I had reached the target
goal of 20. In total, I contacted 32 potential EQIs; 18 agreed to participate, and 2 provided
referrals to close colleagues who had worked on the same projects and thus qualified as EQIs in
their own right. Thus, the overall EQI participation rate (number of EQIs contacted / number of
EQIs interviewed) was 59% (20/34). EQIs were predominantly male (70%) and Caucasian
(95%).
Identification of Quality Improvement Intervention (QII) Cases
EQIs identified a total of 38 qualifying QIIs; 19 were considered “less” successful and 19
“more” successful. One EQI identified one “more” successful case and described an indistinct
number of less successful cases; because of the lack of specifics, these were not combined into a
composite “less” successful case. Another EQI identified one “less” successful case but did not
identify any “more” successful cases. Therefore, 18 EQIs identified two cases each, and 2 EQIs
identified one case each.
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Data Collection: Interviews and Publications
I conducted a total of 43 interviews, 20 with EQIs and 23 with secondary QII individuals
(SQIs) referred by EQIs. I successfully interviewed 23 of 29 referred SQIs, yielding a SQI
participation rate of 79%. SQIs were predominantly female (65%); I did not collect race/ethnicity
information for SQIs. Overall, interview subjects (both EQIs and SQIs) were slightly more likely
to be male (51%). Two interviews were conducted in-person due to convenience; the majority of
interviews were conducted via telephone. Mean (SD) interview length was 56 (14) minutes.
Median interview length was 58 minutes (range: 32-83 minutes; IQR: 44-64 minutes).
Of the 38 identified cases, a majority (21/38; 54%) featured at least one SQI interview in
addition to the EQI interview. For 17 cases, I interviewed the EQI and one SQI. For 3 cases, I
interviewed the EQI and 2 SQIs, and for one case, I interviewed the EQI and 3 SQIs. For 18
(46%) cases, I only interviewed an EQI. Of the “less” successful QIIs, I interviewed an EQI and
one SQI in 42% (8/19) of cases; in all other cases I only interviewed an EQI. Among “more”
successful QIIs, I interviewed an EQI and at least one SQI in 68% (13/19) of cases.
Thus, nearly half (17 of 38) of cases featured interviews with two individuals, and the
same amount (17 of 38) featured only one interview; three cases featured three interviews, and
one case featured four interviews. Most interviews involved discussion of two distinct QII cases;
18 EQI interviews and 3 SQI interviews covered two cases. Two EQI interviews and 20 SQI
interviews covered one case only.
I identified a total of 91 related publications and documents through a combination of
EQI/SQI referrals and electronic searches. The number of related publications or documents per
case ranged from 0 to 12 (median: 2). Most cases (26/38; 67%) yielded between 1 and 3 related
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documents; seven (18%) cases, all of them “less” successful, yielded no related publications or
documents.
Case Characteristics
Identified QIIs were geographically distributed (Figure 4-1) across the United States (28
cases), Canada (5), Australia (3) and the United Kingdom (2). For US-based QIIs, six
represented projects with participating sites in multiple states; the remaining cases occurred in
the following states: Alaska (1 case), California (3), Illinois (1), Maryland (2), Massachusetts (3),
Michigan (3), North Carolina (2), Ohio (3), Pennsylvania (2) and Washington (2).
Figure 4-2 displays the start date and duration of each QII. The most recent project began
in 2009, and the earliest in 1989. A majority (61%) of QIIs began during the last ten years. In
terms of duration, 66% (25/38) of QIIs lasted two years or less; 76% (29/38) lasted three years or
less (range: 1-10 years). Two projects lasted 10 years; in both of these “less” successful cases, a
specific improvement effort had been undertaken by a small number of people at a low level of
intensity for a prolonged period of time without being completely abandoned.

Degree of Success
EQIs identified a total of 38 qualifying QIIs (Table 4-1); 19 were considered “less”
successful and 19 “more” successful.

Domains of Care
QIIs focused on a variety of conditions, and were nearly evenly balanced between the
acute, chronic and preventive domains of care. The proportion of more successful and less
successful cases was nearly evenly balanced in each domain. Specific targeted clinical issues
represented a diverse range of care processes (Table 4-1).
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Figure 4-1: QII locations

Figure 4-2: QII Start Date and Duration
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Table 4-1. Domains of Care

Total
Domain of Care
Acute
Acute Cardiopulmonary Decompensation
Acute Myocardial Infarction
Adverse Safety Events
Hip Fracture
Multiple Acute Issues
Pain (Back, Acute, Adult)
Pain (General, Acute, Pediatric)
Chronic
Depression
Diabetes
Diabetes and Depression
Diabetic Retinopathy and Hypertension
Heart Failure
Hip Fracture with Cognitive Impairment (Rehabilitation)
Osteoporosis
Pediatric Inflammatory Bowel Disease
Stroke (Rehabilitation)
Preventive
Catheter-Related Bloodstream Infections (CRBSIs)
Colorectal Cancer
Falls
Influenza
Prenatal/Perinatal/Infant Care and Disease Prevention
Pressure Ulcers
Pressure Ulcers and Depression
Surgical Site Infections (SSIs)
Ventilator-associated pneumonia (VAP)
N/A
No Specific Condition Targeted
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Total
Cases
38

More
Successful
Cases
19

Less
Successful
Cases
19

12
2
1
0
1
1
1
0
11
0
2
0
0
0
1
1
1
1
12
1
1
1
0
0
1
0
1
1
3
1

6
1
0
2
0
2
0
1
6
1
0
1
1
1
0
0
0
1
6
0
1
1
1
1
0
1
1
0
1
2

6
3
1
2
1
3
1
1
5
1
2
1
1
1
1
1
1
2
6
1
2
2
1
1
1
1
2
1
2
3

Degree of Organizational and QII Integration
The types of health care delivery organizations targeted by improvement interventions in
this sample encompassed a broad range of settings; QIIs involving academic medical centers
were most common (Table 4-2).

Table 4-2. Types of Organizations involved in QIIs

Type of Organization(s) involved in QII
Academic Medical Center(s)
Single
Multiple
Academic and Community Hospitals
Primary Care Practices (Multiple)
Government-run Integrated Health System
Nursing Homes (Multiple)
Community Health Center (Single)
Community Public Health Departments (Multiple)
Total

Total
Cases
21
18
1
2
6
5
4
1
1

More
Successful
Cases
12
10
1
1
3
2
2
0
0

Less
Successful
Cases
9
8
0
1
3
3
2
1
1

38

19

19

However, the organizational types listed in Table 4-2 do not necessarily correspond to a
specific degree of organizational integration according to my classification (Tables 4-3 and 4-4).
Due to the dimensions of organizational integration I used—centralized decision-making,
administrative integration and clinical integration—my classification implicitly incorporated the
organizational scope of the QII. For example, QIIs that targeted one unit within an academic
medical center often enjoyed a high degree of centralized decision making, administrative
integration and integration of clinical services, while other QIIs that targeted the entirety of an
academic medical center, such as rapid response team interventions, faced environments with
more diffuse decision making, less administrative integration and less clinical integration of
targeted areas (Table 4-3).
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Less Successful Cases

General Medicine Unit, Academic Medical Center
Nursing Homes
Inpatient Rehabilitation Unit, Academic Rehabilitation Institute
Outpatient Diabetes Clinic, Academic Medical Center
Surgery Department, Academic Medical Center
Mixed integration across three dimensions
Collaborative of Similar Facilities (e.g. Nursing Homes) within Government-run
Integrated Health System

More Successful Cases

Examples of Organizational Units Targeted by QIIs
More Organizational Integration
"More" integration in all three dimensions
Collaborative of Similar Units (e.g. Rehabilitation) within Government-run
Integrated Health System

Total Cases

Table 4-3. Degrees of Organizational Integration, with Examples of Targeted Organizations

26
14

15
8

11
6

12

7

5

12
12

4
4

8
8

38

19

19

Collaborative of Primary Care Practices
Collaborative of Similar Departments (e.g. ICU, GI) from Multiple Academic
and/or Community Hospitals
Community Health Center
Partnership of Multiple Units within one Academic Medical Center
Pediatric Public Health Services in Multiple Communities
Less Organizational Integration
"Less" integration in all three dimensions
All Services, Academic Medical Center
Collaborative of Dissimilar Units from Multiple Academic Medical Centers
Collaborative of Dissimilar Units from Multiple Facilities within Government-run
Integrated Health System
Unaffiliated Primary Care Practices in a Geographic Region
Total

Overall, two-thirds of cases (26/38) were categorized as “more integrated” and one-third
(12/38) as “less integrated.” Roughly one-third (14/38) were rated “more” in all three
dimensions: centralized decision-making, administrative integration and clinical integration.
One-third were rated “less” in all three dimensions, and the remaining third had a combination of
ratings—these cases were categorized as “more integrated” overall. More than half of the QIIs
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occurring within “more integrated” targeted organizations were “more” successful, while only
one-third of the QIIs at “less integrated” organizations were “more” successful.
I also assessed the degree of operational integration of the QII itself using four
dimensions: whether the QII used a collaborative model, the scope of clinical focus, the number
of institutions involved and the number of units involved within each institution (Table 4-4). As
such, this classification scheme explicitly accounted for the scope of the intervention. Using this
classification produced similar results: again, roughly two-thirds of QIIs were “more integrated”
and one-third “less integrated”. More than half of these cases were “more” successful, while only
about one-third of “less” integrated QIIs were “more” successful.

Figure 4-4. Degrees of QII Operational Integration

Degree of QII Operational Integration
More Integrated Intervention
Non Collaborative, Focused Clinical, Single Institution, Single Unit
Non Collaborative, Focused Clinical, Single Institution, Multiple Units
Non Collaborative, Broad Clinical, Single Institution, Single Unit
Non Collaborative, Broad Clinical, Single Institution, Multiple Units
Collaborative, Focused Clinical, Single Institution, Single Unit
Collaborative, Focused Clinical, Single Institution, Multiple Units
Collaborative, Focused Clinical, Multiple Institutions, Single Unit
Collaborative, Broad Clinical, Single Institution, Single Unit
Collaborative, Broad Clinical, Single Institution, Multiple Units
Less Integrated Intervention
Non Collaborative, Focused Clinical, Multiple Institutions, Single Unit
Non Collaborative, Focused Clinical, Multiple Institutions, Multiple Units
Non Collaborative, Broad Clinical, Multiple Institutions, Single Unit
Non Collaborative, Broad Clinical, Multiple Institutions, Multiple Units
Collaborative, Focused Clinical, Multiple Institutions, Multiple Units
Collaborative, Broad Clinical, Multiple Institutions, Single Unit
Collaborative, Broad Clinical, Multiple Institutions, Multiple Units
Total
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Total
Cases
27
9
2
0
12
0
1
3
0
0
11
4
0
0
1
4
0
2
38

More
Successful
Cases
15
5
2
0
4
0
1
3
0
0
4
2
0
0
0
2
0
0
19

Less
Successful
Cases
12
4
0
0
8
0
0
0
0
0
7
2
0
0
1
2
0
2
19

The Practical Meaning of “Success”
The remainder of the chapter will explore the meaning of “success” as implicitly
employed by EQIs in this study. As described in Chapter 2, a standard definition of success—the
extent to which the results at the end of the intervention achieved the overall consensus goal(s)
for the improvement of clinical care, as established by the primary stakeholder(s) at the
beginning of the intervention—was provided to all EQIs. However, the interpretation of this
definition clearly varied. I will explore this heterogeneity first by briefly describing the types and
range of goals set by QIIs. Then, with the use of three detailed examples, I will highlight the
subjectivity and ambiguity that results when a concept such as “success” is operationalized
across heterogeneous endeavors.
Qualitatively speaking, when asked to make relative distinctions between projects from
across their careers, EQIs did very little agonizing over which would be considered “more” or
“less” successful. The explanations for why a project was successful or unsuccessful were
likewise fairly straightforward in most cases, and their criteria were either explicitly—
Then we analyzed the data, there wasn’t an effect… and that was
pretty much it. (EQI, Cases 11A/B)
—or implicitly stated:
For coronary disease [Case 6A], 1 year mortality… statewide fell
5%. For heart failure [Case 6B], we found we could reduce 30-day
readmission and death, but by six months, they caught up. (EQI,
Cases 6A/B)
Across EQIs, the criteria employed for success varied according to the goals and expectations of
each project. Additionally, as alluded to in the quote above from Cases 6A and 6B, EQIs’ more
and less successful projects were often directly related to each other either by clinical focus,
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organizational setting or intervention design. Later in this chapter, the example of Cases
15A/15B in particular highlights the phenomenon of revamping an intervention design that often
occurs after “less” successful projects and leads directly to a subsequent “more” successful
project.
Goals
Outcome-related goals included event rates, health indicators and patient-reported
outcomes, and process-related goals included treatment rates, testing or screening rates, and
indirect care processes such as the use rate for a clinical handoff communication template.
Structure-related goals included cost, efficiency, capacity-building, spread or diffusion of
changes, access to care, better staff communication, attitudinal measures, cultural change and
awareness. Several research or team-related goals were also set. Specific examples of measures
and goals within each broad type are listed in Appendix A.
Overall, the more different types of goals (outcome, process, structure, research) that QIIs
set, the more likely they were to have been “more” successful. Roughly half (18/38) of cases set
both outcome and process goals. Of these cases, three-quarters (13/18) were “more” successful.
Of the 20 cases that did not set both outcome and process goals, less than one-third (6/20) were
“more” successful. If simply considering explicit outcome goals, nearly two-thirds of projects
that set outcome goals (15/23) were “more” successful.
With regard to the finding that nearly two-thirds of projects that set outcome goals
achieved “more” success, there are at least three potential explanations. One is selection bias,
where, due to my case-identification strategy, the “more” successful cases were likely to have
been previously published. A second potential phenomenon is that “more” successful QIIs added
more goals as positive momentum around projects built up over the course of time—a luxury
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that “less” successful projects may not have had. A third potential explanation is that bold
outcome goals can in and of themselves create motivational energy for the people working to
implement the project, and begin from the start to build positive momentum. A majority of
projects that set outcome and process goals tended to be “more” successful, while those that set
process goals and not explicit outcome goals tended to be “less” successful.
Projects with clearer goals were more consistently able to assess those goals; projects
with vague goals, or goals that were too broad or grandiose had a more difficult time assessing
them. When ambitious outcome goals were set, such as statewide or hospital-wide mortality
reductions (“big hairy goals” in the words of the Case 18B EQI), projects tended to set
numerous, less grandiose process goals as well. This finding resonates with the common sense
advice that when trying to reach a lofty overall objective, it’s wise to set realistic, achievable
interim goals.
The Ambiguity of “Success”
The three examples described below shine a spotlight on the subjective (Case 6B),
multidimensional (Case 12B) and time-dependent (Cases 15A and 15B) nature of what is
considered “success” in quality improvement. Regardless of how success is defined, however,
one message is very clear: in quality improvement, learning from failures and setbacks is critical,
as lessons learned failures very frequently inform future successes. The vast majority of EQIs
endured failure before going on to achieve their greatest QII success. Sometimes, the failed
project led directly to the successful project (as described in Case 15A/15B below).
Case 6B: One Man’s Trash is Another Man’s Treasure
By a serendipitous overlap in my subject recruitment process, I identified and
interviewed two different EQIs, whom I will call Kevin and Dr. Green. Although they worked at
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the same academic medical center, I did not assume that they had a working relationship until
they both independently decided to speak about the same project, an inpatient heart-failure
intervention. Kevin, whom I interviewed first, served as a project coordinator on the project,
while Dr. Green was the chair of the cardiology department and served as the primary
investigator. Seeing this overlap, I reclassified Kevin as an SQI for Case 6B, the heart failure
intervention.
That minor recruitment hiccup notwithstanding, the story gets interesting because Dr.
Green considered the heart failure project a “less” successful project, while Kevin considered it a
“more” successful project. Kevin’s criteria for success were sensible; as the project reduced 30day mortality for inpatients hospitalized with heart failure, and their site outperformed nearly all
other centers in the statewide collaborative of which it was a part. However, Dr. Green
determined this QII to be less successful because—despite the effect on 30-day mortality—it had
failed to reduce 6-month mortality for patients admitted with heart failure.
Success is relative, and in this sample of cases, dependent on subjects’ range of
experiences. To Dr. Green, Case 6B was “less” successful than Case 6A, which was a similar
intervention that sought to reduce mortality for acute myocardial infarction at the same center,
and produced a multitude of impressive outcome results at both an organizational and statewide
level. Kevin did not work on Case 6A, and so relative to his body of work in QI, the heart failure
intervention was indeed likely the most successful in his career. This case illustrates the curious
discrepancies that can arise when allowing self-categorization of a quality improvement project’s
degree of success, showing indeed that one man’s trash is another man’s treasure.
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Case 12B: Beauty is in the Eye of the Beholder
Case 12B also illustrates the subjective nature of “success.” The EQI, whom I will call
Dr. Pascal, indicated to me that a randomized controlled trial of an outpatient acute back pain
protocol had been a success, and proceeded to describe that project to me. Dr. Pascal had worked
remotely on this project from another country, serving as an intervention design and evaluation
consultant. Although the results had not yet been published at the time of my interview with him,
the project had finished and the final analyses were being completed. I was not able to schedule
interviews with the SQIs—the project manager and clinical lead—until two months later. At that
time, however, the SQIs provided me unpublished results from a conference presentation that
actually indicated the trial had had no significant effect on the primary process measure—the rate
of ordering unnecessary radiologic tests for low back pain. The primary clinical outcome of
interest—patient self-reported pain—was actually not assessed due to data collection difficulties.
However, the trial did have one significant effect—provider intention to adhere to guidelines for
ordering radiologic tests for lower back pain, as measured by self-reported “vignettes” of care.
So, given that this project largely failed to achieve most of the outcomes it measured,
why was it classified as a success? The answer highlights the “Research Team” category of goals
described earlier. Dr. Pascal’s rationale for why this project was a success was not due to its
direct effects on care processes or health, but because the intervention had been designed very
deliberately, informed by theory, and involved explicit barrier-identification and solutionmapping processes as part of a year-long development phase. Such extensive planning processes
that link to evaluation and aim to trace the causal effects of different parts of an intervention are
relatively rare in the quality improvement field. Thus, the accomplishment of executing and
completing such a novel project inherently made it a success. Despite the lack of effect on
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targeted clinical measures and the implementation difficulties encountered, this was still
considered successful. Thus, we can see that success is not only relative to individuals’ previous
experiences, but also to the dimensions of criteria they implicitly employ to measure success—in
other words, beauty is in the eye of the beholder.
Cases 15A and 15B: A Chase after Wind
The final example I will describe was in practice one long project at two nursing homes
(which I will call Red Rocks and Apple Valley) that encountered two distinct failures at both
sites, but did happen to have an astounding success at one of the sites (Red Rocks) sandwiched
in-between the pair of failures. For analytic purposes, I have classified the initial failure at Red
Rocks as Case 15A, and the subsequent success at Red Rocks as Case 15B, but I will describe
both sites here. This is likely the most interesting case in terms of success and failure, as it
illustrates the nonlinearity of QI processes that make evaluation so difficult and complex.
This project began with a research initiative by the EQI, a geriatric psychiatrist whom I
will call Dr. Lydgate, and the SQI, a business school professor whom I will call Dr. Marner.
Their original intent was to improve the quality of life for nursing home residents by “changing
the environment of care.” Hypothesizing that “improving care is a business decision, rather than
a medical decision”, they sought to improve care by implementing a Total Quality Managementtype business model at two area nursing homes, Red Rocks and Apple Valley. Both facilities had
previously been involved in research efforts, and Dr. Lydgate served as a clinical advisor at both.
At both sites, following TQM principles—and with the tacit support of the nursing home
administrations—the QI team “went to the staff” to elicit ideas for improvement. Staff at both
Red Rocks and Apple Valley spoke very strongly of a need for improved communication
between staff members and between staff and administration. Seeing the need, the team designed
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an intervention to improve communication and set about implementing it. However, the project
then got derailed at both sites just as the roll-out began. At Red Rocks, the designed intervention
was “sabotaged” by the administration when they remembered that they had purchased—but
never used—an off-the-shelf staff communication form three years prior. They then mandated
the use of the pre-existing form, which was very lengthy, impractical, and not tailored to the
needs of staff at this site. Dr. Lydgate said the sabotage was “not out of meanness or hostility, it
was cultural... the administration does not believe that clinical nursing assistants can think,
interpret, or use judgment… they’re treated as cattle.” At Apple Valley, the designed
communication intervention was shut down by administrators after a sentinel event, in which a
restrained patient in a wheelchair tipped himself over and fractured his skull. This event
“reinforced management's opinion that frontline workers couldn't be trusted with anything
without direct supervision; nursing homes are a caste system.”
Having thus uncovered deep cultural barriers to implementing staff-oriented
interventions, Drs. Lydgate and Marner then regrouped—halfway through their funded project
time—and tried to redesign the interventions in order to gain the buy-in of site administrators. At
Apple Valley, they designed, with the input of administrators, a plan to improve the amount of
time that residents spent in socialization activities, such as walking and talking with other
residents, with the aim of reducing isolation, loneliness and depression. Unfortunately, this entire
new intervention was lost to competing priorities, as the site administrators planned to implement
it, but quickly moved on to a different research project, and never put any of the planned changes
into effect.
At Red Rocks, the redesigned intervention was a little more complex, but fortunately
quite successful. Hearing the administrators’ concerns regarding pressure ulcers in residents—a
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regulatory measure for which Red Rocks was constantly on probation due to its dismal
performance record—Dr. Lydgate and Dr. Marner designed an intervention involving mandatory
education for staff, frequent skin checks with penlights, regular mobilization activities, and an
outcome-based financial incentive for staff that would come out of the savings realized from
having to care for fewer pressure ulcers. This intervention was implemented faithfully—
including the administration firing two workers who never attended the education—and ended up
working fantastically. In the end, it achieved hundreds of thousands of dollars in savings by
dramatically reducing the incidence of pressure ulcers.
Unfortunately, the story does not end there. Somewhat sadly, when Dr. Lydgate returned
to meet with the Red Rocks administration some months later, many of the leaders had left, and
with them had gone all institutional memory of the project. Said Dr. Lydgate, “Only one of eight
people in the room had been present during the intervention, and that person only vaguely
recalled there being any intervention at all.” Dr. Lydgate offered to run the educational program
again for free, but “never heard back” from the administration. Dr. Marner provided a colorful
assessment of what it was like to attempt incorporating lasting change in such an environment:
I spent lots of time and energy trying to create an aura of stability
... so that people would be able to trust in the process… [There
was] zero stability over two years of the projects. (SQI, Cases
15A/B)
Episodes such as these illustrate not only the myriad barriers and immense difficulties
that QI teams will encounter in implementing projects, but also the value in having multiple
dimensions of success. The redesigned intervention at Red Rocks achieved quite a stellar
“success,” but the changes implemented only lasted as long as the project. Instances such as
these raise the question as to whether a less successful project that might have begun to build a
more sustainable foundation for long-term improvement and cultural change would actually have
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been more beneficial to residents. In a realistic appraisal, Dr. Marner posited that achieving
sustainability would most likely involve doing what is most beneficial for the administrators:
[There was] no way for management to share in the glory …
maybe we could have faded into the background… there was a
good reward for the frontline workers, and they were enthusiastic,
but no similar reward for management… [To ensure
sustainability], we would try to convince the top management that
this project is good for their careers! (SQI, Cases 15A/B)
The quest to improve quality is not as hopeless as the title of this subsection, “A Chase
After Wind”, would lead you to believe, but there are nevertheless many difficulties and
challenges in achieving successful improvements in care, and this project in particular highlights
many of the frustrations and trials QI teams can expect to endure.
Success may be subjective, but above all else, learn from failure
As should be clear from these examples, the interpretation of any project’s achievements
are dependent on the interpreter’s perspective and subject to various forms of misinterpretation
due to the heterogeneity in projects’ stated goals. As the final case suggests, such subjectivity is
not necessarily a bad thing, as short-term, objective measures may in some cases be of less longterm value than more subjective, foundational, culture-building work.
One message that is not ambiguous, however, is the importance of learning from and
building on failures and setbacks. The three examples here strongly highlight this theme, as did
nearly every interview I conducted. Therefore, in quality improvement—particularly when
attempting to spread or generalize a successful intervention to a different setting—putting a
focus on learning from past failures is of the utmost importance, perhaps even more so than
trying to faithfully replicate the intervention that brought about the earlier success.
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5. Design (What Was Planned)
This chapter focuses on systematically exploring patterns in how diverse quality
improvement interventions (QIIs) plan to effect change. My approach uses a conceptual
framework that interprets specific intervention design elements (e.g. lectures, checklists) as
levers for change (e.g. building capacity). I find that nearly all QIIs attempt to set expectations
and build capacity, but that more successful QIIs additionally monitor and evaluate performance.
Also, more successful cases tend to design intervention features so as to address more
implementation barriers (e.g. structural, cultural).
This chapter is organized into three main sections: Project Origination, Organizational
Characteristics and Intervention Design. “Project Origination” analyzes patterns in how QIIs
come into existence, and using two different classification schemes, finds no strong influence on
QIIs’ subsequent degree of success. “Organizational Characteristics” explores different
influences of the organization and environment, including the degree of buy-in by local
leadership, on the success of QIIs. Finally, “Intervention Design” is itself divided into four
subsections. In order, these subsections: describe the range of specific design features (e.g.
standardization tools such as checklists) employed across cases; describe the mapping of those
design features as levers for change (e.g. building capacity); tell the story of a QII that
exemplifies fully integrated intervention design; and highlight aggregate trends that emerge
when the design features from all cases are plotted together.

82

Project Origination
Automatic/Periodic/Idiosyncratic
Overall, three-quarters (28 of 38) of QIIs arose from idiosyncratic processes (Table 5-1).
Idiosyncratic, externally-sourced QIIs were the most common (15 of 38), followed by
idiosyncratic, internally-sourced QIIs (13 of 38) and periodic processes (10 of 38). No QIIs
originated through an automated process. For bivariate analyses comparing patterns of success
between these types, however, I realized quickly that the sampling design had inadvertently
canceled out potential differences between the groups. EQIs tended to use the same processes to
originate both their more and less successful QIIs, so each origination type tended to be equally
balanced in terms of the degree of success. Thus, on the whole, I observed no discernible
patterns with regard to project origination and the subsequent degree of success attained. If
looking simply at project sources as external or internal to the targeted organization, QIIs were
evenly divided between external (53%) and internal (47%) sources, with the proportion of
“more” to “less” successful cases exactly even among each type.
Order of Origination Steps
A majority (61%) of interventions built the project team after the initiation of the project
(“Team Created For Intervention”). However, less than half (43%) of these projects were “more”
successful, while more than half of projects (60%) whose project teams existed before the
intervention (“Team Existed Prior to Intervention”) achieved “more” success. Again, the
sampling artifact due to EQIs’ project origination processes being similar across projects seemed
to attenuate any potential trends. However, looking only at EQIs whose approaches differed
between their more and less successful projects (i.e. their projects won’t cancel each other out)
may help to highlight any differences. Unfortunately, this strategy reduces the sample size to 5
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EQIs and 10 cases, but only one of five “Team After” projects was successful, while four of five
“Team Before” projects achieved “more” success.

Table 5-1. Projection Origination Types
Total
Cases
(N=38)

More
Successful
Cases
(N=19)

Less
Successful
Cases
(N=19)

Project Origination Type
Idiosyncratic
Internal
External
Periodic
Automatic

28
13
15
10
0

14
7
7
5
0

14
6
8
5
0

Source of Intervention Design
Developed Inside Target Organization
Applied From Outside of Target Organization

18
20

9
10

9
10

Order of Team Formation
Team Created For Intervention
Team Existed Prior to Intervention

23
15

10
9

13
6

Total

38

19

19

Organizational Characteristics
This section explores several dimensions of organizational characteristics thought to be
influential to the success of QIIs, including leadership with regard to quality improvement and
organizational support for improvement interventions, such as data collection and analysis
capabilities and process improvement expertise.
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Leadership for QI
I attempted to characterize leadership for quality improvement in several ways, including
the professional relationship of the QII leader to the target organization and the degree of buy-in
of organizational leaders to the QII. In exactly half (50%) of cases, the QII leader was an
employee of the target organization; 53% of these cases were “more” successful, compared to
47% for cases where the QII leader was not an employee (Table 5-2). Characterizing the
relationship of the QII leader to the organizational leadership provided a refinement by
identifying several cases in which QII team leaders were employees of the target organization
but did not enjoy “close” relationships to operational leadership. These cases were typically QII
leaders who were employed in non-clinical roles (e.g. research, quality management) by a large
organization, and thus did not have regular working relationships with the clinical units targeted
by the intervention. In no cases were QII leaders from outside the targeted organization judged to
have a “close” relationship to leadership. Overall, QII leaders had a “close” relationship to the
leadership of the target organization in 37% of cases, and were “more” successful 64% of the
time, compared to only 42% for cases with a “distant” relationship (p=0.16, one-tailed Fisher’s
Exact).
Furthering the exploring the effect of the degree of the organization’s engagement with
the intervention, nearly two-thirds of cases (66%) demonstrated a “high” degree of buy-in to the
QII by the leadership of the target organization, and these cases were “more” successful 64% of
the time, compared to only 23% for cases with “low” buy-in (p=0.02). Cases exhibiting “high”
buy-in were characterized by local leaders outside of the project team being engaged with the
project on an ongoing basis, providing both oversight (i.e. an implicit incentive to perform) and
support (e.g. resources or influence beyond the QII team’s capacity). In several cases, the QII
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leader and the local leadership were one and the same, for example, the Chief Medical Officer of
an academic medical center leading a hospital-wide project, or the General Surgery Department
Chair leading a project limited to his own department.

Table 5-2. Organizational Characteristics
Total
Cases
(N=38)

Organizational Characteristic

More
Successful
Cases
(N=19)

Less
Successful
Cases
(N=19)

Project Leader Employed by Target Organization
Yes
No

19
19

10
9

9
10

Relationship between Project Leader and Local Leadership
Close
Distant

14
24

9
10

5
14

Degree of Buy-in of Local Leadership
High
Low

25
13

16
3

9
10

Organizational Support for Quality Improvement
Any (Data or Coaching) QI Support
Data Support
Coaching/Consulting
No QI Support

18
18
9
20

12
12
7
7

6
6
2
13

Organizational Experience with Quality Improvement
More
Less

13
25

8
11

5
14

Support for and Experience with QI
Organizations featured some form of existing data infrastructure support for QI in 18 of
38 cases (47%); 12 out of 18 (67%) of these cases were “more” successful, compared to only 7
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of 20 (35%) for cases without QI data support (p=0.05) (Table 5-2). About one-quarter (9/38,
24%) of QIIs had recourse to some form of quality improvement consulting or coaching during
the project; 7/9 (78%) of them were “more” successful, compared to 12/29 (41%) of those
lacking coaching or consultation (p=0.06). When cases were dichotomized into those in
organizations featuring “more” or “less” prior experience with QI, 13/38 (34%) were deemed to
have “more” experience, and 25/38 (66%) “less”. Eight of 13 (62%) of “more experienced” cases
were “more” successful, compared to 11/25 (44%) of “less experienced” cases (p=0.25).
These support and consulting functions were most crucial in the ongoing role they played
throughout the project, by helping intervention teams to work through setbacks and barriers, and
to see the implementation issues they faced in a different or more constructive way. A registered
nurse and ICU senior clinical director explained the helpful role that internal quality
improvement consultants and data analysts had played in Case 16B, an intervention to reduce
ventilator-associated pneumonia:
On an ongoing basis, I found it helpful when you have a good QIC
(quality improvement coordinator)... and they know enough about
your patient population, they've worked with you long enough to
be able to hear things that are being said and to ask questions
about them. They can sometimes pose what can be a really simple
question, a "Well, have you thought about this?" kind of question,
that they may not know the answer to, but they know to ask the
question. And then we know the answer, and we can ask, "Does
that make sense?" (SQI, Case 16B)
Speaking of a decision to change posters that displayed the QII’s performance data from an
“infections per 1000 ventilator days” rate to a simpler metric of “days since last infection”, the
same subject said:
So having somebody at the table that even knows how to think
about data in that way... that's what I found with some of the data
folks, you know, you can say "displaying the data this way, the
data just doesn't mean anything to me this way. Is there another
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way we can talk about this data?" They usually have a greater
breadth of experience to be able to think, "Okay, this type of data,
with what it represents, how can you display it?" (SQI, Case 16B)
In other cases, simply having a group featuring all key stakeholders meeting on a regular
basis to work through issues was a sufficient vehicle for fostering solutions. For example, Case
8B, an intervention to establish a care protocol for acute hip fractures, benefited greatly from
having the top clinical leaders from the internal medicine, orthopedic surgery, and geriatrics
departments meet on a regular basis throughout the project. The first step toward attaining this
productive partnership, however, was first obtaining the mutual buy-in of all groups to the
intervention—the regular meetings thus facilitated this partnership in a practical and beneficial
way for the duration of the project.
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Intervention Design
This section is divided into three main parts. The first, “Range of Intervention Design
Features”, establishes the range of specific intervention design features employed by QIIs and
unpacks the “meetings for review” feature, which was twice as common among “more”
successful projects as compared to “less” successful ones. The second section, “Understanding
Intervention Design in Terms of Levers for Change”, goes one-by-one through each lever for
change—setting expectations, setting incentives, monitoring performance, evaluating
performance, enforcing incentives and building capacity—to describe and illustrate specific
ways in which cases pulled these levers to induce the intended changes. The third part of this
section, “Designing a ‘Complete Package’: The Example of Case 5B”, describes a specific case
in detail to illustrate the concept that designing interventions as a coherent bundle of
complementary features is strongly correlated with success. A final summary section briefly
revisits and highlights the trends that emerge when these design features are analyzed in
aggregate.
This section centers around several key tables and figures that elucidate patterns in how
QIIs designed interventions to induce intended changes in targeted organizations. Table 5-3 lists
the specific as-planned intervention design features employed by this sample of QIIs. Table 5-5
maps these specific design features to the levers for change that they pull. Finally, Figures 5-1
through 5-4 display the design features of all cases, coded according to levers for change and
implementation challenges and stratified by degree of success, domain of care and degree of
organizational integration. These figures give a unique visual representation of the patterns of
intervention design evident across this sample.
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Range of Intervention Design Features
In this section, I will describe the specific things—the intervention design features—that
QII cases did in order to induce organizations and providers to effect the intended changes of the
intervention. Recall that by “intervention design feature,” I am specifically referring to things
that were done temporarily to get people or organizations to carry out the desired changes to care
delivery, rather than the desired changes themselves. Specific design features were coded from
interview notes and publications; the aggregate types described in this section were generated by
carrying out pile-sorts on the coded data.
The most common QII design elements (Table 5-3) were educational programs (observed
in half of QIIs), followed by standardized tools (e.g. order sets, checklists, equipment bundles),
meetings for review of project performance, outreach to patients, personnel changes and
awareness tools (e.g. posters). Each of these design features were employed by between one-fifth
and one-third of cases. Less common design types, all of which were observed in less than onefifth of cases, included delivery of performance data to providers, financial incentives,
developing a shared vision, defining and communicating the project scope very clearly, and
developing the intervention in a deliberate, theory-based manner.
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Table 5-3. Intervention Design Features
Total
Cases
(#, %)
N=38

"As Planned"
Intervention Design Feature

Educational program
Process standardization tools (e.g. order set, checklist)
Meetings for review, reflection and reassessment
Outreach to patients [activation, education]
Personnel changes
Awareness tool
Delivery of performance data to providers
Financial incentives
Defining the scope of the project very clearly
Developing a shared vision
Developing a theory-based intervention

19
14
12
12
9
8
7
4
2
1
1

50%
37%
32%
32%
24%
21%
18%
11%
5%
3%
3%

More
Successful
Cases
(#, %)
N=19
11
10
8
6
6
5
5
4
2
1
1

58%
53%
42%
32%
32%
26%
26%
21%
11%
5%
5%

Less
Successful
Cases
(#, %)
N=19
8
4
4
6
3
3
2
0
0
0
0

42%
21%
21%
32%
16%
16%
11%
0%
0%
0%
0%

Exploring the “Meetings for Review” Design Feature
The “meetings for review, reflection and reassessment” design element was twice as
prevalent among “more” successful projects as compared “less” successful ones (Table 5-3). In
the remainder of this section, I will attempt to unpack this feature to explore what about these
meetings might be so helpful as to correlate with greater degrees of success in quality
improvement. Was there something that set them apart from more run-of-the-mill project
meetings? How were they different, and how did that make a difference in the overall project
performance?
Table 5-4 shows specific phrases from interview notes and summaries that were coded as
“Meetings for review, reflection and reassessment”, and displays how they were additionally
coded as one or more of the six levers for change. As can be seen in Table 5-4, I treated more
than half of these meetings as pulling four separate levers for change: setting expectations,
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monitoring performance, evaluating performance, and building capacity. Not all meetings pull
each of these levers, but this data gives a clue as to what sets these meetings apart (in the minds
of interview subjects) as being important to producing successful QII results.

Evaluating Performance

Applying Incentives

Building Capacity

01A
01B
02B
10A
16B
17B
17B
19B
19B
19B
05B

Monitoring Performance

19A

Setting Incentives

Case
19B
10B
16B
17A
20B
19A

Setting Expectations

Table 5-4: Detailed breakdown of coded data points for “Meetings for Review”

Education,
Collaborative
Root cause analysis (real-time)
Results used to guide ongoing discussion of care plans
QI Coaching
Collaborative: Expert consultation on safety practices and QI
techniques, feedback on changes, fashioning of dissemination
plans
Follow-up phone calls by research team to check on
implementation of plans

1
1
1
1
1
1

0
0
0
0
0
0

0
0
0
0
0
1

0
0
0
0
0
0

0
0
0
0
0
0

1
1
1
1
1
1

1

0

1

0

0

1

Collaborative
Collaborative
Operating Room Briefing/Debriefing
Staff debriefing
Regular leadership meetings to review implementation
Expert feedback on team action plans
Ongoing expert consultation during implementation process
Ongoing QI implementation coaching,
Ongoing falls prevention expert consultation,
Expert-moderated Listserv
Collaborative

1
1
1
1
1
1
1
1
1
1
1

0
0
0
0
0
0
0
0
0
0
1

1
1
1
1
1
1
1
1
1
1
1

1
1
1
1
1
1
1
1
1
1
1

0
0
0
0
0
0
0
0
0
0
0

1
1
1
1
1
1
1
1
1
1
1

Note from Interview
Coded as "Meeting for Review"

For example, for Case 17B, a multi-site collaborative of rehabilitation units within a
government-run integrated health system, “Expert feedback on team action plans” describes a
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unique approach to expectation-setting and capacity-building that the QII team took in regard to
participating sites. At the first collaborative meeting, they required teams to identify specific
problems with team functioning at their site and to formulate a plan for implementing changes to
address those problems. That step pulled the “setting expectations” lever. The additional step of
reviewing each team’s action plan and giving detailed expert feedback on it pulled the “building
capacity” lever, by transferring both content (team functioning) and implementation knowledge
and experience in a way that was directly relevant to teams’ specific issues. Similar design
features that combine—through regular meetings and reviews—setting expectations and building
capacity are seen in other cases as well (“Ongoing QI implementation coaching”, “Ongoing falls
prevention expert consultation”, “Expert-moderated Listserv”, “Collaborative: Expert
consultation on safety practices and QI techniques, feedback on changes, fashioning of
dissemination plans”).
Case 17B’s design also exemplifies how types of review meetings can be used to monitor
and evaluate performance. “Ongoing expert consultation during implementation process”
represents the QII team tracking the participating sites over the course of a year, “mainly to see
how they were doing.” While this may seem far less like “monitoring” and “evaluation” than one
might think at first glance, the simple fact that these exchanges occurred and continued
consistently played a role in assessing each site’s performance and determining whether that
performance was worrisome enough to warrant additional help and guidance or not. Because the
majority of the types of “meetings” described in this subcategory also played a similar role in
requiring teams to describe their performance and assess it against their expectations, they too
were most often deemed to have pulled the “monitoring performance” and “assessing
performance” levers for change (in addition to setting expectations and building capacity).
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Although I have only described one design element in detail and how it maps to specific
levers for change, the mapping of all design elements is displayed in Table 5-5. The next section
picks up this thread, and attempts to look at all QIIs’ intervention design strategies through the
lens of levers for change.

Table 5-5. Intervention Design Features Mapped to Levers for Change
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3%

3%

8%

3%

5%

13%

13%

5%

3%

Building
Capacity

Evaluating
Performance
3%
3%
21%

5%

3%

3%
11%
24%

5%

Applying
Incentives

Monitoring
Performance

45%
34%
32%
32%
21%
18%
5%
3%

Setting
Incentives

Setting
Expectations

"As Planned"
Intervention Design Feature
Educational program
Process standardization tools (e.g. order set, checklist)
Meetings for review, reflection and reassessment
Outreach to patients [activation, education]
Personnel changes
Awareness tool
Delivery of performance data to providers
Financial incentives
Defining the scope of the project very clearly
Developing a shared vision
Developing a theory-based intervention

% of
Cases
with
Design
Feature
(N=38)
50%
37%
32%
32%
24%
21%
18%
11%
5%
3%
3%

% of Cases with Design Feature Used as a
Specific Lever for Change (N=38)

50%
37%
32%
29%
21%
21%
11%
3%
3%

Understanding Intervention Design in Terms of Levers for Change
This section interprets QIIs’ intervention design features as levers for change, according
to the conceptual framework laid out in Chapter 2. Figure 5-1 is a graphical representation of this
interpretation, and yields a unique design profile for each case. Levers for change are further
classified by the implementation challenges that they addressed. Cases are stratified by degree of
success, and then sorted according to the number of levers for change employed. These profiles
can thus be aggregated to reveal characteristic patterns—both similarities and differences—
between “more” and “less” successful QIIs in terms of intervention design.

Figure 5-1. Intervention Design Profiles of Less and More Successful QIIs
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Almost all QIIs attempted to induce changes by setting the expectations and building the
capacity of providers, organizations and stakeholders. More successful QIIs, however, set
expectations and built capacity in “higher-yield” ways that addressed more potential
implementation challenges than did less successful QIIs. These steps were necessary, but not
always sufficient; more successful QIIs more frequently monitored and evaluated performance,
while almost no QIIs set or enforced incentives.
These patterns observed in Figure 5-1 are the basis for primary findings and
recommendations of this study; Figures 5-2 and 5-3 separate cases on the basis of domains of
care and of degrees of organizational integration, respectively. Figure 5-4, like Figure 5-1,
separates cases on the basis of the degree of success, but I have reordered the columns to show
the patterns that emerge when we consider the implementation challenges that QIIs attempted to
address in their intervention design.
The following sections, which explore each of the six levers for change in more detail,
primarily make reference to Figure 5-1, Table 5-6 and Table 5-7. Table 5-6 repeats Table 5-5 in
mapping specific design features to levers for change, but shows counts of cases rather than the
percentage prevalence. Table 5-7 displays bivariate counts of feature prevalence, according to
degree of success.
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Figure 5-2. Intervention Design Profiles of Acute, Chronic and Preventive Care QIIs
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Figure 5-3. Intervention Design Profiles of QIIs at More and Less Integrated Organizations
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Figure 5-4. Intervention Design Profiles of More and Less Successful QIIs, According to
Implementation Challenges Addressed

99

Table 5-6. Intervention Design Features Mapped to Levers for Change

Monitoring
Performance

Evaluating
Performance

Applying
Incentives

Building
Capacity

Educational program
Process standardization tools (e.g. order set, checklist)
Meetings for review, reflection and reassessment
Outreach to patients [activation, education]
Personnel changes
Awareness tool
Delivery of performance data to providers
Financial incentives
Defining the scope of the project very clearly
Developing a shared vision
Developing a theory-based intervention

Setting
Incentives

"As Planned"
Intervention Design Feature

Number of Cases with Design Feature
Used as a Specific Lever for Change (N=38)
Setting
Expectations

Number
of Cases
with
Design
Feature
(N=38)
19
14
12
12
9
8
7
4
2
1
1

17
13
12
12
8
7
2
1
0
1
0

2
0
1
0
1
0
0
2
0
0
0

1
4
9
0
3
0
5
0
0
0
0

1
1
8
0
1
0
5
0
0
0
0

2
0
0
0
2
0
0
1
0
0
0

19
14
12
11
8
8
4
1
0
1
0

Table 5-7. Intervention Design Features as Levers for Change, by Degree of QII Success

less successful

more successful

less successful

0

1
4

0
0

1
1

0
0

8
6
5
5
2
1

4
6
3
2
0
0

1

0

7

2

7

1

1

0

2

1

1

1

4

1

4

1

2

0
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Building
Capacity

2

0

2

0

1

0

less successful

more successful

2

more successful

less successful

7
4

less successful

more successful

10
9

more successful

less successful

Applying
Incentives

Evaluating
Performance

Monitoring
Performance

more successful

"As Planned"
Intervention Design Feature
Educational program
Process standardization tools (e.g. order set,
checklist)
Meetings for review, reflection and reassessment
Outreach to patients [activation, education]
Personnel changes
Awareness tool
Delivery of performance data to providers
Financial incentives

Setting
Incentives

Setting
Expectations

Number of Cases with Design Feature Used as a Specific Lever
for Change (N=38)

11
10

8
4

8
5
5
5
3
1

4
6
3
3
1
0

Setting Expectations
With regard to setting expectations, QIIs most commonly pulled this lever for change
through the use of educational programs (17 of 38 cases; see Table 5-6). In descending order of
frequency, QIIs also pulled this lever through using tools for standardizing care processes, such
as checklists, standardized order sets, pocket cards and equipment bundles (13 cases); holding
meetings for review, reflection and reassessment (12 cases); establishing outreach to patients,
including appointment scheduling and education (12 cases); making personnel changes (8 cases);
using awareness strategies such as making posters (7 cases); and less commonly through making
performance data visible (2 cases), establishing financial incentives for performance (1 case) and
establishing a shared vision among stakeholders at the beginning of the project (1 case).
Examining the differences between more successful and less successful cases reveals that
while educational programs were the most common component employed to set expectations, the
17 cases using them were somewhat evenly divided between more (10) and less (7) successful
(Table 5-7). The same is true for outreach to patients, which was employed by 12 cases in an
expectation-setting manner; six of these cases were more successful, and six less successful.
Other elements do suggest a difference, however. Of the 13 cases using standardization tools to
set expectations, 9 were more successful.
The most striking pattern in Figure 5-1 is that both “less” and “more” successful cases
planned relatively extensive expectation-setting features as part of their intervention design. This
pattern suggests that expectation-setting activities are necessary, but not sufficient, for producing
successful results in quality improvement interventions. A closer look at the first six minor
columns (i.e. the “Setting Expectations” major column) in Figure 5-1 reveal a potential twist to
this finding, however. If looking only at “less” successful cases, 39% of the cells in these
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columns are filled, while with “more” successful cases, 70% of the cells are filled. This suggests
that even though both more and less successful cases engage heavily in activities that set
expectations, “more” successful cases tend to use such activities to address more implementation
barriers.

Building Capacity
If you can hand an ED doc [something that says]—‘sign this, and
this patient goes away’—they love it. And that's effectively what
happened. As soon as the x-ray showed fracture, it triggered the
protocol. So it worked incredibly well. (EQI, Case 8B)
The next most common lever for change that QIIs pulled was capacity building. Many of
the findings with regard to capacity-building activities mirror those of setting expectations. The
most common components employed to build capacity (Table 5-6) were educational programs
(19 of 38 cases). Standardization tools were the next most common component used to build
capacity (14 cases), and did so by providing tools, templates and serving as learning aids for new
processes. Review meetings (12 cases) and patient outreach efforts (11 cases), including patient
education programs, were also fairly common. Other common capacity-building components
included awareness tools (8 cases), personnel changes (8 cases) and delivery of performance data
to providers (4 cases). Financial incentives and building a shared vision were employed in a
capacity-building manner in one case each. Standardization tools (10 of 14 cases) and review
meetings (8 of 12 cases) used in capacity-building functions were notable for being relatively
more common among more successful cases (Table 5-7).
As with setting expectations, capacity building activities represented a necessary-but-notsufficient pattern when stratifying cases by degree of success (Figure 5-1). Again, similar to
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setting expectations, “more” successful cases tended to use capacity building activities to address
more implementation barriers (68% of cells filled) than “less” successful cases did (39% of cells
filled). Although setting expectations and building capacity seem to be necessary but not
sufficient, these findings seem to suggest that “more” successful cases may be getting more out
of these levers when they pull them. What exactly does it mean to use an intervention design
element to address more implementation challenges?
An example of just such an intervention design feature comes from Case 8B, an
intervention to establish a care protocol for acute hip fractures at an academic medical center that
was briefly mentioned earlier in this chapter. This QII created standardization tools, specifically
admission and postoperative order sets, in order to facilitate the execution of an evidence-based
clinical protocol for hip fracture patients. As mentioned before, the heads of the medicine,
orthopedic surgery, and geriatrics departments had come together to attempt to optimize and
coordinate their care processes for hip fracture patients, and had developed both an admission
algorithm to determine the proper admitting service (orthopedics, medicine or geriatrics)
depending on the patient’s medical needs. The standardized order set went a step further to
codify a standard process of care to be carried out on all patients, regardless of the service.
Therefore, this order set helped to address structural and political challenges by codifying the
leadership agreements between all stakeholders (including the emergency department) and
standardizing evidence-based care. Cultural and educational challenges were addressed in the
sense that the order set began teaching and normalizing the departments to begin providing at
least the same basic package of practices (e.g. pre-operative beta-blocker initiation, removal of
urinary catheters within 48 hours after surgery) for all hip fracture patients and reducing the
variation in evidence-based care between services and physicians.
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The order sets themselves addressed the physical challenge of building the execution of
those standard processes into part of the infrastructure, and finally, this order set addressed the
emotional challenge by making the complex provision of proper care for these patients easier
than it had previously been. QI interventions that make providers’ job easier to do are generally
well-received:
We created order sets… The ED was great on this. As soon as they
signed the top sheet, everything happened. And the ED docs love it.
If you can hand an ED doc [something that says]—‘sign this, and
this patient goes away’—they love it. And that's effectively what
happened. As soon as the x-ray showed fracture, it triggered the
protocol. So it worked incredibly well. (EQI, Case 8B)

Monitoring and Evaluating Performance
You don’t get what you expect, you get what you inspect. (SQI,
Case 16B)
The intervention design features most commonly used to monitor and evaluate
performance were review meetings (9 of 38 cases; Table 5-6). More overt methods for feeding
back performance data, including poster displays within units or clinics, were employed about
half as frequently (5 of 38 cases). More and less successful cases differed notably in this regard,
as review meetings (7 of 8 cases) and data feedback (4 of 5 cases) used for evaluating
performance were far more common among “more” successful cases (Table 5-7).
There seemed to be two major types of monitoring and evaluating performance. The first
is probably what most people familiar with intervention research would think of—providing
feedback of performance data to those individuals, units or organizations that have been targeted
for improvement, with an objective of engaging them to improve. The second type, however,
involved less formal but consistent, recurring, qualitative assessments of projects’
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implementation. Overall, these were a more common type of performance evaluation, and were
frequently attributed by interview subjects as a significant factor for QII success. In single-site
interventions, these processes typically took the form of project teams regularly assessing
implementation and performance and taking action in response. For a collaborative, these
processes often consisted of the collaborative organizers checking regularly with sites on
conference calls to work through problems. Thus, this second type of performance evaluation—
regular review meetings—may almost seem like a no-brainer, but several highly successful
projects cited the integral influence of these functions on success. Two examples will highlight
these positive effects.
Case 19B, which was a collaborative for reducing fall risks in inpatient settings, featured
monthly open-ended calls with quality improvement experts to work through implementation
difficulties. The following quote makes clear that such a design feature not only does the job of
monitoring and evaluating performance function, but also of building capacity:
A lot of times people, they'll get good ideas and they'll know what
they want to do but they'll just get stuck... They'll get back and
they'll get busy, they won’t get started on it. Or they'll try to
implement something too much; they'll try to do the whole ICU or
all of their ICUs at once with a new idea as opposed to starting
with just one team maybe on one ICU... working out the bugs of the
problem first or a new idea to get it to work on a very local level
before even spreading it to the whole unit. So they kind of get
stuck, and they don't know where to go, and you can easily coach
them out of that and get them back on track. Otherwise you don't
have that kind of ongoing support that people just, you know... they
just bag it and they kinda just go back to work. (EQI, Case 19B)
A critical point to realize is that these calls did not simply evaluate performance, but as
part of a comprehensive package of intervention design features, facilitated a cycle that led
seamlessly from implementation assessment to capacity building. Although the helpful tone of
this activity makes it a very gentle form of performance evaluation, the effects of such regular
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“check-ins” were very beneficial to participating sites because evaluation was directly tied to
capacity building. Creating such synergistic relationships within the design features of a QII are
critical to maximizing QIIs’ chances of success (see “Intervention Design that is More than the
Sum of its Parts” below).
In Case 17B, the collaborative of rehabilitation units described earlier, the central QII
team required sites to submit interim plans and reports on a regular basis, but also assessed those
reports and plans in detail and gave them back. This more complete and mandatory cycle of
monitoring and evaluation was also deemed to be influential to the QII’s success:
We created "portraits" of teams, drawn from their surveys, put
their survey results into the framework, and gave them an
interpretation of what it meant... For example, your organizational
culture seems more bureaucratic, or friendly, or task-oriented, et
cetera. We gave the teams feedback through teleconferences on
how they had articulated their action plans, and then we tracked
them through phone calls for a year, mainly to see how they were
doing. (EQI, Case 17B)
Qualitative feedback such as this may not be what first comes to mind when considering how to
use performance evaluation as a lever for influencing change. However, the relatively high
prevalence of such feedback among “more” successful cases in this sample attests to its
beneficial effects. When evaluation activities are tied to further action, the influence on QII
success becomes even more apparent. This is true whether the further action is simply advice and
teaching (capacity building) or something more incentive-laden (e.g. nursing home
administrators in Case 15B tracked workers’ attendance at training sessions, and fired those that
did not complete the training).
This pattern is one of the differences between more and less successful cases that most
stands out—“more” successful cases were far more likely to have monitored and evaluated
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performance (Figure 5-1). This suggests that building interventions to include regular review and
critical assessment of performance may have a higher likelihood of success. A difference
between more and less integrated organizations with regard to monitoring and evaluating
performance is also apparent. More integrated organizations monitored performance twice as
frequently as less integrated organizations did; less integrated organizations evaluated
performance only rarely (Figure 5-3). It seems likely that more integrated organizations had
greater recourse to monitoring tools and resources (such as a greater capacity for forming
guidance and steering committees), and thus faced less of a barrier in pulling these particular
levers for change. However, the difference between more and less successful cases is even
starker, so it is likely that the effect of monitoring and evaluating performance is independent of
the degree of organizational integration.

Setting and Enforcing Incentives
Me: Were there incentives that you tried to employ to get the
people in the organization to improve quality?
EQI of Case 2B: Uh... (laughs) Not consciously.
Explicit financial incentives, such as bonus payments for improved clinical performance,
were used with exceptional rarity, in comparison to less-straightforwardly discernible implicit
motivations. This subsection will first address financial incentives, and then treat implicit
incentives and motivations in greater detail.
Several cases made vague note of financial incentives for providers with regard to the
potential for awards, but only Case 15B both set and fully acted upon explicit performance-based
financial incentives for providers. This intervention, which was described in detail in Chapter 4,
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sought to reduce the incidence of pressure ulcers at a nursing home I’ve called Red Rocks. The
QI team, Dr. Lydgate and Dr. Marner, devised a plan which would include a performancedependent financial incentive for the nursing assistants on whom the onus of ulcer care fell (e.g.
turning patients in beds on a regular basis, checking more frequently for ulcers with a penlight).
Because pressure ulcers are costly to treat, the QI team designed a bonus payment that would
reflect a percentage of the savings generated by a reduction in the incidence rate. At the end of a
three-month intervention, this bonus amounted to $75, which was “significant” given the nursing
assistants’ typical $11/hour wage. The effectiveness of this incentive (as well as frank contempt
of the nursing assistants) was expressed to Dr. Lydgate by a senior nurse at Red Rocks: “the
bastards did it for the money.”
Overall, while the use of explicit financial, disciplinary or other reward-based incentives
was rare, far more common was the use of less tangible implicit incentives to induce QII
participation on the part of providers. Although implicit incentives can take many forms, I will
briefly address through examples several types that became apparent in this study: implicit
structural authority, conformity to cultural norms, recognition or appreciation by peers, the sense
of weariness or burden due to work and, on the other hand, the sense of meaning or fulfillment
derived through work.
The Oxford English Dictionary’s second definition of “incentive” focuses on payment
schemes, but the first definition is far more applicable to the cases in this study: “Something that
arouses feeling, or incites to action; an exciting cause or motive; an incitement, provocation,
‘spur’.” Phenomena such as these were difficult to systematically capture, but they were
certainly more commonly employed—intentionally or not—than explicit incentives. The full
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exchange from my interview with the EQI of Case 2B, the chair of a general surgery department
at an academic medical center, epitomizes these “implicit” incentives:
Me: Were there incentives that you tried to employ to get the
people in the organization to improve quality?
EQI of Case 2B: Uh... (laughs) Not consciously. I mean, I think we
try to speak to their better nature. We’re supposed to all be
interested in quality, and everyone likes recognition within the
hospital for your quality, but at the end of the day, I think people
work on this because they’re convinced that it is important and
that quality’s important. (EQI, Case 2B)
With regard to the process of obtaining buy-in from all the general surgeons, he replied:
We are a cohesive group, and it helped with me pushing it with my
faculty. (EQI, Case 2B)
This quote makes apparent both the implicit invocation of structural authority to induce a certain
behavior (“me pushing it with my faculty”) and a subtle inducement to conform to cultural
norms (“we are a cohesive group”).
The order sets created in Case 8B created positive emotional reactions due to a reduction
of work burden (“‘sign this, and this patient goes away’—they love it.”). In quality improvement,
where frequently-overworked providers are targeted to change their work habits, intervention
designs that make those work habits easier go a long way toward garnering buy-in for changes.
This incentive—making work easier—can be very powerful. This is particularly so in healthcare
settings, where many employees’ daily motivations come from clinical, rather than financial,
considerations. On the margin, the influence of implicit incentives such as reduced burden were
quite influential in generating support and energy around new projects.
A similar type of incentive relates not to the burden of work, but rather the meaning and
joy derived from it. Increasing the meaning that providers find in their clinical work can be an
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incredibly powerful incentive. Two primary forms became apparent from the cases in this study.
The first is related to the inherent motivation due to the clinical problem at hand. In Case 16B,
educational presentations on ventilator-associated pneumonia (VAP) were able to create a high
degree of buy-in among providers because it highlighted the effects of the disease in the pediatric
population:
People want to do what’s right, so education works… these guys…
they’re all sold-out for caring for sick kids. (SQI, Case 16B)
The strongest incentive for providers in Case 16B was the self-evident benefit of
preventing children from suffering and dying needlessly. Although the effectiveness of this
motivational incentive is clearly somewhat contingent on the organizational context (“they’re all
sold out for caring for sick kids”), a less successful case (16A) at the same organization, a
pediatric academic medical center, illustrates that the specific clinical issue and not context alone
is the driving force.
Case 16A attempted to implement a standardized template for patient handoffs between
providers, with the goal of reducing errors and improving safety. However, the diffuse nature of
the problem and the vague rationale for the specific intervention provided very weak incentives
for providers to buy in. The EQI, at the time the Chief Medical Officer of the hospital, admitted
that the intervention did not engage providers as to the meaning of the intended changes:
It was hard to convince people that it was worth doing… Tough to
make the case as to what the improvement would be… It wasn’t
apparent to people why it would be worth them changing their
habits and behaviors. (EQI, 16A)
A different tactic used by QII leaders to increase the meaning that targeted clinical
providers derived from their daily work was to create opportunities for them to see “the big
picture”. In several cases, this took the form of sending a group of providers to a conference or
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collaborative meeting, at which they would see that their local project is actually part of
something much bigger. Feeling connected to a cause or movement greater than one’s own
experience or job was clearly a strong incentive for many providers participating in these QIIs.
Case 5B, which is discussed in much detail below, was a collaborative of ICUs focused on
reducing bloodstream infections. An SQI from this case, the medical director of an ICU at an
academic medical center, spoke of the effect sending ICU nurses to a collaborative meeting had
on their degree of buy-in and commitment to the project:
[It was] validating for me when some of the nurses went to the
Society of Critical Care Medicine meeting, because they saw
everything that I was trying to implement… saw that I’m an early
adopter, not a lunatic… that what I was trying to sell them was the
right stuff … saw that they’re a part of something bigger…. Our
people really did get on board. (SQI, Case 5B)
Individual recognition and rewards were also used in some cases. Case 16B highlights
these incentive types. An SQI, a respiratory therapist who ended up playing a significant
leadership role on the VAP project, said of the recognition incentive:
Successes were celebrated… [The CEO] got to know me by name
and [the Executive Quality Director] would give me high-fives in
the hallway. (SQI 2, Case 16B)
And of the reward incentive, which was tied to conference attendance:
$1000 awards (peer-nominated and peer-voted) for top RNs and
RTs to be able to go to a conference … those gestures go a long
way. (SQI 2, Case 16B)
“Those gestures go a long way” captures how strongly these implicit incentives can be for
inducing providers to buy into and to participate in quality improvement.
Some implicit incentives can be enforced straightforwardly (e.g. granting the awards,
sending to conferences), but most are somewhat vague, and are enforced in subtle and indistinct
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ways through conversations, comments and feedback between members of the organization (e.g.
the inherent motivation from improvement that comes from a particularly stirring clinical issue).
However, these implicit incentives can also be enforced intentionally.
Case 8B, the hip fracture protocol, again supplies a great example; a key component of
this intervention that has not been mentioned previously was the designation of a clinical nurse
specialist to track every hip fracture patient throughout their hospital stay and to ensure care was
proceeding according to the protocol. Additionally, the nurse provided each patient with a
roadmap of care and the procedures and plans that they could expect to encounter. This
empowered the patients and families to be able to ask timely, protocol-oriented questions of their
providers and in the process very subtly “engage patient pressure” on those providers.

Intervention Design that is More Than the Sum of Its Parts: Case 5B
With so much having been made in the media of the transformative power of checklists,
one may wonder why standardization tools alone weren’t sufficient to achieve greater success in
the four less successful cases (Table 5-7) that used them. The fact that such tools alone did not
perfectly correlate with greater success illustrates one of the predominant findings from these
case analyses. Most intervention design features—taken in isolation—are necessary, but not
sufficient for achieving success. Therefore, it crucial to design interventions as a set of
complementary features that pull multiple levers for change and address multiple implementation
challenges—in other words, interventions that comprise a “complete package” of design
features. The monitoring-to-capacity-building cycles built into the designs of Cases 19B and 17B
were mentioned earlier, and this section will describe how the design of complementary
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intervention features played out in Case 5B, a collaborative of ICUs to reduce catheter-related
bloodstream infections.
Case 5B included a component that I described in my interview notes as “staff
empowerment to enforce checklist use.” We can unpack this one component to illustrate how
it—as an integral piece of a “complete package” intervention—helped the QII to pull multiple
levers for change and address multiple challenges to implementation. The checklist in this case
standardized the process of placing central venous catheters. The staff empowerment component
thus served as a complement to the checklist by establishing new behavioral norms on the units
in which the checklist was used. Specifically, nurses and other non-physicians were empowered
by hospital administrators and ICU directors to stop a central line placement procedure from
proceeding if he or she realized that a step in the checklist had been missed.
Establishing such a policy is a clear way of setting (or re-setting) expectations for how
authority is distributed in the clinical setting. Where prevailing cultural norms featured a
hierarchical structure, this component of the QII directly challenged that cultural barrier to
checklist use. Forcing physicians to implicitly share authority with nurses, at least when it came
to these procedures, comprised a political challenge as well as a structural one. From the
standpoint of the individual providers, this was an emotional challenge as well. Without the
explicit backing of the ICU’s clinical directors, nurses would want to point out the right thing to
do (i.e. following the checklist) with physicians, but would have to deal with the anxiety of
risking an unpleasant conflict with the physician. Thus, this component addressed that emotional
challenge by making it safe for all staff to enforce the use of the checklist. Implementing this
feature involved resetting clinical authority for this procedure, mandating physicians to comply,
and directly addressing existing cultural norms. Thus, this feature also drove capacity building
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by giving these units a plan for encouraging more faithful adherence to the checklist, addressing
cultural norms and making “doing the right thing” an emotionally safe thing to do.
Although “staff empowerment to enforce checklist use” is a note-taker’s shorthand, the
full story of this component illustrates more clearly how such a design element can be created
and implemented to address multiple challenges. Thus, in total, this one component pulled two
levers for change (setting expectations and building capacity), and with each of those levers,
addressed four challenges to implementation (structural, political, cultural, and emotional).
For QII designers, one practical way to help create “complete package”-type
interventions is to look for as many “high-yield” design features such as the one just described
that address multiple implementation challenges. Of course, the more birds you can knock out
with one stone, the better, but it should also be clear that all design features, no matter how
extensive the impact, need to be created part of a complete package. In this case, the
empowerment would be pointless without the checklist, but also untenable without the political
support of the ICU directors, who hold structural authority over the physicians, not to mention
the hospital CEOs, who hold authority over the ICU directors. So, although this research
methodology breaks down complex stories into various components and dimensions, it is
important to remember that in designing an intervention, it is crucial to not only select the right
pieces, but to select ones that are maximally complementary to each other, and thus form a
“complete package.”
Summary of Intervention Design
Having explored each lever for change in detail and explored an example of a case that
exemplifies “high yield” design, we can now revisit the broad trends that emerge when these
design components are mapped out, as shown in Figures 5-1 through 5-4.
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Several clear trends emerge from these figures. Almost all QIIs attempted to induce
changes by setting the expectations and building the capacity of providers, organizations and
stakeholders (Figure 5-1). More successful QIIs, however, set expectations and built capacity in
“higher-yield” ways that addressed more potential implementation challenges than did less
successful QIIs. These steps were necessary, but not always sufficient; more successful QIIs
more frequently monitored and evaluated performance, while almost no QIIs set or enforced
incentives. Figure 5-2, which stratifies intervention design profiles by domains of care, largely
echoes the trends in Figure 5-1.
More integrated organizations pulled more levers for change, particularly monitoring and
evaluating performance, and addressed a wider range of potential barriers (Figure 5-3). The
takeaway finding is that more highly integrated organizations generally had more tools at their
disposal for pulling levers for change; consequently, they pulled those levers more, and that
tended to correlate to a higher degree of success. Both more and less successful projects tended
to relatively focus on addressing structural, educational, and physical challenges (Figure 5-4).
However, more successful projects tended to use a wider variety of levers for change to address
those challenges. More successful projects more frequently addressed cultural challenges.
In summary, more successful projects set expectations and built capacity, while seeking
to address as many implementation challenges as possible, and additionally sought frequently to
monitor and evaluate providers’ and organizations’ performance. Projects that employed the
most levers for change to address the most implementation challenges—those that could be
considered a “complete package”—tended to enjoy the highest degrees of success.
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6. Implementation (What Was Done)
Assume a quality improvement intervention (QII) designer, having read Chapter 5, has
done all he or she can to come up with the most comprehensive, multifaceted intervention
possible. The next step is to actually put those features into effect (and perhaps add to, remove or
modify them), and this chapter is concerned with what happens during that process of
implementation. Between the kickoff and the close of the project, what was done to help—and
what transpired to hurt—the QII’s chances of producing a successful result? This chapter thus
focuses on systematically exploring patterns of implementation, that is, patterns in how QIIs
executed their planned intervention design features. The conceptual framework seeks to
understand this process by classifying both facilitators and barriers to implementation according
to six types of implementation challenges—structural, political, cultural, educational, emotional
and physical.
I find that “more” successful QIIs sought out and utilized more facilitators, and “less”
successful QIIs encountered more barriers. Specific types of facilitators and barriers emerged as
characteristics of either the intervention design itself, the QII team, or the environment; most
facilitators were characteristics of QII teams and most barriers characteristics of the
environment. However, these types often bore an inverse relationship, suggesting that certain
facilitators of implementation, such as seeking out partnerships between key stakeholders, can be
employed to overcome or cancel out common barriers, such as a lack of influence or opposition
by leadership. Facilitators were most often related to structural, political, cultural or emotional
challenges. Barriers were most often related to structural and cultural challenges. The starkest
observation from this analysis is that “less” successful projects either did not have recourse to or
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did not cultivate implementation facilitators as often as “more” successful projects did, and this
negatively impacted their degree of success.
This chapter is divided into four main sections. The first two sections, “Facilitators of
Success” and “Barriers to Success”, first establish the range of specific facilitators and barriers
encountered by QIIs, and then examine those facilitators and barriers through the lens of the six
implementation challenges: structural, political, cultural, educational, emotional and physical.
Specific examples from cases are used throughout. The third section, “Summary of
Implementation,” briefly brings together the findings of the first two sections. The last section of
the chapter describes several exploratory analyses and potential areas for future research,
including patterns in the natural history of QIIs—when and why they come to an end, and what
happens to the intended changes after the intervention is over.

Facilitators of Success
Types of Facilitators
Facilitators of successful implementation, as described above, emerged as those related to
the intervention itself, those related to the QII team, and those related to the environment (Table
6-1). The majority of facilitator types were characteristics of the QII team, and generally
encompassed specific strategies and tactics the team pursued during the course of
implementation, for example, using data-based arguments to obtain agreement and buy-in from
key stakeholders. Seeing that such strategies played a role in QIIs’ success is a promising finding
in the sense that success came not merely from unchangeable contextual factors, but that realtime efforts and tactics by implementers played an integral role. Many of these strategies mirror
environmental barriers (Table 6-4), which suggests a reason to hope that contextual barriers can
be overcome by implementation strategies.
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Specific QII team-related facilitators (Table 6-1) included: brokering partnerships and
agreements between key stakeholders; the use of organizational authority to command or secure
resources for the QII; the use of data and evidence to gain buy-in from targeted providers; the
use of empathy, patience, compassion and teaching to gain buy-in from providers; the use of
authority or reputation to gain buy-in from providers; initial commitment and buy-in from a key
individual or core group of providers; empowering frontline clinicians to take leadership in the
project; the use of energy and persistence to gain buy-in from providers; reframing clinical work
for providers or getting people to conceive of their jobs in a different way; and undergoing an
unplanned review or reassessment of the project’s status, direction and strategy.
Intervention-related facilitators included: intended changes made work more fun for
providers; positive feedback loops developing as a result of early successes or otherwise positive
feelings about the project; and adding features that begin to incorporate organizational structures
and thus make the intended changes permanent. Environment-related facilitators included
targeted providers’ pre-existing optimism or enthusiasm for the QII and the absence of
competing organizational priorities to take away resources.
The promising finding from this list is that the majority of facilitators were things that the
QII team itself was able to initiate or implement, particularly when it comes to the broad class of
facilitators related to obtaining support and buy-in from stakeholders. Perhaps not unexpectedly,
when QIIs enjoyed broad-based support from key stakeholders, the results tended to be more
successful. What is notable from this analysis, however, is that when projects did enjoy such
support, it wasn’t necessarily a pre-existing characteristic of the organization, but was instead
typically generated through the directed, intentional and energetic effort of the QII team.
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Table 6-1: Types of Facilitators of Success
Total
Cases
(#, %)
N=38

"As Implemented" Facilitator of Success

Characteristics of the Intervention
Intended changes make work easier or more fun
Positive feedback loop generated by early successes
Taking steps to make the changes permanent
Characteristics of the Environment
Optimism and enthusiasm of providers
Absence of competing priorities
Characteristics of the Team
Brokering partnerships and cooperation between key stakeholders
Use of empathy and patience to obtain buy-in
Use of power or reputation to secure resources
Use of data and evidence to obtain buy-in
Use of power or reputation to obtain (or implicitly require) buy-in
Pre-existing buy-in by a key individual or core group
Empowering people
Use of enthusiasm and persistence to obtain buy-in
Getting people to think about work in a different way
Unplanned review and reassessment

More
Successful
Cases
(#, %)
N=19

Less
Successful
Cases
(#, %)
N=19

5
4
3

13%
11%
8%

5
4
3

26%
21%
16%

0
0
0

0%
0%
0%

6
1

16%
3%

5
1

26%
5%

1
0

5%
0%

8
6
6
6
5
5
4
3
3
3

21%
16%
16%
16%
13%
13%
11%
8%
8%
8%

8
5
6
6
5
5
4
3
3
3

42%
26%
32%
32%
26%
26%
21%
16%
16%
16%

0
1
0
0
0
0
0
0
0
0

0%
5%
0%
0%
0%
0%
0%
0%
0%
0%

Understanding Facilitators in terms of Implementation Challenges
The specific facilitator types listed in Table 6-1 can be interpreted, according to the
conceptual framework laid out in Chapter 2, as addressing one or more of the six types of
implementation challenges—structural, political, cultural, educational, emotional and physical.
Facilitators influential to success were mentioned far more frequently by “more” successful
projects, and were most often related to structural, political, cultural or emotional challenges.
In the following section, facilitators related to each implementation challenge are
highlighted with the use of examples from cases. Table 6-2 maps facilitator types to each of the
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implementation challenges. Figure 6-1, much like Figures 5-1 through 5-4, graphically displays
the mapping of case-level facilitators to implementation challenges, yielding a unique facilitator
profile for each case. Implementation challenges (major columns) are further sub-classified by
related levers for change (minor columns). Cases are stratified by degree of success, and then
sorted according to the number of facilitators utilized.

Table 6-2. Facilitators of Success Mapped to Implementation Challenges

13%
11%
8%

5%
3%
3%

5%
5%

8%
3%
3%

5%
3%
8%

Characteristics of the Environment
Optimism and enthusiasm of providers
Absence of competing priorities

16%
3%

3%
3%

8%

13%

Characteristics of the Team
Brokering partnerships with key stakeholders
Use of empathy and patience to obtain buy-in
Use of power or reputation to secure resources
Use of data and evidence to obtain buy-in
Use of power or reputation to obtain (or require) buy-in
Pre-existing buy-in by a key individual or core group
Empowering people
Use of enthusiasm and persistence to obtain buy-in
Getting people to think about work in a different way
Unplanned review and reassessment

21%
16%
16%
16%
13%
13%
11%
8%
8%
8%

5%
3%
13%
8%
16%
5%
5%
8%

18%
5%
13%
13%
13%
11%
8%
8%
5%
3%

11%
13%
3%
8%
8%
8%
8%
5%
8%
5%
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5%

5%
8%

Physical

Educational

Characteristics of the Intervention
Intervention makes work easier or more fun
Positive feedback loop from interim successes
Taking steps to make the changes permanent

Structural

Cultural

% of Cases with Facilitator
Addressing a Specific Type of
Implementation Challenge (N=38)

Political

"As Implemented" Facilitator of Success

Emotional

% of
Cases with
Facilitator
(N=38)

8%
3%

16%

3%
5%
3%
8%
3%
5%
5%

8%
16%
3%
8%
8%
11%
5%
8%
8%
3%

3%

5%

3%

Figure 6-1. Facilitator Profiles of More and Less Successful Cases

Structural Facilitators
That leadership group... It was incredibly critical. They would
come up with solutions when the clashes arose. (EQI, Case 8B)
The most common facilitator types tied to structural challenges really involved taking
advantage of access to authority, specifically, having organizational leadership use or secure
resources and having leadership use their power or reputation to win buy-in.
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An exemplary instance of a project addressing structural challenges comes from Case 8B,
the hip fracture protocol, and is an example of brokering partnerships between key stakeholders.
As part of implementing the project, the leaders of the medicine, orthopedic surgery, geriatrics
and emergency medicine departments formed a committee that met regularly to assess the
initiative and work through disagreements, of which there were many. The EQI, who was the
Chief of the General Medicine Division, said:
We had to work through the boundaries and set them between
Ortho and Medicine; we couldn't do it ahead of time because we
didn't know it was going to be a problem... the back and forth
working out of issues was an ongoing process.
That leadership group... worked through these issues and
communicated back to their people. It was incredibly critical. They
would come up with solutions when the clashes arose. They had set
up a process to work those out. (EQI, Case 8B)
By bringing in all of the key stakeholders to the process, this project was able to address the
structural challenge of integrating a multifaceted care intervention across four different
departments.

Political Facilitators
[It was] very long, very drawn out, very political, lots of listening,
lots of allaying anxieties, that kind of stuff… (EQI, Case 13A)
The most frequent way in which projects addressed the political challenge to
implementation was by brokering partnerships and agreements; roughly one-fifth of QIIs
mentioned making such an effort. Other common facilitators included the various ways in which
the political advantages of having access to authority could be utilized—to secure resources and
to gain buy-in, through both direct authority and by the use of data and evidence.
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An exemplary instance of a project addressing the political challenge comes from Case
13A, and is an example of leadership using persistence—as well as empathy, patience and
teaching—to obtain buy-in from key stakeholders. The director of the ICU at an academic
medical center sought to implement a rapid response system (RRS) intervention, but before
doing so, canvassed the hospital in order to obtain support. This physician-leader described the
pre-implementation “rollout” phase as follows:
Very long, very drawn out, very political, lots of listening, lots of
allaying anxieties, that kind of stuff… took 9 months. I talked to all
the physicians in the hospital. (EQI, Case 13A)
And described the skills needed in order for those conversations to be productive:
You need to sell the ideas to different people in different ways to
appeal to their frame of reference… Had to get them past the
perceived intent that RRS was trying to take patients away from
them. [I’d say], this is an acute care second opinion. Why wouldn’t
you want to have it? (EQI, Case 13A)

Cultural Facilitators
The most common facilitators for addressing the cultural challenge were provider
optimism and enthusiasm, leadership use of empathy and compassion to gain buy-in, and
brokering partnerships between key stakeholders. An exemplary instance of addressing cultural
issues comes from Case 18B, which was also an RRS implementation project. This instance is an
example of leadership using persistence and energy to win buy-in when the fundamental
challenge addressed was cultural. An SQI for this case described how “high-energy leadership”
employed persistent reinforcement of new cultural norms in order to remove barriers to
activation of the RRS:
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[We set about] changing the culture to make it safe for rapid
response calls by pouncing on problems immediately and… taking
‘em to task if callers were ridiculed or unsupported… it’s that
culture… it’s been successful. (SQI, Case 18B)

Educational Facilitators
QII teams used a variety of facilitators to address the educational challenge, but even the
most common one, building structures to make the intervention permanent, was only mentioned
by three cases (8%). An example of a facilitator that addressed the educational challenge on an
ongoing basis came from Case 16B, the ventilator-associated pneumonia prevention intervention.
At the academic medical center where this intervention took place, trained and experienced
quality improvement experts are kept on staff as internal consultants for ongoing improvement
projects. In that role, they assist QIIs with data collection, methodological issues, analysis,
interpretation of results, and tactical brainstorming. Where other projects frequently ran into the
barrier of lacking QI implementation expertise or knowledge, this particular center enjoyed a
great benefit due to the role that these internal consultants could play. Stated simply by an SQI,
these internal consultants “did the crucial things that clinical people would otherwise have to
do.”

Emotional Facilitators
We got an outstanding manager, and that made a world of
difference… ‘That’s never going to work’ never came out of her
mouth. (SQI, Case 9B)
The most common types of facilitators utilized for addressing the emotional challenge of
implementation were the optimism and enthusiasm of providers and the use of empathy,
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compassion, patience, sensitivity and teaching to gain buy-in. Case 9B exemplifies these
approaches. This intervention, which sought to improve the rehabilitation care delivered to hip
fracture patients with cognitive impairment (CI), faced a strong and immediate barrier due to
providers’ discomfort and anxiety about working with the CI patient population. With regard to
enthusiasm and optimism about the project, the SQI, an advanced practice nurse specializing in
CI, described a key clinical manager’s influence:
We got an outstanding manager, and that made a world of
difference. She believed in the project, she believed in the team,
she was passionate about patient care, she was creative. ‘That’s
never going to work’ never came out of her mouth. Everything was
‘rah-rah-rah’… she was as much a cheerleader about this as I
was. (SQI, Case 9B)
The EQI portrayed a challenging picture of the emotional barriers faced in implementing
such a project that introduces providers to a new and difficult patient population:
You have to meet them where they’re at… Give them the warm
fuzzies… Nurses say “get lost” at first for bringing CI patients into
new facilities, then after they’re there a while, they say, ‘Oh my
gosh, they need a chance, and we never saw it before.’ So giving
that feedback to new facilities and places will help with adoption
because everyone gets angry at the beginning. (EQI, Case 9B)
The SQI also played an extensive role in overcoming these barriers by addressing
providers’ emotional hurdles. The SQI accomplished this by seeking to form relationships with
frontline providers, by understanding and walking alongside them, and by providing a space for
emotional concerns to be voiced:
Always seek to understand, otherwise you’ll never change
anything... [The provider workshops were] a very smart thing that
we did. It gave us an idea of their issues, and we had to deal with
their issues. We were very mindful to address the issues that had
been raised... I had to swallow a lot of my ego.
I had staff tell stories… storytelling was very important… People
need a forum to say 'I find this really hard. (SQI, Case 9B)
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Physical Facilitators
Physical facilitators, meaning pre-existing infrastructural features of target organizations,
were mentioned relatively rarely by interview subjects as being important to the success of QIIs.
However, an example that represents one of the most common strategies for addressing the
physical challenges is the order set from Case 8B, previously described in Chapter 5. This order
set, which was a characteristic of the intervention itself, addressed the physical challenge of data
collection by serving as not only a guide for care but a data-gathering tool. A similar example is
the VAP prevention checklist from Case 16B, which was also noted for serving the dual roles of
clinician reminder and data collection template.
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Barriers to Success
Types of Barriers
Barriers to successful implementation emerged as those related to the intervention itself,
those related to the QII team, and those related to the environment (Table 6-3). The majority of
barrier types were characteristics of either the environment or the intervention itself.
Environment-related barriers (Table 6-3) included: a lack of influence or authority of the
QI team; providers resisting the QII on the basis of the rationale or motivation for the project;
providers being unenthusiastic or apathetic about the QII; organizational leadership not being
committed to the QII; competing organizational priorities; fear on the part of providers to
implement the desired changes; and a failure to implement suggested strategies.
Intervention-related barriers included: negative feedback loops generated by early
setbacks, struggles, frustrations, or otherwise negative feelings; methodological issues with study
designs; a lack of focus in regard to the goals and objective of the intervention; problems
developing or using tools to aid the intervention (e.g. clinical reminders); a lack of alignment
with organizational objectives; an unclear logical connection for how the intervention design
features will improve the targeted problem; emotional dissonance between trying to “improve”
care and facing negative emotional barriers from implementing the changes; discovery that
expectations for the project had been set incorrectly; failure to devise solutions to technical or
design problems arising during the course of implementation; new processes being misaligned
with current processes, making it infeasible to integrate desired changes with current practice
patterns; and failure to expand or scale a successful pilot intervention. QII-team related barriers
included the absence of partnerships, or a failure to seek out and broker partnerships with key
stakeholders; and a lack of general quality improvement knowledge, methods and skills.
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As mentioned earlier, the most common environment-related barriers, particularly lack of
authority and low commitment of leadership (Table 6-3), parallel the most common facilitators
of success, particularly brokering partnerships with and employing various strategies for
obtaining buy-in from key stakeholders (Table 6-1). Again, this relationship suggests that more
proactive and intentional seeking of partnerships and pursuit of buy-in from key stakeholders
may help QIIs to overcome these common environmental barriers to success.

Table 6-3: Types of Barriers to Success
Total
Cases
(#, %)
N=38

"As Encountered" Barrier to Success

Characteristics of the Intervention
Negative emotions as project plays out
Lack of focus; goals or intervention too broad or unclear
Methodological issue
Problems with tools
The logical or conceptual connection for how the intervention will
make things better is tenuous or unclear
Discovered a lack of alignment with organizational objectives
Discovered that expectations had been set incorrectly
Repeated pilot-testing of different change packages yields no
improvement
Desired changes impossible to integrate with current practice
Failure to implement suggested strategies
Unable to scale up a successful pilot intervention
Characteristics of the Environment
Lack of influence or authority of the QI team
Leadership not committed to the QII
Providers unenthusiastic or apathetic about the QII
Providers resistant to the rationale for the QII
Competing priorities
Providers fearful to change habits due to low job security
Characteristics of the Team
Absence of partnerships or cooperation between key stakeholders
Absence of QI skills, consultation or coaching
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More
Successful
Cases
(#, %)
N=19

Less
Successful
Cases
(#, %)
N=19

6
5
3
3
3

32%
26%
16%
16%
16%

1
0
2
1
0

5%
0%
11%
5%
0%

7
5
5
4
3

18%
13%
13%
11%
8%

2
1
1

11%
5%
5%

1
0
0

5%
0%
0%

3
1
1

8%
3%
3%

1
1
1

5%
5%
5%

0
0
0

0%
0%
0%

1
1
1

3%
3%
3%

9
8
6
5
4
1

47%
42%
32%
26%
21%
5%

3
1
3
4
0
1

16%
5%
16%
21%
0%
5%

12
9
9
9
4
2

32%
24%
24%
24%
11%
5%

6
3

32%
16%

1
0

5%
0%

7
3

18%
8%

Understanding Barriers in terms of Implementation Challenges
Similar to facilitators, specific barrier types can be interpreted as a representation of one
or more of the six types of implementation challenges (Table 6-4 and Figure 6-2). Barriers were
mentioned with far more frequency by “less” successful projects, and were most often related to
structural and cultural challenges. In the following section, barriers related to each
implementation challenge are discussed with the use of examples.
Table 6-4: Barriers to Success Mapped to Implementation Challenges
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5%
5%

3%
3%

8%

5%
5%
8%

3%
5%
5%
3%
3%

3%
3%

3%
5%
3%

8%
13%
13%
3%
5%
5%
3%
3%

5%
5%
5%

3%

47%
42%
32%
26%
21%
5%

26%
24%
16%
5%
11%

16%
21%
11%
11%
3%
3%

11%
13%
21%
24%
3%
5%

32%
16%

11%
3%

13%
3%

11%
5%

3%

Physical

5%
3%

32%
26%
16%
16%
16%
11%
5%
5%

Emotional

Educational

Characteristics of the Intervention
Negative emotional feedback loop from setbacks
Intervention unfocused or goals too broad
Methodological issue
Problems with tool development
Difficult to see how the intervention will improve care
Lack of alignment with organizational objectives
Expectations set inaccurately
Testing different change packages yields no
improvement
Changes impossible to integrate with current practice
Failure to implement suggested strategies
Unable to scale up a successful pilot intervention
Characteristics of the Environment
Lack of influence or authority of the QI team
Leadership not committed to the QII
Providers unenthusiastic or apathetic about the QII
Providers resistant to the rationale for the QII
Competing priorities
Providers fearful to change habits due to low job security
Characteristics of the Team
Absence of cooperation between key stakeholders
Absence of QI skills, consultation or coaching

Cultural

% of Cases with Barrier Representing a
Specific Type of Implementation
Challenge (N=38)

Structural

"As Encountered" Barrier to Success

Political

% of
Cases
with
Barrier
(N=38)

11%
11%
11%
8%

3%
3%

3%

3%

3%
8%
5%
5%
11%

8%

11%
16%
16%
8%
5%
5%

8%

8%

3%

3%
3%

Figure 6-2: Barrier Profiles of More and Less Successful Cases

Structural Barriers
The two most common structural barriers mentioned were a lack of influence or authority
of the QI team (10 of 38 cases) and leadership not being committed to the QII (9/38 cases).
An example of a structural barrier comes from Case 7A, which was an intervention
designed to implement an anonymous, web-based adverse event reporting system in an academic
medical center. Although the EQI, a physician-researcher, had literally won funding from the
hospital in a competition for improvement projects, the implementation of the plan was gradually
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obstructed over the course of 18 months by “serial middle management”. Ultimately, the EQI
ended the effort and returned the unused proportion of the project funds due to the lack of
progress. The frustrated EQI explained the dismal progression of events as follows:
Serially over the space of almost two years they obstructed every
effort, either explicitly or implicitly... I didn't get anything done…
Part of it was because different people kept 'owning' the project. It
would get shuffled from IT to quality assurance...
The very top people were always the same. It was always middle
management that was changing, so it would take a month for
someone to catch up on everything that had gone forward-schedule a new meeting, to say 'well, this is ok', just minor stuff,
change for the sake of change to show that you're participating in
some way. But nothing was actually getting done, and I think the
real travesty is that they had actually [gotten] OKs from the CEO
of the hospital on down, and the CEO had actually signed off on
the money and the project that I tried to implement. (EQI, Case
7A)
This example highlights the collision of improvement priorities with implicit
organizational priorities. The EQI described the irrelevance of quality improvement or patient
safety to the operational incentives that the “middle management” faced:
I think for the middle management, everyone in that layer was able
to demonstrate in their quarterly reports or whatever they do, that
they had facilitated the project going forward, because they had X
hours of meetings, they amended Y number of memos... I don't
think it's that uncommon... hospital corporate culture. (EQI, Case
7A)

Political Barriers
You don’t want the Chief of Staff calling up 6 months in, going
“What the hell are you doing this for? (EQI, Case 19B)
The most common political barrier mentioned was leadership not being committed to the
QII (8/38 cases). Examples of political barriers were mentioned by the EQI of Cases 10A and
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10B, who described a failed attempt to take a successful model for shared medical appointments
for diabetes (i.e. Case 10A) and apply it to depression care. The meaningful support of a key
stakeholder could not be obtained:
For example, the shared medical appointments for diabetes and
depression stuff, the Chief of Psychiatry said he was really
involved, but push came to shove. He would not give resources and
really come to the table and make it happen, so it fell apart.
To make clear the importance of obtaining substantive commitments from key stakeholders, the
EQI colorfully punctuated this anecdote:
Those are the ‘hit me in the face’ things that really need to happen
for successes. (EQI, Case 10A)
Case 4A, which was a “less” successful intervention to implement a fall-prevention outreach
program for rural patients, provides another illustration of political barriers. The EQI, a
physician-researcher in a government-run integrated health system, described how the project
was misaligned with larger organizational goals:
It’s not at the highest level of authority. [Leadership is]
moderately supportive; for example, managers’ salaries are tied to
colon cancer screening… not to falls prevention yet. This isn’t
necessarily the most important quality problem for the institution
to solve at this time… Incentives aren’t as high for falls. (EQI,
Case 4A)

Cultural Barriers
The two most common cultural barriers mentioned were providers resisting the
motivation or rationale for the QII (9/38 cases) and providers being unenthusiastic or apathetic
about the QII (8/38 cases).
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A clear example of a cultural barrier comes from Cases 15A and 15B, the set of nursing
home interventions described in detail in Chapter 4 (“A Chase after Wind”). The first failed
intervention in this case was a staff communication enhancement protocol for certified nursing
assistants (CNAs). The project leaders had developed the intervention by going, with the support
of the administration, to the CNAs and asking them what needed to happen to improve care. The
answer came across very clearly that:
In order to improve care, they [the CNAs] needed to have better
communication between shifts. They showed up for work and were
given a room assignment, with no idea who the patient was, or
their issues. They weren’t told if their patients from the day before
had died. There was no communication between shifts, and there
was no communication between staff and administration. (EQI,
Cases 15A/15B)
As described previously, however, the resulting intervention never got off the ground:
So we came up with an intervention to address that, and halfway
through, the intervention was sabotaged by the top management.
(EQI, Cases 15A/15B)
This “sabotage” consisted of the administration abandoning the new intervention and mandating
the use of a much longer, off-the-shelf, non-customized form that the nursing home had
purchased three years prior. The EQI laid the blame for this behavior at the feet of cultural
barriers between the nursing home administration and front line workers:
It wasn’t out of meanness or hostility that it was sabotaged [by
management], it was cultural… the administration does not believe
that CNAs can think, interpret, or use judgment. They’re treated as
cattle. (EQI, Cases 15A/15B)
Thus, in this example, a barrier to the QII’s success arose from a cultural issue based not on
opposition to the intervention itself, but rooted in deeper differences between two key
stakeholder groups in the project (frontline workers and administration). The subsequent success
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of Case 15B, in which the intervention was tailored more to the administration’s needs,
illustrates the importance of devising solutions to overcome such cultural barriers.

Educational Barriers
Educational barriers were the least common type overall, but most often took the form of
providers resisting the motivation or rationale for the QII (4 of 38 cases). In most cases,
interview subjects expressed that such experiences had taught them the importance of educating
targeted providers and groups about their interventions, as well as new strategies for doing so.
Just such an example comes from Case 20A, which was a state-funded attempt to expand
a successful pilot intervention from one city to thirty. The intervention itself involved local
public health departments, and was aimed at improving the prenatal and perinatal care of lowincome mothers, as well as building the mothers’ childcare knowledge and skills. The
intervention would require local public health workers to change many of their routine habits, so
a good deal of education on the intervention would be required. Unfortunately, the EQI only later
on realized that when the QI team visited each city separately in order to ramp up the project,
they inadvertently made the process highly ineffective:
We didn't know how to use the variation across sites productively;
we needed to bring everyone together to show them how differently
they did things instead of going site-to-site and letting each site
continue to believe that their process was the best way of doing
things. (EQI, Case 20B)
In this case, as in many, the lessons learned from such setbacks would later inform subsequent
and much more successful interventions.
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Emotional Barriers
The two most common emotional barriers mentioned were the leadership not being
committed to the QII (6/38 cases) and providers being unenthusiastic or apathetic about the QII
(6/38 cases).
An example of an emotional barrier comes from Case 1A, which was a collaborative of
independent primary care practices to improve colorectal cancer screening rates. The EQI
characterized the less successful practices in the collaborative as speaking primarily in terms of
limitations and excuses for why changes aren’t possible:
Low-performing practices are more likely, it seems, to talk about
the barriers, like ‘we don’t have any control of our nurses’ time’,
‘we never get together as a team’, or ‘our administrator
changed’… They can speak more to their barriers than to their
motivation. (EQI, Case 1A)
This example stands in contrast to the more successful practices in the same collaborative, who
were characterized by the EQI as having a “we can always get better” outlook.

Physical Barriers
Physical barriers were mentioned relatively infrequently, but three types were most
common: negative feedback cycles as the project played out (4/38 cases), a lack of focus (4/38
cases) and methodological issues (4/38) cases. Describing a few examples will make these types
a bit clearer. In the case of the negative feedback cycles, two cases featured onerous tools (Case
17A, a computerized clinical decision-making system; Case 16A, an unwieldy communication
protocol sheet) that proved frustrating to work with and contributed to a loss of momentum on
the project; the other two projects failed to provide planned data feedback to providers, at least
partially due to technical shortcomings in data infrastructure. The cases suffering from a lack of
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focus cases typically set the scope of the intervention over an impractically broad clinical area,
such as all provider interactions with any patients having comorbid heart failure.

Summary of Implementation
The overwhelmingly clear message when facilitators and barriers are viewed side-by-side
(Figure 6-3) is that “less” successful projects encountered more barriers, and “more” successful
projects made use of more facilitators. Although a cursory interpretation of Figure 6-3 may lead
one to believe that the results of QIIs are consigned to fate and the particular blend of good and
bad things they encounter, a closer look reveals that QII teams have significant recourse to
implementing successful tactics and strategies in order to overcome barriers.
Facilitators were most often related to structural, political, cultural or emotional
challenges, and barriers were most often related to structural and cultural challenges. Certain
facilitators of implementation, such as seeking out partnerships between key stakeholders, can be
employed to overcome or cancel out common barriers, such as a lack of influence or opposition
by leadership.
Thus, this chapter should lend hope to QII designers and implementers that pursuing
strategies to overcome barriers, most notably seeking out partnerships to overcome leadership
resistance or reticence, can play a significant role in generating successful results.
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Figure 6-3. Combined Facilitator/Barrier Profiles of More and Less Successful Cases
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Exploratory Topics and Possible Future Work
Although the main analyses of this study were primarily organized according to the
dimensions of project origination, organizational characteristics, intervention design and
implementation challenges, several topics potentially worthy of future inquiry emerged. Three
such topics are described in the remainder of this chapter. Several respondents perceived
“competing priorities” to be a near-ubiquitous hindrance to quality improvement, so I briefly
explore that particular barrier in more detail. Then, I explore when and why the QIIs in this
sample ended—a perspective on the QII life cycle. Finally, I briefly explore what happened to
the intended changes of QIIs after the interventions ended—in other words, the QIIs’ postintervention fate.
Competing Priorities
As an example of the multitude of interesting subtopics that could be explored more fully
in future work, ideally with more rigorous surveys, one of the more notable recurrent barrier
types that QIIs encountered were “competing priorities.” Specifically, this term refers to
situations in which a finite set of resources must be devoted to multiple endeavors; the implied
barrier is that QIIs enjoy fewer resources than ideal due to the existence of other demands on
those resources. The resources in demand can be either those of the organization, in which
multiple projects (including QIIs among other organizational initiatives) compete for leadership
support, money, time, personnel or space, or those of individuals, in which multiple projects
compete for the targeted providers’ time, attention and effort.
Although this was not the most common barrier elicited in this study, multiple interview
subjects described competing priorities as a ubiquitous, intractable challenge across all QIIs. Due
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to these comments, the ostensibly low prevalence of “competing priorities” in the data seemed to
belie a more significant and insidious influence on QIIs’ success. Therefore, I reassessed each
case, specifically looking for instances in which specific difficulties or setbacks seemed to be
caused, at least in part, by competing organizational or individual priorities.
For each case, I noted both whether it had encountered—and whether it had overcome—a
situation involving competing priorities. In regard to whether a QII had encountered competing
priorities, I was very inclusive on this criterion; although a project may not have had to fight
another project head-to-head for resources, it may have utilized an executive’s enthusiasm for a
certain disease or for quality improvement in general to ensure that it would be given a high
priority in the organization. In such a case, that project really had pre-emptively dealt with the
issue of competing priorities by making sure that it would receive preference in relation to other
competing demands on organizational resources. Therefore, I coded each case as having
overcome competing priorities either preemptively or during implementation, or having not
overcome them at all.
I found that nearly all QIIs in this sample (32 of 38) dealt with competing priorities in
one way or another (Table 6-5). Overall, 22 of 32 cases managed to overcome this barrier and
make the QII a priority. The differential ability of more successful and less successful cases to do
this was quite stark, as 16 of 17 “more” successful cases were able to make their QII a priority in
the face of competing demands, while only 6 of 16 “less” successful cases were able to do so. A
majority of cases that overcame competing priorities (14 of 22) did so pre-emptively.
Although competing priorities very clearly separate into organizational and individual
priorities, the brief analyses shown here do not make such distinctions, and would represent a
logical step for future work. However, in terms of making QIIs an individual priority, it helped
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greatly when the intervention made individuals’ work more meaningful, such as the strategy of
sites in Case 5B to send providers to conferences to give them a “big picture” view of the larger
context of the project. Other key facilitators for making QIIs a higher priority for individuals
included a focus on an inherently compelling clinical issue, such as pediatric ventilatorassociated pneumonia (Case 16B) or the intervention itself making work more fun (e.g. the
shared medical appointments example from Case 10A), less burdensome (e.g. the work-saving
order sets from Case 8B) or more financially rewarding (e.g. the financial incentives from Case
15B).

Table 6-5. Frequency of Competing Priorities as a Barrier to Success

Status of Competing Priorities

Total Cases
(N=38)

Encountered
Encountered, but not Overcome
Overcome (at any point)
Preemptively
After Encountered

32 (82%)
22 (56%)
22 (56%)
14 (36%)
18 (46%)

More
Successful
Cases
(N=19)
17 (89%)
8 (42%)
16 (84%)
11 (58%)
16 (84%)

Less
Successful
Cases
(N=19)
15 (75%)
14 (70%)
6 (30%)
3 (15%)
2 (10%)

p-value
(Fisher's
Exact
Test)
0.41
0.11
0.003
0.02
<0.0001

Upon this brief further exploration, it seems that, as predicted by multiple interview
subjects, nearly all projects encounter competing priorities as a barrier, whether it is perceived as
such or not. Although I cannot speak to any causal influence, more successful projects tended to
be more successful at making their interventions a priority to both the organization and the
individuals within the organization. Additionally, when projects did make their interventions a
higher priority, they tended to do so pre-emptively, that is, before the barrier was ever overtly
encountered.
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QII Life Cycle
In what amounted to an amateur pathologist’s post-mortem cause-of-death case series, I
attempted to index each case by the stage it had reached at the project’s end. QIIs often play out
through unpredictably iterative feedback cycles of design, implementation, redesign and
reimplementation, which makes viewing them as linear processes an artificial endeavor.
However, some projects clearly get further along than others, so I attempted to categorize the
“stage” each case was in when it ended, using the following five linear stages: idea,
development, pilot-testing or revision, implementation, and evaluation. Exploring the complex
iteration of QIIs through these stages represents a possible avenue for future research.
Most QIIs (31 of 38) reached a formal evaluation stage, including all 19 “more”
successful projects. Among “less” successful projects, 12 of 19 (63%) reached a formal
evaluation stage; thus, roughly one-third (37%) ended before reaching any evaluative stage. My
sampling strategy posed a significant limitation to this analysis, in that the “more” successful
cases were highly likely to have already been published, and thus by definition would already
have reached a formal evaluation stage. Future work in this area would ideally develop a sample
of QIIs without relying on publication status.

Table 6-6. Final Stage Reached Before QII Termination

Stages in QII Life Cycle

Idea
Development
Pilot-testing / Revision
Implementation
Evaluation

Cases
Terminating
at Stage
(N=19)
1
1
2
3
12

%

5%
5%
11%
16%
63%

Cases
Reaching
Stage
Successfully
(N=19)
19
18
17
15
12
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%

100%
95%
89%
79%
63%

Post-Intervention Fate
The system and bundle is now hard-wired—it’s not going to die at
this hospital (SQI, Case 16B)
After exploring how long interventions had lived, it was natural to wonder whether their
intended changes had persisted beyond the end of the project. I thus reviewed each case to
ascertain the “post-intervention fate” of the QII’s intended changes, coding each as discarded,
continued on in some way (which includes redesigns or new attempts at implementation) or
embedded as standard practice. Although future explorations of this question would require more
detailed follow-up with interview subjects, I was in most cases able to piece together what had
happened. However, I did re-contact personnel from specific cases via email when I could not
discern from the original interviews what had happened.
Slightly more than half (11 of 19) of “more” successful projects became embedded as
standard practice (Table 6-7); therefore, nearly half of “more” successful projects (8 of 19) were
not embedded as standard practice. With “less” successful projects, nearly half (9 of 19) were
abandoned, while the same amount (9 of 19) were continued on in some way. A fascinating
finding is that nearly a quarter of “less” successful projects were later re-designed or reimplemented and led to a successful result. The theme of learning from failures echoed
throughout the interviews in this study, and this finding lends credence to such a message.
Table 6-7. Post-Intervention Fate of Intended Changes
Post-Intervention Fate
Changes discarded
Later Made Successful
Intervention continued on in some way
Later Made Successful
Became Standard Practice
Unknown

Total Cases
(n, %) (N=38)
11 (29)

More Successful Cases
(n,%) (N=19)
2 (11)

14 (37)

5 (26)

12 (32)
1 (3)

11 (58)
1 (5)
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Less Successful Cases
(n, %) (N=19)
9 (47)
1 (5)
9 (47)
4 (21)
1 (5)
0 (0)

7. Archetypes of Success and Failure in Quality Improvement
I think we have to relearn these lessons over and over again…
(EQI, Cases 19A/19B)
This study primarily sought to explore and understand the complex causal influences on
the results of quality improvement interventions (QIIs). However, for those active in the field of
quality improvement, the question inevitably arises: I’m having problems on my unit and want to
run an improvement project to make things better—what do I do? How should I apply this new
“understanding?” Thus, in this chapter, I will attempt to make the results of this research
practical.
First, I will briefly recap the main findings from the primary analysis of the paper. Then,
I will describe nine archetypes of success and failure for quality improvement interventions.
Recognizing these recurrent patterns in how QIIs play out over the course of a project and result
in success and failure may help practitioners to see blind spots, pursue more productive strategies
or decide which types of projects to pursue. Then, I will describe several guidelines for
successful quality improvement practice that emerged from these interviews. Finally, I will
discuss the limitations of this study.

Recap of Results
This research, a multiple case study of quality improvement projects, used a predefined
conceptual framework to organize results and assist in discovering common patterns, strategies
and processes that led QIIs toward either failure or success. Cases were analyzed systematically
along four dimensions: project origination, organizational characteristics, intervention design and
implementation challenges. I collected stories and results from 19 more and 19 less successful
QIIs.
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Overall, all QIIs approached design by concentrating on setting expectations and building
capacity, but more successful QIIs used these levers for change to address more types of
implementation challenges. More successful projects (and those at more well-integrated
organizations) used monitoring and assessing performance as a lever for change more frequently
than less successful projects (and those at less well-integrated organizations) did. More
successful projects tended to design QIIs and utilize facilitators to address structural, cultural and
educational challenges more commonly than less successful QIIs did. Overall, less successful
projects faced more barriers, and more successful projects utilized more facilitators.
The main takeaway from these findings for QII designers and implementers are severalfold: design interventions to apply multiple levers in order to effect desired changes, particularly
monitoring and evaluating performance (in addition to setting expectations and capacity
building); design interventions to address as many potential barriers as possible; and continually
seek to identify and utilize facilitators, particularly brokering partnerships and obtaining broad
stakeholder buy-in. From a long-term perspective, QII leaders should always seek to learn from
failures and setbacks; QII researchers and journal editors should take note and seek to describe
more fully the constructive failures of quality improvement in addition to successes.

Archetypes of Success and Failure
A Qualitative Analysis of Causal Influences
Quality improvement interventions are complex stories. Like literary novels, they are
comprised of the plans and actions of multiple characters, unfolding through specific events over
the course of time. As such, analyses that seek to boil these complex stories down to discrete
variables and categories, despite the insights they may reveal, tend to leave a sense of
incompleteness. Classic works of fiction reveal deep truths about how to think, feel and live our
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lives, yet these lessons are not mined through variable-based textual studies. Having based the
main portion of this study of QII stories on just such a reductionist framework, I thus sought an
additional method to express more tangibly the full power of these stories.
Therefore, I compared cases qualitatively, simply asking, “Why did this project turn out
the way it did?” The diagram of causal influences (Figure 7-1) discussed in Chapter 2 guided this
inquiry, as I essentially rated each QII by the relative influence (none, moderate, strong) that
each of the four main components—context, intended changes, intervention design and
implementation strategy—had had on the eventual result. When I then grouped cases with
similar causal profiles, the stories—the characteristic patterns explaining why one QII succeeded
and another did not—re-emerged clearly. The cases within groupings each seemed to tell the
same distinct story of how they had achieved or fallen short of success.
In this section, I will briefly describe the archetypes that emerged. Then, I will discuss the
two primary applications of these archetypes. First, by helping to explain quality improvement
evaluation results in a retrospective way, these story types will assist in making interventions
more generalizable. If we can more fully understand how a project produced the successful (or
unsuccessful) results it did, we will then be better able to successfully replicate not the project
itself, but rather the project’s successful results (or avoid its unsuccessful results). Second, these
archetypes can be utilized in a prospective manner by any QII implementers for helping to
inform how to relatively invest their limited resources to greatest maximize their chances of
success. Because these archetypes were determined by the relative influence of four different
factors, assessing the influence of context ahead of time will allow QII teams to make better
judgments on how much relative importance to place on the three factors under their control—
intended changes, intervention design and implementation strategy.
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Figure 7-1. Paradigm for Use of Knowledge in Quality Improvement

Nine archetypal QII storylines emerged, illustrating recurrent patterns in how QIIs play
out over time given different combinations of intended changes, intervention design, context and
implementation. Five of these were archetypes of failure, including four of design failure (The
Squelched Idea, The Bad Idea, The Best and the Brightest, The Tragic Hero) and one of
implementation failure (Couldn’t Roll with the Punches). For the more successful QIIs, four
archetypes emerged, including one of implementation success (Pounding the Pavement), one of
context or circumstance (The Lucky Strike), and two of design success (The Great Idea, The
Complete Package). I describe each type below in more detail, giving characteristic examples
and highlighting the relative influence of each of the four major causal dimensions: intended
changes, intervention design, context and implementation.
Because these archetypes are intended to be of practical use, it is important to note that
QII teams have direct control over three of the four influences—intended changes, intervention
design and implementation strategy. The fourth influence, context, is either not under control of
the QII team (if their purview is restricted to specific organizations) or only under their control to
the extent that they can choose which organizations or sites to invest in. Thus, by highlighting
recurrent patterns of success and failure, these archetypes may be helpful in guiding strategic
decision-making about where, when and how to improve quality given limited resources.
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Failure of Design
The Squelched Idea
“And the basic response was… that’s a great idea, and someday
we should focus on that.” (EQI, Case 2A)
These cases never truly saw the light of day. Some were stopped at the idea stage and
never developed into an actual intervention, and others never made it past an initial pilot-testing
phase. The cases in the sample were characterized by ideas for improving acute care in highlyintegrated organizations that ended before ever getting off the ground. According to Figure 7-1,
the results were partially influenced by the change package and partially by the context, in the
sense that the interventions were never fully developed or implemented. [Cases: 2A, 14A, 16A,
18A]

The Bad Idea
“[The project was] useful, because it showed that they
[educational materials mailed to physicians] are rarely worth
doing.” (SQI, Case 12A)
“The overall results were disappointing, but we did get our
questions answered in terms of the method” (SQI, Case 17A)
When a published QII evaluation concludes that a project was a failure, casual readers
assume that the intended changes themselves were flawed, and are not worth trying to repeat
elsewhere. With this type, that is indeed the case. Each of these cases encountered few barriers,
and implemented the change package exactly as planned. Therefore, the EQIs were able to
conclusively establish that the lack of successful results was due to the inherent ineffectiveness
of the intended changes themselves. This stands in contrast to the other archetypes of failure, in

147

which the results are confounded by intervention design, context and implementation strategy.
[Cases: 12A, 17A]

“The Best and The Brightest”
After the [academic detailers] started making their visits, we just
sat back and waited for the data to accrue… then we analyzed the
data, there wasn’t an effect… and that was pretty much it. (EQI,
Case 11A)
David Halberstam’s 1972 book, The Best and The Brightest, documented in detail the
shortcomings of intellectuals in the Kennedy and Johnson administrations to translate theories of
war-making into effective strategies for success on the ground [104]. The QIIs of this archetype
suffered from the same difficulty in adapting theories of change and improvement into effective
programs for producing change. These cases are characterized by extensively developed and
theoretically sound intervention designs, but failures in the planning for how to deliver those
changes and maximize their effectiveness. Using the causal influences diagram, the results of
these projects are influenced partially by intervention design, context and implementation.
Each of the cases in this sample were characterized by attempts to influence individual
providers in loosely- or non-organized settings (such as all primary care physicians in a region),
and failed to tie the desired change in behavior to “a daily driver of activity” for these providers.
In other words, these projects overly focused on crafting a picture of the ideal processes of care
and but gave insufficient consideration to the incentives that would compel providers to actually
change their ways.
Case 12B, which was an intervention to improve primary care physicians’ adherence to
clinical guidelines for acute low back pain across an entire geographic region, epitomizes this
archetype. Despite being funded for a year of time to simply develop the intervention (in addition
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to a year for implementation and follow-up evaluation), a critical part of performance
monitoring—patient recruitment—had to be abandoned during implementation due to “a heap of
issues” raised by IRB review related to obtaining consent. The luxury of this extended
intervention development time had benefits and drawbacks, as many parts of the projects ended
up being finalized in a hasty manner due to developmental deliberations carrying on for such a
long time:
It had already went over time… There was a pivotal meeting by the
local investigators where we just said, “Let’s lock ourselves away
for three days and let’s just… get this sorted out”, and I think that
was kind of a pivotal time. A realization that time was running out,
but also just, you know, that we need to get something that we can
actually do. (EQI, Case 12B)
Ultimately the intervention was developed into a highly-refined “educational event” that,
unfortunately, failed to reach a significant number of targeted providers, and ultimately had no
effect on the targeted process or outcome measures. It did, however, have a positive effect on
“intention to adhere to evidence-based guidelines.” The fact that this self-reported attitudinal
measure was the lone successful result of this QII illustrates very well the shortcomings in this
archetype. By overly focusing on the “what” of ideal care and ignoring the “why” of ideal care,
the “Best and the Brightest” interventions fail to plan and implement change packages in ways
that will actually induce providers to change their behavior, and thus inevitably fail to produce
successful improvements in care. [Cases: 3A, 8A, 9A, 11A, 12B]
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The Tragic Hero
You can't expect an acute care intervention to have a long-term
impact on a chronic disease that's characterized by relapse… We
were really naive when we tried to take on heart failure... (EQI,
Cases 6A/6B)
A tragic hero is a literary character that embodies all the trappings of success, and is
seemingly destined for victory no matter the conflict that arises. However, these characters have
a fatal flaw, an ultimately devastating weakness that turns the story from triumph to tragedy.
Likewise, Tragic Hero QIIs typically come from a pedigree of success, but faced with new
challenges and new environments, are done in by a fatal flaw carried over from the past.
Using the terminology of the causal influences, the failed results of this archetype are
influenced by flaws in the intervention design. The irony of the tragic hero is demonstrated by
the fact that all of these cases had already achieved earlier success with the same intervention
design in a different context. These cases were characterized, like the Best and the Brightest, by
logical change packages, but devoted relatively more resources to intervention design and
implementation strategy. The implementation process was often a strength, with the QII team
demonstrating deft facility and strategy in putting the planned intervention into effect. Therefore
cases are seemingly set up for success, but inevitably one glaring, irrevocable flaw in the
intervention’s design emerges as it is implemented in a new context.
In Chapter 4, I briefly described Case 6B, which took the intervention design from Case
6A (education, standardized order sets and performance feedback to providers) for improving the
rate of evidence-based care for heart attacks and attempted to apply it to improve the rate of
evidence-based care for chronic heart failure. Although this design had already worked
fantastically (reducing mortality on a statewide basis) in Case 6A, the EQI admitted that they had
150

failed to appreciate the added complications that came with applying it to a different clinical
situation:
Think about it. [Acute myocardial infarction] is in the CCU and
patients have a designated set of caregivers. With HF, it's on
surgical, medical, OB floors, so designing an intervention to reach
all of those places is much more complicated. It’s harder to find
them, harder to influence them, it’s harder to keep them on board.
(EQI, Cases 6A/6B)
This archetype is thus characterized by often previously-successful interventions that
seem as if they should work, and are often accompanied by significant funding, support and
momentum, but the process of implementation reveals a fatal blind spot that prevents success.
The other tragic flaws seen in this archetype (in this sample) included: requiring hospitals to
implement a rapid-response system in a randomized trial without providing financial support or
obtaining local buy-in (Case 13B); expecting collaborative sites, after an initial nine-month
collaborative, to propagate changes and initiate regional improvement efforts on their own,
without coaching, training or follow-up with regard to QI leadership (Case 19A); and attempting
to scale a successful pilot program (for improving perinatal care for low-income mothers) from
one city to thirty cities without setting up a process for those thirty sites to come together and get
on the same page as to why any changes to standard practice were necessary (Case 20B; also
described in Chapter 6 under “Educational Barriers”). As the Greek dramatists first established,
the Tragic Hero is ultimately done in by a fatal—and often hidden—flaw. [Cases: 6B, 13B, 19A,
20A]
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Failure of Implementation
Couldn’t Roll with the Punches
[It was] hospital corporate culture... nothing to do with science or
quality improvement... had to do with too much middle
management. (EQI, Case 7A)
To express his observation that only the initial phase of any military operation can be
planned, the Prussian Field Marshal Helmuth von Moltke famously remarked that no battle plan
survives contact with the enemy. Similarly, the cases in this archetype are characterized by
complications that developed during implementation and presented major barriers to project
completion. A combination of contextual barriers and implementation mistakes caused these
projects to be “less” successful.
It may seem too harsh to refer to these as failures of implementation, as in most cases, the
interview subjects mentioned encountering contextual barriers beyond their control. For instance,
Case 4A, the telephone-based falls prevention outreach program to rural patients, depended
critically on a department of nurses that specialized in such telephone outreach. Over the course
of the project, however, competing priorities consumed that department’s time:
It’s hard to imagine now how excited they [the intervention nurses]
were back then because of increasing demands on their time. (EQI,
Case 4A)
And the department head, an ardent champion of the falls prevention project, effectively sounded
the death knell for the QII by retiring:
[The lead nurse] retired, and that probably played a big role in the
project drying up. (EQI, Case 4A)
Although in many cases it may have seemed that there was little the QI teams could have
done to prevent these barriers from arising (e.g. nursing home administrators “sabotaging” the
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intervention; “serial middle management” blocking all progress), there are productive actions
that could have been taken in response. In each case, the subjects I interviewed suggested that
had broader buy-in and support from key stakeholders been obtained, either before or during the
projects, the effects of these barriers could have been mitigated. Because such support-building
and partnership-brokering is an implementation step (see “Pounding the Pavement” below),
ultimately I consider this archetype a failure of implementation. Had the QII teams successfully
pulled together the necessary structural and political support, these cases may not have ended
prematurely, as most of them did. [Cases: 1A, 4A, 7A, 10B, 15A]
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Success of Implementation
Pounding the Pavement
I think the key to this was getting the information out in multiple
meetings… I don’t want to say inundating, but maybe I did
inundate. I talked to the admitting folks, I talked to the front desk
folks, I talked to the lab, I talked to security, you know, nonclinical people, because I wanted them to know…So the whole
organization was informed… I think it was August that I did 35
meetings. I was dead. (SQI, Case 18B)
The results of QIIs in this archetype are largely due to the successful employment of deft
strategies and tactics during implementation, particularly with regard to obtaining buy-in from
key stakeholders. The intended changes and intervention designs in these cases tended to be
experimental, and thus QII teams were relatively unable to rely on evidence to obtain buy-in.
Instead, they demonstrated both persistence and ingenuity in re-orienting stakeholders’
perspectives on why and how care could be improved:
When I’d talk to people and they’d scrunch up their faces, I’d go
back and have to say, ok, how do I angle this to these people so
they can see that there’s some benefit in it for them? (EQI, Case
13A)
“High-energy leadership” and “creativity” are the operative phrases for these cases.
[The research associate] sorted things out in conversations at the
district level… He was the front door to the project. He had had a
lot of general life experience—a very diplomatic individual… did
all the running around, and took a lot of it on. (SQI, Case 11B)
These teams demonstrated interpersonal skills that exhibit both persistence and patience:
I’d always say things like ‘Ok, that’s not working for you, how can
I work with you to make this happen?’ or ‘Let’s try and do this,
and let me know what barriers come up.’ [It] can slow things down
to work through things together with people, but people feel more
invested in the end. (SQI, Case 16B)
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This type is further characterized by a sense that without these over-and-above efforts on
the part of the QI team or others involved in implementation at multiple critical points, the
intervention would have come to a premature and uncelebrated end, much like the “Couldn’t
Roll with the Punches” archetype described above. However, persistent and industrious
leadership by the QII team forged a pathway to success. [Cases: 8B, 9B, 11B, 13A, 16B, 18B]
Success of Context or Circumstances
The Lucky Strike
[High-performing practices were] just intrinsically motivated and
wired to improve care. They want to do the right thing and will
persevere in a difficult situation to make things right… (EQI, Case
1B)
This archetype is characterized by a relative simplicity of intervention design, very few
implementation barriers, and above all, a context that is primed for improvement. In the
terminology of the four main causal influences, the intended changes were a relatively minor but
positive influence, the design and implementation were relative nonfactors, and the context was
the predominant positive influence on the project’s success.
In most cases, the providers and organizations are already so inherently committed to
improving care and working through barriers that it’s difficult to tell if the intervention design
mattered or not. Issues that may have arisen as major barriers elsewhere simply are hidden by a
favorable organizational context:
These are practices that are willing to tolerate a certain amount of
imperfection in the tool. (EQI, Case 1B)
This archetype is defined by a context that sets interventions up for success, and thus presents
very few barriers to the implementation of sensible change packages. [Cases: 1B, 2B, 3B, 14B]
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Success of Design
The Great Idea
[In regard to a shared medical appointment intervention], for
providers, you’re working together on a common goal and if I
don’t know something, somebody probably does. We’re willing to
help each other out… when you have a patient who is really rough,
you run it out with other people. When you have unbelievable
successes, you feel good to share success with everybody else.
(EQI, Case 10A)
In the Great Idea archetype, the successful results are primarily influenced by the
intended changes, which are perfectly suited to address a specific issue in a specific context.
Although contextual and implementation barriers often did arise, the overwhelmingly
appropriate matching of a specific solution to a specific problem allowed the intervention to
overcome those barriers with very few changes or setbacks.
Case 7B, an intervention to improve the care of patients with hip fractures and
osteoporosis, began with a complaint that the EQI fielded from an orthopedic surgeon.
Essentially, surgeons disliked being responsible for providing ongoing outpatient care for
osteoporosis, and internists struggled with caring for post-surgical hip fracture patients. The EQI,
a physician-researcher, then designed an intervention to have a case manager follow all hip
fracture patients and ensure they were receiving the appropriate care. This intervention made the
orthopedic surgeons (a key stakeholder) happy and resulted in more patient-centered and
objectively higher-quality care delivery for osteoporosis. Given the situation and problem, this
was simply a great improvement idea that proved to be “effort-neutral” on the part of clinicians
and whose major cost—the case manager—was offset by reductions in caring for complications
from osteoporosis.
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Case 10A, an intervention that involved shared medical appointments for diabetes
management, illustrates another example. The shared appointment model in this intervention
required that a group of troubled diabetic patients, the “worst of the worst” in terms of being able
to self-manage their disease, met with an interdisciplinary group of providers, including
internists, nutritionists, psychologists and nurses. According to the status quo, one provider
would meet with one patient at a time. This strained the providers in the sense that working with
such difficult patients, one-on-one, for long periods of time with no improvement in selfmanagement became very frustrating. Conversely, patients would feel isolated and uninspired
from falling into the same routine with their regular provider. With the shared appointments
model, however, providers shared the burden of caring for these patients, including coming up
with self-management tips and motivational techniques. Interestingly enough, the patients drew
inspiration from each other, and felt more engaged with their own improvement when given the
opportunity to interact and talk to each other about their struggles. When a few patients started to
make unexpectedly positive gains in their health status, the momentum—among both providers
and patients—just built on itself:
We were making big changes in people and starting to influence
people who were resistant to change. I think that had a lot of
impact outside just the data. It was more of an emotional response
on behalf of the patients. It was the “Ah ha!” moment that they
would bring back to their provider. (EQI, Case 10A)
Thus, as the archetype suggests, these intervention designs are simply so well-suited for
their particular problem and context that implementation was a relative non-factor; few barriers
were encountered, and positive momentum simply builds from the positive experiences of key
stakeholders. [Cases: 7B, 10A]
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The Complete Package
Lever as far and wide as possible. (EQI, Case 6A)
These are the cases that always took the extra step to think through barriers ahead of time
and explicitly account for or plan around them. This assess-and-respond strategy was employed
throughout the project as barriers arose as well, not simply during the planning phase. These
cases truly illustrate the four causal influences on success in quality improvement: contextual
barriers played a significant role, but prudent intervention design and proactive implementation
strategies neutralized the effects of those barriers. Therefore, these projects could thus establish
the efficacy of the intended changes for causing improvements in care.
However, just as much as it would be a mistake to fault the intended changes for a failure
of implementation, it would be a mistake to discount the role of intervention design and
implementation in these projects. The whole package—intended changes, design and
implementation—were the cause of the improvement. Thus, by strongly emphasizing each of the
three components under the control of the QII team, this archetype is the one most prepared for
maximizing its chances of success. This perspective on intervention design is illustrated by the
following quote:
Then I designed a program to pull as many of those levers as
possible… if evidence says CEO support is important, why
wouldn’t I bake something in for the CEOs? (EQI, Case 5B)
This archetype is called the “Complete Package” because these QIIs are the most
comprehensive in employing multiple levers for change and addressing multiple pertinent
implementation challenges. These projects typically all had multifaceted expectation-setting and
capacity-building components, but also took great care to monitor and regularly evaluate the
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metrics and results the interventions were designed to achieve. These metrics were defined ahead
of time, and regularly fed back to key stakeholders in the implementation process. Regular
review meetings continually utilized—and acted upon—these data to assess trouble spots and
make mid-course corrections or tweaks. Perhaps hidden but no less important, these projects also
all mastered the art of incentivizing organizations and individuals to participate, but only two of
them used explicit financial incentives. Much more commonly, these QIIs spoke to the indirect
incentives that relate to health care providers’ sense of mission and calling.
Seemingly regardless of the barriers faced, these interventions achieved success by
putting together the whole picture of how to effect change: set expectations, build capacity,
speak to and explicitly address the motivation of providers and stakeholders, continually measure
and reassess whether the project is achieving the results it aims for, and tweak things when
barriers or setbacks arise. [Cases: 5B, 6A, 15B, 17B, 19B, 20B]
Archetypes can help explain the “how” of quality improvement results
Tables 7-1 and 7-2 summarize the relative influence of each of the four causal factors for
each archetype. These archetypes should be useful to quality improvement practitioners in two
primary ways: retrospectively, by giving tangible, practical stories and terms that can act as a
simplifying but informative and actionable handle on a very complex causal situation; and
prospectively, by forecasting likely trouble spots and prescribing pathways to success in terms of
coping with a favorable or unfavorable context by investing in intervention design and preparing
for a challenging implementation phase.
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Table 7-1. Archetypes of Failure as Explanatory Guides to QII Results

The Squelched
Idea

The Bad Idea

“The Best and the
Brightest"

The Tragic Hero

Couldn't Roll
with the Punches

≈

≈

↓

↓

↓

≈

↓↓↓

≈

≈

≈

positive influence (slight / strong)
negative influence (slight / strong)
neutral influence

≈

≈

↓↓↓

↓

↑

Result

Description

Exemplary Quote(s)

Implementation Strategy

Intervention Design

Intended Changes

Relative Impact on Result

Context

Archetype

≈

≈

↓↓↓

≈

↓↓↓

-

-

Project never saw the light of “That’s a great idea, and
day.
someday we should focus on
that.”; “[It was] hard to
convince people that it was
worth doing.”
Project implemented the
“[The project was] useful,
intervention faithfully enough because it showed that
to allow a clear,
[mailed educational cards] are
unconfounded demonstration rarely worth doing.”
that the intended changes are
ineffective. This was relatively
rare among 19 cases studied.

-

Project overemphasized
sophisticated intervention
design at the cost of a handson, practically-minded
implementation strategy.

-

Previously successful project “We were really naïve when
failed to generalize or adapt to we tried to take on heart
a new setting because of a
failure… Designing an
failure to account for a critical intervention to reach all of
feature of the new context
those places is much more
(the tragic hero's fatal flaw). complicated.”

-

Project encountered practical “[The lead nurse] retired, and
barriers to implementation
that probably played a big
during the course of the
role in the project drying up.”
project and failed to respond
to them effectively.

↑ / ↑↑↑
↓ / ↓↓↓
≈
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“…we just sat back and
waited for the data to accrue.
There wasn’t an effect… and
that was pretty much it.”

Table 7-2. Archetypes of Success as Explanatory Guides to QII Results

Pounding the
Pavement

The Lucky Strike

The Great Idea

The Complete
Package

↓

↑↑↑

≈

≈
to
↓↓↓

↑

↑

↑↑↑

↑
to
↑↑↑

↑

≈

≈

↑↑↑

Result

Description

Exemplary Quote(s)

Project encountered practical
barriers to implementation
during the course of the
project and responded to
them effectively, or
proactively instituted a "fullcourt press"-type
implementation strategy to
address contextual barriers.

“The key to this was getting
the information out… I don’t
want to say inundating, but
maybe I did inundate… [in]
August I did 35 meetings. I
was dead.”; “When I’d talk to
people and they’d scrunch up
their faces, I’d go back and
have to say, ‘Ok, how do I
angle this to these people so
they can see that there’s some
benefit in it for them?’”
“[The practices] were just
intrinsically motivated and
wired to improve care. They
… will persevere in a difficult
situation to make things
right…”

Implementation Strategy

Intervention Design

Intended Changes

Relative Impact on Result

Context

Archetype

↑↑↑

≈

≈

↑↑↑

+

+

+

+

Project likely would have
produced improvements no
matter the design or
implementation because the
context was conducive to
effecting positive change on
its own.
Project succeeded largely on
the strength of the intended
changes--the benefits to
providers are self-evident, or
so great relative to the costs,
that it induced providers to
work through any contextual
barriers in order to ensure the
project got implemented.

“[With group appointments]
we were starting to influence
[patients] who were resistant
to change… that had a lot of
impact outside just the data.”;
“When you have unbelievable
successes, you feel good to
share success with everybody
else.”

Project devoted time and
“Lever as far and wide as
energy to both design and
possible.”; “I designed a
implementation; barriers were program to pull as many of
frequently encountered and those levers as possible…”
overcome.
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For both producers and consumers of the QII literature, these archetypes can be used to
help explain the “how” of QII results. For evaluators and journal editors, using these archetypes
to explain a project’s results, whether good or bad, will help to correctly set expectations for
what will be required to replicate successful (or avoid unsuccessful) results in a new context. In a
sense, they can thus be used to formulate a companion “user’s guide” for any given QII
evaluation. Others have highlighted the need for such a guide for QII evaluations [105].
For example, when QII evaluations with positive results are published, those results are
most frequently interpreted—and used—as if they were of the “Great Idea” archetype; that is,
simply roll out the exact same program anywhere, and test to see if it works. However, if the
original result was actually a “Pounding the Pavement”-type success story, then for replication
purposes it will be critical to expect and prepare for implementation-phase difficulties. A spread
strategy, thus enlightened, would likely then attempt to mitigate such difficulties as early as
possible, such as by energetically and persistently obtaining buy-in from stakeholders across the
targeted organization. On the other hand, QII evaluations reporting negative results are often
assumed to be of the “Bad Idea” archetype, meaning that the intervention is not worth doing and
should not be recommended. However, if such a result were actually of the “Couldn’t Roll with
the Punches” archetype, then it remains an open question as to whether the intended changes
themselves are efficacious or not.
The “Bad Idea” and “Great Idea” archetypes are the defaults assumed by QII evaluation
readers and users, but they actually represented a small minority of the projects in this sample (2
of 19 “less” successful QIIs and 2 of 19 “more” successful QIIs, respectively). This suggests that
these archetypes can harness explanatory power for helping consumers of QII literature to
interpret and apply QII results more successfully in new contexts.
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These archetypes can also be used in a prospective or real-time manner by QII teams. By
taking the relative influence of the four causal factors—even in a rough, qualitative manner—QII
teams will be able to assess which path their project seems to be taking and make mid-course
corrections. Although expecting to have to make such adjustments is a part of any sound
implementation strategy (see next section), the corrections that these archetypes may entail
include starting the project over completely with a different intervention design, adopting a
different set of intended changes, allocating more resources to real-time implementation
monitoring, or moving the project to a new context entirely. Tables 7-3 and 7-4 illustrate the
potential for these archetypes to be used in such a diagnostic and prescriptive manner during the
course of a QII. For QIIs that seem to be failing or struggling, Table 7-3 suggests approaches to
correcting the course. For QIIs that seem to be succeeding, Table 7-4 suggests approaches to
preparing for successful replication in new contexts.
Limitations currently exist in terms of immediately using these archetypes in a
standardized manner. Next steps should include validating and operationalizing these as explicit
criteria by which to characterize quality improvement interventions both retrospectively and in
real-time.
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Table 7-3. QII Diagnoses, with Acute Prescriptions for Success

Intervention Design

Intended Changes

Context
≈

≈

≈

Diagnosis

Prescription
for Achieving Success Now

The Squelched Idea

Try again, by seeking to build partnerships
between key stakeholders; patience and
persistence are key in this situation.

Implementation Strategy

Assessment of Relative
Likely
Influence on QII Performance
Result
to Date

≈

-

Try another approach.
≈

↓

↓

↓

↓↓↓

≈

≈

≈

≈

↓↓↓

↓

↑

≈

↓↓↓

≈

↓↓↓

-

-

-

-

The Bad Idea

The "Best and the
Brightest"

The Tragic Hero

Couldn't Roll with the
Punches
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Adapt both the design and
implementation strategy to address the
apparent barriers discovered in the specific
context, and re-implement the
intervention.
Tweak the intervention design to address
the specific barrier(s) that are causing the
project to struggle.
Re-invest more effort and energy into
working through or around problems.
The most common successful strategy
involved brokering partnerships and
obtaining buy-in from key stakeholders.

Table 7-4. QII Diagnoses, with Chronic Prescriptions for Successful Replication

↑↑↑

≈

≈
to
↓↓↓

Intervention Design

Intended Changes

Context
↓

↑

↑

↑↑↑

↑
to
↑↑↑

↑

≈

≈

↑↑↑

Diagnosis

Prescription
for Spread/Replication

Implementation Strategy

Assessment of Relative
Likely
Influence on QII Performance
Result
to Date

↑↑↑

≈

≈

↑↑↑

+

+

+

+

Prepare to spread this intervention by
emphasizing and describing in detail the
Pounding the Pavement importance of ongoing review and
implementation-phase strategies to the
project's success.

The Lucky Strike

The Great Idea

The Complete Package
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Prepare to spread this intervention by first
understanding that spreading and
replicating this intervention will be
difficult, as new barriers will be
encountered in new settings.
Unexpected barriers may be encountered
in new settings, so continue to formulate
an implementation strategy for
overcoming them.
Prepare for spreading this intervention by
emphasizing the importance of the
intervention design and implementation
strategies that helped to achieve the
success in the first place.

So What Do I Do? A Practical Guide for Maximizing QII Success
For practitioners—for those seeking to design interventions to improve the quality of
care—I now hope to distill the results of this study into a concise set of guidelines for how to
maximize a quality improvement intervention’s chances of success. This study’s results suggest
four critical strategies:
1. Set the expectations and build the capacity of targeted organizations
and individuals, understanding that these steps are necessary but not
sufficient.
2. Make explicit plans for measuring and evaluating the performance of
the intervention.
3. Make explicit and address the incentives—particularly implicit
motivational incentives—for all key stakeholders in the outcome of the
intervention.
4. Make explicit plans to ensure the execution of steps 1-3. Adjust
original plans if needed.

Set Expectations and Build Capacity, But Don’t Stop There
Chapter 5 established strongly that both more and less successful QIIs took steps to set
the expectations of stakeholders and to build the capability of targeted organizations to make
changes. Both logically and from these results, we know that it is necessary for targeted
providers to have a goal and to be capable of reaching that goal. However, satisfying these
prerequisites for improvement does not correlate with success—these steps are necessary, but do
not set QIIs apart in terms of maximizing their chances of success.
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Make Explicit Plans to Measure and Evaluate Performance
I believe deeply that if the people who need to use the data to
improve don’t believe it’s valid… it’ll never work. (EQI, Case 5B)
When interventions make explicit plans for performance measurement and evaluation,
make explicit plans for how to deliver and present those results to stakeholders—including the
leadership of the targeted organization, the targeted providers and the QI team itself—and build
in ways to ensure that they will actually follow through on those plans, those interventions set
themselves apart in terms of improving their chances of success. Delivering results back to
stakeholders involved in the intervention is crucial and correlated strongly with success in this
sample, across diverse organizational settings and clinical problems.
Additionally, all design features should be aligned and complementary. Therefore, the
performance metrics employed should be aligned with stakeholders’ incentives, and delivered in
ways that speak to their motivation. With painful frequency, QII teams overlook this connecting
step. Ironically, multiple cases were driven largely by research funding, which carries with it an
explicit incentive to collect data and publish results. However, even with this measurement
pressure, the data and analyses weren’t applied during the intervention as a lever for effecting
change.
Secondly, if plans change and alterations are made to the intervention part of the way
through the project, the importance of measurement and evaluation becomes even greater. The
specific metrics may change, but the principles of diligently measuring, evaluating and
delivering performance results back to stakeholders do not. Finally, actually do it! Making
explicit plans for measurement and evaluation is merely another form of setting expectations.
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Building the capacity and incentives for the QI team to do the “boring” work of collecting the
data and analyzing it in real-time will help improve QIIs’ chances of success.

Make Explicit Plans to Address the Incentives of All Key Stakeholders in the Intervention
That’s why psychology is so important … if at the end of the day,
you don’t unleash the inherent motivation that people have, the
projects will not be as successful as they could be, because people
have to live and breathe this kind of stuff. (EQI, Case 20B)
In this study, although explicit financial incentives were rare, it is telling that the most
common facilitators of success were brokering partnerships and obtaining the cooperation and
buy-in of key stakeholders. Underlying these implementation strategies are implicit incentives—
what motivates a decision-maker to support an improvement intervention? What motivates a
provider to change how he or she does his or her work?
An SQI from Case 9B told me of a nursing unit director, who, caring about the quality of
care, chastised her subordinates for one type of error, but, unfortunately, not another type. This
behavior consequently incentivized a specific flavor of bad care. What drives key leaders to see
things the way they do? QII teams should see it as their responsibility to correct such blind spots,
and appealing to leaders’ internal motivation is crucial in giving someone a new perspective on a
familiar problem. Thus, it is critical to consider and keep the motivations of stakeholders in
mind, but even more important to put the knowledge of those incentives into practice.
However, the first practical part of the plan for addressing incentives should be eliciting
and understanding incentives. Fortunately, discovering peoples’ incentives is not rocket science;
you simply have to ask—and listen humbly—as explained here:
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Always seek to understand, otherwise you’ll never change
anything... [The provider workshops were] a very smart thing that
we did. It gave us an idea of their issues, and we had to deal with
their issues. We were very mindful to address the issues that had
been raised... I had to swallow a lot of my ego. (SQI, Case 9B)
A strategy for success in brokering partnerships, cooperation and buy-in involves identifying—
and utilizing—the incentives that key stakeholders inherently possess:
[It’s important to] create powerful allies that will support what
you’re doing… look for the good guys in leadership. I’ve been
lucky; many people in senior roles are really good guys and
actually really do want to do the right thing… that’s made it a lot
easier for me than it would have been at other places. (EQI, Case
13A)
Fortunately, QI teams are not limited to identifying and utilizing individuals’ off-the-shelf
motivations.
A specific technique for “unleashing” the motivation of healthcare providers and
stakeholders in health care organizations is to display variations in care. Holding up an honest,
but non-threatening mirror to invested parties will stoke their own interest in doing the best job
for their patients. This must be done in a safe environment, however—or those shown the mirror
will retreat into defensiveness instead of engaging with the substance. The EQI for Case 20B
makes a compelling case that, when done well, this technique is infinitely generalizable:
Will your methods work here? … every single time you do quality
improvement people ask you that question, and you know, it’s like
a standing joke. It’s replicable across all settings because of the
human element. If you get agreement about the aims, that lets you
get the measures. If you get the measures, you can collect some
data and show people the variation. Once you show them the
variation, they get interested because… they’re human. (EQI, Case
20B)
He went on to explain that this can—and should—be done on an ongoing basis throughout the
entirety of a project:
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Then you just keep facilitating that positive feedback loop once
they’ve started to experiment and change things. That overcomes
peoples’ anxiety, and they begin to feel empowered and like they
can actually make a difference. Researchers think of this as a
linear cause-and-effect process at the microsystem or system level.
But they fail to appreciate the importance of feedback loops. (EQI,
Case 20B)
Furthermore, incentives and motivations apply at the individual and organizational levels.
For individuals, the motivation could be the emotional connection to the clinical issue, the
increased joy or fulfillment derived from work, the financial benefits, the sense of being a part of
a larger mission or calling, individual recognition, the improved ease of workflow, or simply the
sense of duty and honor in one’s profession (e.g. “I think we appeal to their better nature”). I will
not soon forget when an SQI from Case 5B, a nurse-administrator-researcher, described her
motivation for improving care:
The passion is that… I know people died yesterday that didn’t need
to. So, for me, it’s not a program, it’s not getting published, not
generalizing the research—it’s all of those things—but at the
beginning, and at the end, it is… the families that have a hole in
them… because we didn’t do what we could have done yesterday.
Everybody needs a calling… I’ve found mine. (SQI, Case 5B)
For key political and organizational stakeholders, it could be any of the individual
incentives, along with operational imperatives (e.g. “We’ve got people dying on the floors”
(Case 8B)), regulatory pressure, career advancement, or appealing to the mission and calling of
the organization (e.g. “They’re all sold-out for caring for sick kids” (Case 16B)). For
organizations and outside stakeholders, strategic incentives (lower costs due to fewer errors)
could be at play in obtaining support and buy-in.
There is one key type of organizational incentive that should not be overlooked even
from the beginning of the QII—in the event that an improvement project is successful, why
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would anyone want to continue it? The fact that nearly half of successful projects in this sample
did not become embedded as standard practice attests to the importance of this factor. Appealing
to the motivation of organizational stakeholders is critical in this aspect; as suggested in
retrospect by Dr. Marner from Case 15B. If they were to try and make sure that the changes—the
vigilant attention to pressure ulcer reduction—remained embedded as standard practice, they
realized that:
Top management needs skin in the game… we would try to
convince them it was good for their careers. (SQI, Case 15B)
Thus, explicitly seeking to understand and address the incentives and motivations of key
stakeholders in quality improvement interventions will significantly increase those interventions’
chances of success.

Execute the Plans but Adjust When Necessary
There is no theory or sophisticated model here, although the truth of this simple logic is
borne out by the gritty determination evoked by these quotes:
[Teams are required to have] a day-to-day leader, which we define
as ‘someone who is losing sleep over the project for 8 months.’…
They will get the reports done, collect the data, and do what they
need to do to make sure that things keep moving forward…It’s not
sustainable forever, but you want things to become embedded, and
when you’re first doing the change, there’s a lot of inertia, so you
need someone pushing on it. (EQI, Case 19B)
[You have to have] a person who wants it to happen and just won’t
let go. They will fail and come back for a year, for three years
trying something different. The will is the most important thing…
All the other factors are just not gonna happen without this. (EQI,
Case 13A)
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I am an animated, Italian-born, totally passionate person… I am
not a calm, thoughtful, slow, kind of, you know, ‘it’s ok’-kind of
person… [I am a] ‘there is urgency’, ‘we must do something’,
‘people are dying’, ‘we must fix it’, ‘we have a responsibility’, ‘we
can do better’, ‘go for it’, ‘come on guys’ kind of person … (EQI,
Case 13A)
A big kumbayah session is nothing but fun under a tent. Absolute
passion is important, but... this was real work. (SQI, Case 5B)
For projects with finite time horizons, appointing a single person with operational
oversight, as described above, can satisfy this condition. For longer projects or those in more
complex organizations, an additional crucial step is to incorporate the oversight and management
role in a sustainable way into the fabric of the institution. In some places, this took the form of a
QI department (for example, Cases 16B and 18B), but in most cases that sustainability came
from executive leaders demonstrating a longstanding commitment to—and expectation of—
quality improvement.
The relationships between success and failure described in Chapter 4 underscore the
importance of learning from failures, persisting despite setbacks, and readjusting interventions
when things aren’t going well. Building in the structures to facilitate this process—such as
regular review meetings with empowered stakeholders—go a long way toward maximizing
success.
Finally, improvement work never ends. There are always new areas to be measured and
improved, and the skills learned in how to make things better are often applicable to new
problems. This incarnation of quality improvement as a continuous examination of multiple
dimensions of clinical quality and a continuous effort to improve upon them cannot be expressed
more powerfully than this:
There is no finish line. (SQI, Case 5B)
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Limitations
This study and its implications are subject to certain limitations. First, the unit of analysis
was a discrete improvement project, which limits the scope of the findings. While specific
interventions are perhaps the most visible and tangible aspect of quality improvement, many of
the processes that underlie long-term improvement—cultural changes and the adoption of values
and habits conducive to continuous improvement—take place over the course of years, and are
not visible in the way that explicit projects are. Although this research did not study those longterm processes per se, the principles still apply, whether the improvements and changes in
providers’ motivation is part of a finite intervention or not.
Also, because the unit of analysis was a single QII, this study serves as a guide to helping
a single QII succeed. Ideally, I would have examined more closely the differential effects of
favoring one QII over another in resource-scarce environments. Future research should study the
secondary and indirect effects of QII success and failure on the fate of related projects that are
competing for the same resources.
The unit of analysis also limits the scope of the interventions to those at an organizational
or microsystem level. The broader academic and regulatory environment bears much influence
on what types of QIIs are begun, the types of resources they can command and—dependent on
the amount of evidence available—the degree of buy-in they can obtain from key stakeholders.
Because these analyses began at the projects’ point of inception rather than from a more distant
policy perspective, the influence of the external environment was accounted for only when
interview subjects specifically mentioned its influence. In other words, these analyses were not
carried out from the perspective of the public policymaker, but from the perspective of the QII
team. Regardless, the incentives and principles for successful QII design and implementation are
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the same to a policymaker as to a QII leader, so policymakers will still be able to use these
findings to set policy in a way that will encourage and incentivize successful QII design.
Second, the choice of a qualitative case study design brings with it several limitations, but
several distinct advantages. With a small sample size, statistical precision is lacking. With a
semi-structured data collection strategy, specific concepts and types should be considered
exploratory rather than confirmatory. Hypotheses can only be generated by qualitative work such
as this—they cannot be tested.
However, the case study design yields tremendous advantages, primarily in its ability to
reveal information previously unknown and unstudied in a systematic and comparative way. As
described in Chapter 2, the knowledge of what drives success and failure in quality improvement
interventions is sparse. If we knew exactly which factors mattered and how they combined
dynamically to produce success, we could conduct standardized surveys and call it a day.
However, we have very little understanding of the factors for success, and much less how they
interact and combine to produce success. Thus, a qualitative approach allowed me to first
establish the range of different factors influential to QII success, and a comparative approach
began to let me analyze patterns in how those factors combined to produce the results they did.
Because this study was not set up to calculate findings with precision, but rather to inform and
lay the groundwork for more standardized and quantitative work in the future, the case study
design is ideal for achieving those purposes. Complex changes transpire through complex,
multifactorial processes, and we know too little about those processes to be able to distill them
down into variables.
Third, several specific methodological aspects and practical limitations should be
mentioned, including the case identification strategy, the data collection strategy, and the data
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coding process. Because EQIs were identified by searches of published literature, these
individuals are almost by definition of an academic bent. However, an enormous number of QI
projects are carried out by leaders within healthcare delivery or payer organizations with no
incentive for publication. These individuals, and the successes and failures they have
experienced, were thus unlikely to have appeared in the sample. However, because this study
was not designed to produce population-based estimates, the drawbacks of this bias are minimal;
whether a QII team faces pressure to publish a paper or not, the dynamics of project
implementation remain the same.
Interviewing, note-taking and coding was conducted by a single author. Thus, the validity
of the conceptual findings presented in this research await confirmation by additional coders.
Unfortunately, practical limitations of limited time and resources precluded the author from
training and utilizing a second coder for the interview notes.
Finally, these were all retrospective case studies conducted primarily through telephone
interviews. Additional information and perspectives may have been gained by conducting onsite, in-person interviews. However, a rough comparison of the depth and quality of information
elicited by on-site interviews versus those over the phone did not suggest any appreciable
difference. A variable number of individuals were interviewed for each case, ranging from one to
four; the modal number of interviews was 1.5 (17 cases provided one interview, and 17 cases
provided two; four cases had three or more interviews). The effect of this is that the perspective
and completeness of knowledge from case to case is variable. However, the range of issues
mentioned, even by one subject, are likely to include the most influential issues. In cases where
only one interview was conducted, the subject was the primary investigator of the project, and
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thus would likely be the individual with the most comprehensive perspective on how the project
played out and the factors influential in its results.

Final Recommendations and Next Steps
This research yielded new perspectives to consider in the strategic planning and
implementation of quality improvement interventions. In addition to taking the necessary steps
of building capacity and setting expectations for change, QII designers and implementers need to
make explicit plans for monitoring and evaluating intervention performance, and make explicit
the incentives for organizations and individuals to participate. More successful QIIs more
frequently incorporated these multiple strategies for effecting changes as part of a “complete
package” intervention. In resource-scarce environments, identifying the paths QIIs are likely to
take may help in deciding which interventions to pursue further, which to start over, and which
to set aside or abandon.
The next steps to consider in this line of research should include exploring the hypotheses
raised here in more standardized and systematic ways, through structured surveys and interviews
across QIIs. Many topics raised by should be further explored, including a more detailed analysis
of goal types and their relations to project success. Certainly the best path to take, however, will
be to apply these findings in practice, testing the hypotheses raised through actual intervention
design and implementation. Policymakers and decision-makers at all levels can keep in mind the
principles described in the “What Should I Do?” section.
Perhaps one of the most useful things that could come of this research would be a greater
awareness and willingness on the part of journal editors and academic publishers to solicit and
publish stories of QII failure. This research has shown that successes very often build off of
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previous failures, so it is just as important to publicize struggles as it is to teach successes. This
of course will take willingness on the part of QII implementers to revisit, document and publish
their less successful projects. On this note, however, I encountered very little reluctance on the
part of interview subjects to discuss their “least successful project.” The untapped capacity for
sharing stories of failure is great, as is their educational value. I certainly hope that this work
could help push the state of the science in such a direction. The stories of quality improvement,
and of how to make it happen consistently, are complex, and deserve to be told in ways that can
capture and convey more than a reductionist, discrete variable-based model ever could.
As a final note, I thank sincerely the 43 dedicated quality improvement leaders who
donated their time and energy to help explain to me their greatest successes and disappointments
(a typical comment: “It’s been my pride and glory, but incredibly painful.”). I hope that the
chance to reflect was beneficial to them all—one interview concluded with this comment:
Thank you for the therapy session... as I’m going through, I’m
getting it all re-sorted in my mind. (SQI, Case 11B)
However, I must state unequivocally that the greater benefit was doubtlessly mine. I have
received many years’ worth of experience in quality improvement implementation through their
stories, and acknowledge that the entirety of this work rests on their experience, generosity and
openness.
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Appendix A: Types of QII Goals
Outcome Goals
Event Rates
Cardiac Arrests
Disease Remission
Fall-related Injuries
Falls
Infections (Catheter-Related BSI))
Infections (Ventilator-Associated Pneumonia)
Morbidity (Perioperative)
Mortality (All Causes, Inpatient Setting)
Mortality (AMI, Inpatient Setting)
Mortality (Heart Failure, Post-Discharge)
Mortality (Perioperative)
Pressure Ulcers (Nursing Home Setting)
Readmissions (Heart Failure)
Health Indicators
Activities of Daily Living
Blood Pressure
Disability
Functional Status
HbA1c
LDL-Cholesterol
Motor Skills
Speed of Functional Progress following Stroke (length of stay for inpatient rehabilitation)
Qualitative outcomes
Quality of Life
Patient Satisfaction with Care
Process Measures
Treatment Processes
Appropriate Treatment Rate (Hyperlipidemia)
Appropriate Treatment Rate (Inflammatory Bowel Disease)
Counseling Rate (Dietary)
Counseling Rate (Fall Prevention)
Counseling Rate (Smoking Cessation)
Immunization Rate (Influenza)
Medication Use Rate (Prophylactic Antibiotics, Perioperative Setting)
Prescribing Rate (ACE Inhibitors)
Prescribing Rate (Antidepressants)
Prescribing Rate (Antihypertensive Agents)
Prescribing Rate (Aspirin)
Prescribing Rate (Beta-Blockers)
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Prescribing Rate (Bisphosphonates)
Prescribing Rate (Cholesterol-Lowering Agents)
Prescribing Rate (Diuretics)
Time to Reperfusion (AMI)
Time Spent (NH Staff, Personalized Care Activities)
Screening/Testing Processes
Evaluation Rate (Inflammatory Bowel Disease)
Imaging Use Rate (CT)
Imaging Use Rate (X-ray)
Screening Rate (Blood Pressure)
Screening Rate (Bone Mineral Density)
Screening Rate (Cholesterol)
Screening Rate (Colorectal Cancer)
Screening Rate (Diabetic Foot Exam)
Screening Rate (Diabetic Retinal Exam)
Screening Rate (Inflammatory Bowel Disease)
Screening Rate (Left Ventricular Ejection Fraction)
Indirect Care Processes
Process Rate (Activation of Medical Emergency Team)
Process Rate (Appointment Scheduling)
Process Rate (Use of Adverse Event Reporting System)
Process Rate (Use of Briefing/Debriefing in OR)
Process Rate (Use of Discharge Planning Documents)
Process Rate (Use of Infection Prevention Bundle)
Process Rate (Use of Standardized Order Sets)
Process Rate (Use of Standardized Template for Handoffs)
Structural/Organizational Measures and Goals
Cost
Cost Savings
Cost-Benefit Ratio of Intervention
Efficiency
Clinical Efficiency
Sustainability
Sustainability of the Intervention
Spread/Diffusion
Spread improvement changes to a larger scale
Attitudinal
Provider Intention
Provider Satisfaction
Provider Willingness
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Cultural
Create an environment to engender better care
Establish systems for preventing errors
Institute a culture of learning from mistakes
Promote interdepartmental collaboration
Staff Communication
Generate goodwill
Patient-Provider Communication
Awareness
Lay foundation for future improvement work
Begin a sustainable improvement process
Access to Care
Improving rural access to fall prevention counseling
Other Measures of Service Delivery
Reduced rate of community discharge
Reduced Length of Stay
Capacity-Building/Organizational
Provider Skills
Formation of a working group
Implement the Medical Home Model
Increased Provider Decisionmaking Authority (vs. Administration)
Expand the Functionality of an Existing Diabetes Registry
Lay foundation for future improvement work
Begin a sustainable improvement process
Research Team Goals
Develop the intervention
Implement the intervention
Evaluate the intervention in a unique way
Communicate results to stakeholders in a timely manner
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