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Introduction
Improving quality is about making health 
and social care safe, effective, person-cen-
tred, timely, efficient and equitable.1 Quality 
management is a key component of any high 
performing healthcare system.2 A well-known 
and popular quality management model is 
the Juran Trilogy: quality planning; quality 
control; quality improvement (QI).3 A recent 
90-day process by Healthcare Improvement 
Scotland (HIS) on Quality Management 
Systems concluded that the current approach 
to quality management in Scotland is ‘out 
of balance’, with a ‘lack of effective quality plan-
ning’.4 This review aims to help both manage-
ment and improvement teams to understand 
the specific components of quality plan-
ning, identified through improvement work 
in a Scottish context and supported by an 
appraisal of current literature.

Defining quality planning
Joseph Juran famously described quality plan-
ning within manufacturing as “a systematic 
process for developing services and processes that 
ensure customer needs are met”.5 He described a 
six-step process that has been adapted within 
healthcare over the last 30 years, leading 
to improved patient experience through a 
better understanding of the unmet needs 
of service-users.5 In addition to refinement 
of current processes to reduce duplication 
or waste, this concept has been expanded to 
include the development of novel services 
and delivery models.6 Quality planning can 
and does occur at a variety of levels within 
a healthcare system: macro or organisa-
tional level planning at senior management 
level; meso or group/service level planning 
for locality based improvement plans; and 
micro or clinical team level targeting specific 
services or patient groups.

Identifying key components
In order to identify the key components of 
successful quality planning, a structured, 

mixed methods process was undertaken. 
First, a series of interviews and focus groups 
were undertaken with individuals involved 
in successful local QI projects. In total, 16 
people participated in eight interviews and 
one focus group: eight hospital-based clini-
cians, two primary care clinicians, two project 
managers, two quality directorate team 
members and two service managers. All inter-
views were conducted between 12 July and 
31 August 2018 and lasted between 42 and 
61 min. With appropriate consent, interviews 
were audio-recorded, transcribed verbatim 
and anonymised. Original recordings were 
retained on a password-protected computer 
for the period of analysis and subsequently 
deleted.

Inductive thematic analysis of the tran-
scribed interviews and focus group led to the 
identification of five key themes: culture and 
leadership for improvement; engaging and 
empowering staff; forming collaborations and 
networks; building improvement capacity and 
capability; spreading and sustaining change. 
These factors then formed the basis of a 
subsequent narrative review of the literature. 
Using the five components identified from the 
interviews and focus group as Medical Subject 
Headings and/or key search terms, equivalent 
searches were carried out in three databases: 
MEDLINE, Embase (Exerpta Medica) and 
Google Scholar. Reference lists of pertinent 
articles or reports were hand searched for other 
relevant material. The five key components 
of quality planning are considered in detail 
below in relation to maximisation of impact, 
defined in this context as a marked effect or 
influence on quality of care in a meaningful 
and sustained way. The five components are 
each described in relation to current literature 
and illustrated by a practical example from 
our local context. Quotes within the examples 
are taken from the interview and focus group 
transcriptions, as described above.
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Practical example 1: Collective leadership

When quality planning work began within NHS Lothian mental health 
services, there was a recognition that it needed to involve ‘harnessing 
people’s natural instincts to want to use their experience, their intellect 
and their desire to improve patients’ lives’ and somehow translate 
that enthusiasm into projects that ‘grow it into something that’s across 
the whole service’. There was a desire from those in leadership roles 
within mental health to ensure that they were ‘capturing the ideas 
of the people who are actually working with the patients about what 
is needed’. This inclusive, collaborative approach has permeated all 
stages of quality planning within mental health services. In the initial 
stages of the programme, the clinical lead and project manager 
spent time collating existing projects and discussing ideas with the 
individuals already involved in improvement work to ‘make sure they 
feel part of the programme’. The 1-year plan that evolved was the 
result of careful consideration of the needs of the service, the views 
of stakeholders and scrutiny of other organisations’ quality plans. But 
the team in mental health are the first to admit that it also involved 
a few ‘educated guesses’ and ‘an expectation that we weren’t going 
to get it right first time’. The subsequent 3-year quality plan built on 
the learning from the first year, and involved much more structured 
engagement with patients, carers and staff, to ensure that it reflected 
the views of all stakeholders.

Culture and leadership for improvement
QI leadership involves the creation of a shared vision 
(shared between frontline teams and managers/leaders), 
aligning improvement activities with that vision, and 
nurturing a culture that supports and sustains improve-
ment.7 Culture or ‘the way we do things around here’ has a 
major influence on the function and outcomes of organ-
isations.8 Culture is primarily the product of three main 
influences situated within a set of overarching values: 
the behaviour of leaders; the adopted systems and processes 
(such as hiring and rewarding); and the practices of groups 
and individuals.9 Different settings and services within a 
health and social care environment will have their own set 
of shared behaviours, values and beliefs. Understanding 
these at the quality planning stage can help identify 
barriers and enablers to the initiation and spread of 
improvement activity.

The promotion of innovative thinking and novel solu-
tions requires specific cultural elements as described by 
the King’s Fund: inspiring vision and strategy; positive 
inclusion and participation; enthusiastic team and cross-
boundary working; and support and autonomy.10 Each of 
these elements are promoted by collective and compas-
sionate leadership that ensures staff are supported to 
deliver safe, effective and empathetic care. Furthermore, 
the increasing emphasis on co-production (collaboration 
between service providers and service users) of health 
and social care services requires leaders to develop the 
specific skills required to recruit and support service users 
to undertake such roles.

While the importance of culture in quality planning is 
widely recognised, there is limited utilisation of the tools 
available for measuring ‘quality climate’ or readiness 

for QI activity. The literature includes a vast number of 
organisational culture survey tools that are used within 
the public and private sectors.11 Most of the tools measure 
dimensions such as leadership, teamwork, organisational 
structure, resources and communication networks. 
However, many of them are intensive, cumbersome and 
somewhat impractical in most healthcare settings. The 
Culture of Care Barometer, developed in 2014 following 
the report into the failings at Mid Staffordshire Hospital12 
is a tool specifically designed to measure the culture of 
care and compassion within an organisation.13 The 
barometer gauges performance in four factors: Trust (or 
Board) level values and culture; team level support and 
management; support and respect between colleagues; 
constraints in undertaking the job. In the pilot studies, 
the Barometer was found to add depth and richness to the 
feedback received in staff surveys, allowing exploration of 
the feelings of staff at all levels to promote dialogue and 
change.13

Engaging and empowering staff
Staff engagement is an essential ingredient of sustainable 
QI.14 When staff are engaged it infuses everything they 
do with purpose, energy and enthusiasm. It is therefore 
vital that staff engagement is considered at the quality 
planning stage. As discussed earlier in this review, having 
an engaged, enthusiastic, compassionate, transparent 
and collaborative leadership team at senior management 
level is a necessary precondition to achieving staff engage-
ment. Successful leaders are those who listen to truly 
understand what matters, adopt an inclusive grassroots 
approach to quality, give staff a voice, and empower them 
to try new and innovative ideas in a safe environment.15

A key component of empowerment in the quality plan-
ning stage is allowing people to find an ‘inner connec-
tion’, a link between what matters to them and what 
matters to the organisation.16 This approach parallels the 
well-known ‘What matters to you?’ campaign that encour-
ages clinicians to explore the important issues in their 
patients’ lives, thereby driving deep personal engage-
ment and genuine partnership. Storytelling can be a 
powerful tool to captivate interest as it enables articula-
tion of emotional aspects alongside the factual content, 
allowing expression of tacit knowledge.16 Staff may be 
sceptical of QI initiatives, particularly in the planning 
stages.17 This may be because they confuse improvement 
with assurance, which is viewed as a punitive and judg-
mental process when externally imposed targets are not 
met. It is important to dispel this myth from the outset 
and to create an inspiring, bottom-up, shared vision that 
is truly meaningful to all staff. This involves exploring 
their intrinsic motivations, asking and listening to what 
matters, and encouraging innovative and creative change 
ideas.17 Effective questions can stimulate, guide and 
empower employees to think critically about the system 
and processes in which they work.18 Locally we have 
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Box 1  What are your improvement opportunities? A nine-
question approach

1.	 Does the problem keep people awake at night?
2.	 Does this problem or issue occur commonly?
3.	 Does the problem arise from a chaotic system?
4.	 Can your problem be improved?
5.	 What has stopped you improving this problem or issue?
6.	 Is the service or process undergoing any change?
7.	 Does this problem upset people?
8.	 Does the problem lead to avoidable costs?
9.	 Can your problem be measured?

Practical example 2: Fostering engagement by aligning 
priorities

The introduction of quality improvement (QI) into primary care in NHS 
Lothian has, at times, felt like ‘something that one GP was interested 
in, and tries to drag everybody else along’. Most general practitioners 
(GPs) felt that their workload prevented them from dedicating any time 
to quality planning and that it was an additional burden that should be 
shouldered by those with dedicated time in their job plans. In a canny 
move to align improvement work with the priorities of individuals, one 
of the first projects undertaken by the East Lothian Cluster Quality 
Lead centred on workload reduction. The aim of the project was to 
‘make our systems more efficient and show ways of creating more 
time in the working day, then people’s creativity would open up a 
wee bit and perhaps feel able to then engage with changing things 
and making things better and feeling enthusiastic about it’. The dual 
effect has been to reduce the administrative burden on GPs, thereby 
releasing a small amount of time, as well as promote enthusiasm and 
buy-in to the concept of QI more generally.

Practical example 3: The Newborn Care Collaborative

The Newborn Care Collaborative (NCC) was conceived in 2013 and is 
a locally developed network consisting of 10 teams, each involving 
between six and 20 staff members from a variety of professional 
groups. Each team focuses on a particular topic and asks questions, 
extracts and analyses data, implements tests of change, and assesses 
improvement related to their area of interest. The growing number 
of individuals trained in quality improvement (QI) within the unit are 
spread between the groups to provide informal ‘just in time’ coaching 
to the rest of the group. Each month the groups take turns to present 
their run charts and achievements on a board within the unit and at 
departmental meetings to allow ideas to spread and achievements to 
be celebrated. Temporary staff members, such as junior doctors on 
4-month or 6-month rotations, are asked to select a group to join and 
are expected to either involve themselves with an ongoing project or, if 
desired, initiate a new QI project. Parents of ex-patients, pharmacists, 
social workers, domestic staff and microbiology are all involved, 
ensuring that the NCC is a truly collaborative network of individuals 
dedicated to improving care within the unit. Everyone within the 
collaborative is involved in discussing unit priorities and creating the 
2-year strategic plan.

developed a series of thought-provoking questions to 
help stimulate conversations and ideas, outlined in box 1.

Forming collaborations and networks
A key component of quality planning is the development 
of collaborations and networks to foster and support QI 
activity.19 The Health Foundation defines a network as “a 
cooperative structure where interconnected groups or individuals 
coalesce around a shared purpose and where members act as peers 
on the basis of reciprocity and exchange, based on trust, respect 
and mutuality”.20 It delineates the five core features of 
effective QI networks as: critical mass; common purpose; 
collective intelligence; cooperative structure; community 
building.20 The features are interdependent, collectively 
enabling a network to support service delivery while 
encouraging learning and change.

QI collaboratives exist within many networks, whereby 
select members of the network work together to rapidly 
achieve improvement in a topic of interest, with the 
aim of spreading the learning to others through the 
network.21 The Institute of Healthcare Improvement 
introduced the concept of the ‘Breakthrough Series 
Collaborative’ in 1995, a way of helping healthcare organ-
isations to close the gap between improvement science 

and practical implementation, through learning from 
each other and recognised experts.22 Such collaborations 
can promote dynamic improvement strategies that trans-
late into dramatic results, with rapid dissemination of 
successful change ideas. Similarly, communities of prac-
tice, classically defined as groups of people who share the 
same concern or passion, are growing in popularity in the 
National Health Service, with local partner organisations 
working together to plan, design and deliver more inte-
grated services that better meet the needs of the popula-
tion. Such communities can exist online, with the Health 
Foundation’s Q community consisting of dozens of online 
groups that interested individuals can join to share and 
collaborate, all motivated by the desire to improve health 
and care quality across the UK.

Networks can also be a valuable resource for bench-
marking performance against internal and external 
departments or organisations.23 They provide a platform 
to learn from organisations achieving excellence, and 
motivation to continually improve performance. Juran 
introduced the concept of benchmarking in his 1964 
book ‘Managerial Breakthrough’ when he asked the 
question “What is that organisation doing that gets results so 
much better than ours?”24 Asking such questions can moti-
vate teams to reflect on their performance, learn from 
others and consider adopting external solutions.16

Building improvement capacity and capability
A key part of quality planning, improvement capability 
has two dimensions: individual staff member capability 
and organisational capability.25 The totality of this review 
covers the specific capabilities required in the wider 
organisational context for improvement that is, culture, 
leadership, strategy, stakeholder and staff engagement, 
collaboration and spread. This section deals specifically 
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Practical example 5: Spreading change

Planning for sustainability and spread is often the aspect of quality 
planning that receives least attention. The neonatal service in NHS 
Lothian is working hard to embed the changes that they have made to 
their service by allowing nursing staff recognised ‘quality improvement 
(QI)’ time during their working day. This has required improving 
communication with the senior nurses who coordinate the staffing for 
each shift, and encouraging more dialogue between the senior medical 
and nursing teams. Innovative ideas and improvements are spread 
to other similar units via the Vermont Oxford Network, non-profit 
collaboration of healthcare professionals working within neonatal care 
with the aim of improving the quality and safety of medical care for 
newborn infants and their families through a coordinated program of 
research, education and QI projects.

Practical example 4: Building capability

The large number of general practitioners (GPs) within NHS Lothian, 
along with the pressures of clinical work, means that attendance at 
Quality Academy courses is unrealistic for the vast majority. To build 
capability and foster a ‘whole-team’ approach, certain clusters of 
primary care practices within NHS Lothian have therefore utilised the 
expertise of the quality team based at NHS Lothian’s headquarters, 
Waverley Gate. The team has been able to provide training in 
quality improvement methodology and support to plan and develop 
new projects. The training sessions have included receptionists, 
administrative staff, practice managers, nurses and GPs in a staggered 
format to allow normal service to continue within the practices. The 
NHS Lothian practices have also utilised external resources, many of 
which are freely available, such as the NHS School for Change Agents 
(http://horizonsnhs.com/school/).

with individual capability—the extent to which individ-
uals are able to develop and deploy the skills, tools and 
knowledge necessary to improve the quality and safety 
of the care they provide. Research suggests that a lack of 
these skills among individual clinicians and managers is 
a barrier to improving quality in health and social care.26

At the quality planning stage, improvement teams 
should consider the skills that already exist within the 
service, so that they can make full use of the clinicians 
and teams with existing QI and patient safety experi-
ence. Departments with little improvement expertise or 
experience need to consider use of external resources 
to help them up-skill their staff and teams. While this 
sounds costly, local work has shown that it is possible to 
set up an effective programme for relatively modest costs. 
Delivery of in-house training or making use of free or 
low-cost external resources can help to achieve this. One 
of the main challenges, however, is time for staff to attend 
training sessions; time for trainers who lack dedicated 
improvement activity in their job plans to be released 
from their day-to-day clinical responsibilities; and time 
for those with dedicated activity to keep up with training 
demands.27 28

Regular evaluation of capability is necessary to ensure 
it is continuing to meet the needs of the workforce, the 
department and the organisation. It will evolve over time 
as the capabilities of teams grow and a common language 
around improvement begins to emerge.

Spreading and sustaining change
Spreading and sustaining change is an oft-neglected 
aspect of quality planning.29 Consequently, across the UK, 
a third of healthcare improvement projects never spread 
beyond their original unit, a further third are embedded 
within their own unit and spread across an organisa-
tion, and a final third are spread across their own and 
other similar organisations.30 This statistic emphasises 
the importance of considering a strategy for spread and 
sustainability at an early stage.

Spread has been defined as “when best practice is dissemi-
nated consistently and reliably across a whole system and involves 
the implementation of proven interventions in each applicable 
care setting”.31 Likewise sustainability is “when new ways of 
working and improved outcomes become the norm”.30 In other 
words, it is when an improvement has become an inte-
grated and the mainstream way of working withstanding 
challenge and variation over time, through a process of 
continuous improvement.32

The two widely recognised approaches to spread 
are dissemination and diffusion. Dissemination is the 
planned, formalised spread that occurs through rigid, 
vertical hierarchies. Diffusion is informal, peer-medi-
ated organic flow often through word of mouth or social 
networks. In reality, a combination of these approaches 
is necessary to support spread throughout and beyond 
a large health or social care organisation.33 34 Planning 
for spread involves defining target audiences, agreeing 
on key messages for each audience, defining methods or 
strategies to reach each target audience, and a measure-
ment plan to monitor and evaluate success. The concept 
of social diffusion helps to define the target audience: 
Once a new idea or behaviour has been adopted by 
15%–20% of a particular population, it has the critical 
mass to spread without much additional scaffolding.35

Sustainability, or holding the gains, relies heavily on a 
supportive management structure and the development 
of structures to ‘foolproof’ change, including technology 
to support sustained implementation of the interven-
tion.36 Robust and transparent feedback systems must 
generate performance data that is appropriately pitched 
for differing audiences, mapped using tools that allow 
shared analysis of systems. All staff should be aware of, 
and take pride in, the QI work being undertaken and the 
gains secured.36

Conclusion
Quality planning is an important pre-requisite of impactful 
QI. This review summarises key literature relating to the 
five important aspects of quality planning (as shown 
in figure  1), accompanied by practical examples to aid 

http://horizonsnhs.com/school/


� 5Tallentire VR, et al. BMJ Open Quality 2019;8:e000724. doi:10.1136/bmjoq-2019-000724

Open access

Figure 1  The five key aspects of quality planning.

understanding. The quality planning process should 
involve defining priorities and utilising data-driven deci-
sion-making to clarify and understand the issues that are 
important to patients, service users and staff. In order for 
QI activity to have the best chance of improving care in 
a meaningful and sustained way, each of the five aspects 
discussed above must be considered at the planning stage.
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