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What I’m going to talk about 

 

• Why this, why now? 

• What we have found  

• What we have learned  

• What we will be doing in the future 

 

 



Improving perioperative care: key challenges 

 

 

1. Knowledge and Knowledge mobilisation 

 

2. Tightrope: Quality Assurance vs. Quality Improvement 
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Knowledge and Knowledge mobilisation 

What are we doing? 

 

What should we be doing? 

 

How do we need to change? 

 

How do we change? 
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“Measurement for improvement” 



Do you know your outcomes? 

 

 

• Are your processes reliable? 

 

• How do your patients do? (not just 30-day mortality) 
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Evidence Based Medicine 

 

Knowledge Mobilisation 



Diffusion of Innovation: Rogers, 1962 
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National Audit Cycle 



Knowledge and Knowledge mobilisation 

What are we doing? 

 

What should we be doing? 

 

How do we need to change? 

 

How do we change? 

 



Improvement methodology 

 

Understand context 

 

Leadership 

 

Resilience 



Summary so far… 

 

• We don’t know a lot about a lot 

 

• Data are important and can be helpful 

 

• Implementation of best practice takes time and energy 

 

 



Challenge 2: 

 

Quality Assurance vs. Quality Improvement 





 

Transparency 

 

Accountability 

 

Responsibility 
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Responsibility 



What matters to patients? 

• Car parking 

• Proximity  

• Size 
 
 
 



People like competition….? 



 

Transparency 

 

Accountability 

 

Responsibility 









“Quality Assurance” 

• 95% of Effort 

• Outliers 

• Failures 

• CQC 

• GMC 

• BBC 

Thanks to Nial Quiney 



RAG ratings 

 

‘What we think it 

says’ 

 
‘What we do with 

it’ 

Good Complacent 

Caution.  

What is happening? 

Be prepared to do 

something 

 
Tampering 

OMG! What is 

happening 

Need to do 

something…. 

Search for someone 
to blame.  
Act on anything IHI Leaders 2017 



Quality Improvement 

Systems approach 

Collaborate and learn together 

Learn from the best 
 



Accountability 

 

Transparency 

 

Responsibility 





Blame? 



Any good foreman knows how clever a frightened work force can 
be. In fact, practically no system of measurement - at least none 
that measures people's performance - is robust enough to survive 
the fear of those who are measured […] 

 

The inspector says, "I will find you out if you are deficient." The 
subject replies, "I will therefore prove I am not deficient" - and 
seeks not understanding, but escape.  

 

(Berwick, 1989:53) 
 





QI not QA 

 

Financially incentivised 

 

Frontline staff do data capture 

 

But….data publicly reported 

 



 

One of the things that we, and still do now, is to make clear that this isn't about 

comparing organisations, it's about using the information within your organisation to do 

quality improvement - to understand how good you are, and then to track your progress 

as you make changes that you hypothesise will improve the outcomes for patients, 

that's what it’s useful for 
 

(NHS-Safety Thermometer Team Member 4) 

 

My biggest bugbear about it is [despite] the very clear statements […] that it 

shouldn't be used to measure organisations or to compare organisations, 

that is exactly what it has done.  
 

(Site R, Senior Staff 1) 



[Staff perceived the NHSST] “to be a blame allocation device influenced first, by accountability 

and managerialism and, second, by specific features of the programme, including public 

reporting, financial incentives, and ambiguities about definitions that amplified the concerns” 

 

 

“In consequence, organisational participants, while they identified some merits of the 

programme, tended to identify and categorise it as another example of performance 

management, rich in potential for blame.” 

 

 

 

“Thus, the search to optimise the benefits of measurement by controlling the risks of 

blame remains challenging” 

 

 
 



Challenges (solutions) for healthcare improvement 

 

People 

 

Culture and engagement 

 

Data & monitoring 

 

Sustainability 
Dixon-Woods et al. 
BMJ Quality & Safety 2012 





 

1. Describe and analyse epidemiology of: 

• evidence based processes of care 

• morbidity & mortality 

• patient reported outcome & disability free survival 

• failure to rescue  

 

2. Support clinicians in using data for improvement 

3. Evaluate effectiveness of a national strategy for QI  

 

Aims 



Methods 

 

Major surgery  

 

Validated process and outcome measures 

 

Evidence based improvement methodology 



We’ve got to make life easier for you 

 

Less time measuring, more time improving 

 

vs.  

 

Valid, believable data 



Effective use of data 



Audit and 
feedback 



Dashboards and Quarterly reports 



Building knowledge and engagement 







This morning 

 

 

 

“We should just do it….but we 

are just not doing it…” 





Preoperative assessment 

 

No documented individualised risk assessment   33% 

 

Anaemia        41% 

 

HbA1C not known       31% 
     



Enhanced recovery 

Enrolment by specialty 



Enhanced Recovery…? 





Postoperative pain and opiates 

 

31% reported moderate or severe pain in recovery 

 

 

7% receiving parenteral opioids on day 7 



Patient reported outcomes 



Postoperative complications and length of stay 





Why these priorities? 

 

• Important to patients 

• Support improved outcomes 

 

• Achievable 
 

 

 



Since April… 

• >90 hospitals now enrolling patients 

 

• >12,000 patients recruited 

 

• Sharing of learning 

 

• Greater surgical engagement 



What have we learned? 



Communication 





[Staff perceived the NHSST] “to be a blame allocation device influenced first, by accountability 

and managerialism and, second, by specific features of the programme, including public 

reporting, financial incentives, and ambiguities about definitions that amplified the concerns” 

 

“In consequence, organisational participants, while they identified some merits of the 

programme, tended to identify and categorise it as another example of performance 

management, rich in potential for blame.” 

 

 

“Thus, the search to optimise the benefits of measurement by controlling the risks of 

blame remains challenging” 

 

“a well-intentioned programme theory, while necessary, may not be sufficient for achieving 

goals for improvement in healthcare systems dominated by institutional logics that run counter 

to the programme theory” 
 



Challenges 

   “The data are wrong” 

   “The sample is biased” 

  “Our patients are more tricky” 





Positive deviance 
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What next? 



Building our collaborative model 

 

• Distribution of best practice guidance 

 

• Sharing of pathways and data 

 

• Bottom up communication 



PQIP: evaluating whether it works 

 

• Concurrent mixed methods evaluation of whether PQIP 

achieves goal of improving patient care & outcome 

• Quantitative 

• Qualitative (ethnography) 

• Health economic 

 



Collaborations and innovations 



New data 

 

• Risk prediction calculator 

 

• Patient reported outcomes 

 

• Long-term survival 

 

 



Most importantly 

 

Improved processes and outcomes of perioperative care 

 

Better information for patients 

 

Better understanding of how to use data for improvement  

 

Increased capability for improvement by perioperative teams 

 

 





www.pqip.org.uk 

pqip@rcoa.ac.uk 

 


