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Quality Improvement Initiative
Introduction
Quality Improvement (QI) in healthcare must be a structured and systematic activity that is conducted in a way that uses evidence-based methods to involve multiple stakeholders and has adequate resources. McLaughlin and Kaluzny (2020) define effective QI as systems characterized by connected inputs, processes, and activities that generate measurable outcomes as part of the integrated nature of QI systems. This paper will outline three primary methodologies used to improve hospital readmission rates for heart failure patients: the PDSA cycle, flowchart methodologies, and root cause analysis and reasons for selection; describe key participants in implementing QI and their interests and roles; and provide a summary of the resources necessary to implement and sustain this QI initiative. By taking a systematic approach to addressing QI challenges, healthcare organizations can progress from identifying an issue to taking action to create evidence-based, sustainable improvements.
Quality Improvement Tools and Methodologies
The Plan-Do-Study-Act (PDSA) cycle is the foundational tool to implement this reduction in readmissions initiative. The iterative process allows teams to pilot modifications at a small scale, evaluate the results, and make changes prior to going out to the wider audience (McLaughlin & Kaluzny, 2020). What makes PDSA an excellent choice is that it is adaptable and has minimal risk. For example, the new process for discharge medication reconciliation could be implemented within one nursing unit and then evaluated for all nursing units within the hospital. They would be able to analyze the results of the new process over a period of 2 weeks and then adequately refine the process without affecting the overall hospital system. In a complicated clinical environment that is constantly learning and adapting, the PDSA tool assists with constant learning and fast adjustments.
The second technique is the flowcharting method (Andrzejewska & Stolińska, 2022). A flowchart provides an easily identifiable means to assist one in visually arranging all steps of the discharge sequence and also gives individuals all of the information they need in order to identify where there are current inefficiencies, duplications, and absent steps contributing to repeated admissions (McLaughlin & Kaluzny, 2020). For example, the flowchart may illustrate that patient education concerning heart failure medications does not occur until the patient has been discharged from the hospital, and thus the patient will not be able to absorb the information due to the combination of being fatigued and not feeling like they can retain the information. The unit medical team feels that cardiac medication education should take place earlier during the hospital stay in order to assist in better retention and compliance. By providing the team with a common language that is created from the flowchart visual, the team will work toward promoting interprofessional resolution through similarities identified on the flowchart and assisting in further defining the necessary steps for interventions.
One tool involved in risk management is root cause analysis, which is focused on understanding the adverse events themselves rather than assigning blame to those involved. There are several justifications for using this tool for improvement (Krishnamurthy et al., 2022). First, readmissions can have multiple contributing factors, including but not limited to failure to comply with medication use, a bad transition of care, or insufficient education for the patient (Font & Davoody, 2025). If an individual is readmitted, the RCA team, made up of staff from all three disciplines, nursing, medicine, and pharmacy, would perform an RCA to find out what went wrong. For example, this may occur by not having an important lab result available or not completing discharge instructions prior to the patient leaving the hospital. The goal of RCA is to pinpoint the underlying cause of a problem so it does not occur again, thus improving patient safety.
Stakeholders Involved
For the quality improvement initiative to be successful, the three key groups who need to be part of the process are clinical staff, patients, and family caregivers. Clinical staff are the people who perform daily functions such as discharge planning, medication reconciliation, and providing patient education. These individuals will have institutional knowledge about what works or does not work to facilitate an efficient discharge process. According to McLaughlin and Kaluzny (2020), people who do the work are the best individuals to develop improvements to the process. Therefore, by getting nurses, pharmacists, and others who are involved with the discharge process to assist in creating flowcharts or conducting root cause analysis related to the discharge process, any proposed changes will have been developed from those who have first-hand experience with discharge planning.
Patients and their families are another key stakeholder in this QI initiative. However, patients are often an afterthought in developing quality improvement initiatives. They are the central focus because management of heart failure will require daily self-care activities. If patients do not participate in the process of developing a discharge plan, even the most effective plan will result in failure. The rationale for including patients as part of this process is that their input can identify barriers to care that are unknown to clinicians. Therefore, developing a patient advisory council or conducting post-discharge interviews are both viable methods of obtaining direct input from patients that will lead to improved design of interventions and satisfactory outcomes.
Other Required Resources
The successful implementation of this QI initiative requires significant utilization of resources in addition to the required engagement from stakeholders. Critical to the successful implementation of QI initiatives is the allocation of time. Staff members will require certain protected time to participate in PDSA cycles, process mapping with flowcharts, and RCA meetings, and to do so effectively. As an example, a team of six could require two hours per week for eight weeks to perform the initial mapping and two of the PDSA cycles. Without dedicated time, the QI activity becomes an add-on to their regular work and leads to staff burnout and incomplete implementation of QI work. Further, the time commitment includes the length of time needed to observe the outcomes from the QI initiative; specifically, as the average time to observe readmission rate patterns is 30 days.
In addition to the time commitment, the QI initiative will require funding to support the data infrastructure and the associated materials needed for the interventions. This may include purchasing software used to track real-time readmission data and hiring a data analyst to extract and visualize data from the electronic health record (EHR) (McLaughlin & Kaluzny, 2020). There will also be costs associated with any materials, such as printing and creating simple discharge instructions, purchasing medication pill boxes for medication management, and providing payment for interpretation services for patient education. Although the costs for some of the materials may be minimal, larger expenses will need to be included in the budget to allow for the successful implementation of the QI initiative. The rationale for including funding for these items is that accurate measurement and implementation of patient-facing tools directly correlate to the successful improvement of the processes.
Conclusion
A properly resourced hospital has to have many participants involved in order to reduce readmissions for heart failure patients properly. The use of the PDSA Cycle will allow for small-scale testing and iterative refinements, process flowcharts to be able to see visually where hospitals have failures in their care transition processes, and Root Cause Analysis as an aid in identifying the systemic drivers of adverse events. Each stakeholder has their own role, perspective, and authority, which will create solutions that are safe, appropriately centered around the patient, and sustainable for the organization. The combination of tools, personnel, and supplies creates a system that provides safe care, minimizes unnecessary readmissions, and has the ability to learn from and continually improve itself.
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