


putting all their efforts into standard continuing education
projects. Instead, they are trying two changes on a small
scale. They will have evidence of how those attempts are
working in a month, at which time they can make adjust-
ments, can continue that work, and start new projects.
They will use the PDSA cycle, a routine of Planning a
change, Doing it, Studying its effects, and Acting on the
insights gained. On the basis of what they learn, the group
will spread the useful changes more widely throughout
their institutions.

MAKING CHANGE HAPPEN

While seeking a common tool for communicating resusci-
tation decisions, the team encountered Oregon’s Physician Or-
ders for Life-Sustaining Treatment (POLST) (1). They
adapted the POLST, including negotiating agreements from
legal authorities, community leaders, and health care organi-
zations. That work got a boost when the local newspaper
published a series of articles on end-of-life care that highlighted
this project. However, a local religious leader wrote a strongly
worded letter to the editor, cautioning that the poor could be
pressured to forgo treatment just to save money. After several
conversations, the letter writer agreed to join the group to
watch over the process.

The coalition realized early on that it would need to
measure results. The rate of documented do-not-resuscitate or-
ders in the minimum data set (standard data collection for
nursing facilities) in five local nursing facilities that adopted
the POLST went from 28% to 52% over 6 months, and the
rate of transfer of do-not-resuscitate orders to the hospital went
from 2 in 12 during the 3 months before the project to 6 in 8
during a 3-month period that started 6 months later.

The team at the nursing home that was attempting to
institute routine consideration of advance care planning had
its problems, too. First, they found that many patients had
pre-existing written advance directives that were not included
in the facility’s records. Second, clinicians did not routinely ask
patients or their families to make decisions in advance, in part
because they were uncomfortable having these discussions. A
chaplain at a nearby hospital was asked to provide training for
the entire interdisciplinary team of nursing facility representa-
tives. Although an audit of medical records initiated by the
project found only 12% of the patients having advance care
plans documented, a repeat audit 1 year later found 34%.

The pace of change varies: Some issues move along
quickly, while others require struggle. The challenges that
arise can be instructive. For example, the hostile letter to
the editor of the newspaper gave voice to a realistic con-
cern, and including that perspective in the work was valu-
able. Likewise, the chaplain’s training of the staff was more
effective because it arose from the experience of thwarted
improvement attempts. Success requires a rapid and visible
pace of change, along with leadership support. Most teams
can sustain a few simultaneous improvement activities, and
the most effective teams become infectious, passing along

their enthusiasm and the essentials of their approach.
However, although the quality improvement method
structures the work and improves the likelihood that re-
forms can be implemented and sustained, this work is still
very difficult, and even the most successful quality im-
provement projects will encounter barriers and difficulties.

THE TRACK RECORD OF REFORM IN END-OF-LIFE

CARE

Over the past 30 years, end-of-life care has gradually
improved, at least by some measures. The rate of per-capita
opioid use has increased by more than 10-fold (2). In years
past, physicians often did not tell patients of a diagnosis of
cancer, nor did they provide patients with effective pain
relief. Now, however, virtually all such patients receive at





What Are We Trying To Accomplish?
The answer to this question is the foundation for the

team’s goal. Compelling aims are usually brief, measurable,
and important to patients and families. The aim should be
documented and circulated for comment to those with a
stake in the outcome of the project.

How Will We Know Whether a Change Is an
Improvement?

Measurement is an important part of the improvement
process; it allows teams to quantify the impact of changes
and determine whether they work. Measurement should
answer specific questions—for example, “Did the rate of
pain decrease after instituting a protocol?” “Did written
information, reminders, and the tools to manage exacerba-
tions at home lead to lower rates of visits to the emergency
department?”

What Changes Can We Make?
Patients, families, providers, and managers all have

ideas about “what would work better.” A review of the
literature and of the experiences of others often finds
changes that are well tested but not extensively used in
clinical practice. With complementary answers to these
three questions, teams can then test the most appealing
changes by using the PDSA cycle.

THE PLAN–DO–STUDY–ACT CYCLE



surgical outcomes and complications allowed clinical
groups to identify promising changes in numerous compo-
nents of cardiovascular surgery, including patient selection,
preoperative preparation, bypass pump management, hemo-
stasis, and anesthesia. These observations led to numerous
local PDSA cycles, the results of which were reported back
to the group. The overall result was a 24% reduction in the
number of deaths from coronary artery bypass graft surgery
throughout the region. It is hard to imagine how formal,
large-scale, randomized trials could have been imple-
mented and achieved this dramatic change.

Of course, it might well be appropriate to test a drug
or device in a randomized, controlled trial in the same
patients with whom teams are working to find ways to
diminish waiting times or to smooth transitions from hos-
pital to home. In short, the method that is implemented
needs to be appropriate to the issue being addressed.

LESSONS TO LEARN

Dr. Thomas and the group did many things that other
innovators could take to heart. For example, Dr. Thomas took
responsibility and got things started, and he got the right peo-
ple involved, including senior leaders. The group took on prob-
lems that affected patients and for which they were responsible.
They also used existing knowledge as the basis for their
changes, adapted existing tools and skills from other areas to
their own needs, measured results over time, and started small
(with just one nursing facility) for the tougher problems and
built knowledge about the changes sequentially. Finally, their
successes catalyzed larger changes and an attitude of welcoming
innovation and improvement.

CONCLUSION

The time is right for innovation and change in end-
of-life care, guided by measurement and catalyzed by effec-
tive networking among innovators. Rapid-cycle quality im-
provement creates momentum for change that reformers
can respect and use and has been widely effective in im-
proving the care of seriously ill patients (12, 16). The
health care system needs multifaceted change that aims for
consistent, high-value, high-quality care at the end of life.
Each of us must ask what shortcomings in end-of-life care
affect the places where we practice, how they can be ad-
dressed, and how improvements can be accomplished. To
prepare to meet the needs of our aging population, we
must harness our resources and commit to these efforts
now.
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