VIEWPOINT

Rob Bethune,1 Eleanor Soo,2 Patricia Woodhead,3 Clare Van Hamel,4
Joanne Watson5

1

Department of General Surgery,
Royal United Hospital Bath NHS
Trust, Bath, UK
2
Department of Radiology,
University Hospitals NHS
Foundation Trust, Bristol, UK
3
Department of Radiology,
Western Area NHS Trust,
Western-Super-Mare, UK
4
Severn Deanery Foundation
School, Bristol, UK
5
Department of Medicine,
Taunton and Somerset NHS
Foundation Trust, Taunton, UK
Correspondence to
Rob Bethune, Department of
General Surgery, Royal United
Hospital Bath NHS Trust,
Bath, BA1 3NG, UK;
rob.bethune@nhs.net
Received 25 February 2013
Revised 11 April 2013
Accepted 14 April 2013
Published Online First
9 May 2013

▸ http://dx.doi.org/10.1136/
bmjqs-2012-001637

To cite: Bethune R, Soo E,
Woodhead P, et al. BMJ Qual
Saf 2013;22:613–617.

ABSTRACT
The structure of postgraduate medical training
rightly puts enormous emphasis on gathering
clinical experience and constantly updating
knowledge of relevant medical research to use in
practice. At most, this can be contrasted with the
slight emphasis on clinical leadership and acquiring
the skills to effect change and improve the quality
of care. Doctors play central roles in orchestrating
the clinical management of patients across multiple
settings within the healthcare system. They also
routinely encounter the many problems within the
systems that they work, affecting their own
practices as well as those of other healthcare
professionals. They thus represent a tremendous
resource for identifying solutions to these problems
and playing leadership roles in implementing them.
However, physician training programs focus almost
entirely on the knowledge and skills to manage
clinical problems, with almost no training in skills
related to healthcare management or effective
quality improvement. In this article, we describe
one attempt to improve this situation. In four
hospitals in the Severn Deanery in the Southwest of
England, first-year doctors carry out a structured
and supported quality improvement project of their
choice throughout their first year of training. To
date, 30 such projects have been or are being run.
This has significant benefits for both the trusts they
are working for as well as for their own
professional development. We describe the
successes, difficulties and future of this
programme.

INTRODUCTION
The structure of postgraduate medical
training rightly puts enormous emphasis on
gathering clinical experience and constantly
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updating knowledge of relevant medical
research to use in practice. At most, this can
be contrasted with the slight emphasis on
clinical leadership and acquiring the skills
to effect change and improve the quality of
care. Doctors play central roles in orchestrating the clinical management of patients
across multiple settings within the healthcare system. They also routinely encounter
the many problems within the systems that
they work, affecting their own practices as
well as those of other healthcare professionals. They thus represent a tremendous
resource for identifying solutions to these
problems and playing leadership roles in
implementing them.1 However, physician
training programmes focus almost entirely
on the knowledge and skills to manage clinical problems, with almost no training in
skills related to healthcare management or
effective quality improvement. All the
authors of this paper are relatively senior
doctors and can attest to the fact that
despite being ideally placed to improve
systems in healthcare for the first few years
of practice they made no improvements to
the systems they were working in, and in
fact were unaware that they were working
in systems. This is still the case for the overwhelming number of doctors. In the 21st
century, especially given the current financial situation and demand for culture
change in the NHS, this has to change.
Doctors need to both do their jobs and also
work to improve their jobs by improving
the systems they are working in.2
This is not for the first time of saying
and has been written and spoken many
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Engaging all doctors in continuous
quality improvement: a structured,
supported programme for first-year
doctors across a training deanery
in England
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THE SEVERN DEANERY FOUNDATION DOCTOR
QUALITY IMPROVEMENT PROGRAMME
The Severn Deanery is one of the postgraduate education structures in the Southwest of England. It has
2300 trainees across eight acute NHS hospitals covering a population of around three million people. Each
year, 280 doctors commence as F1s.
In 2009, we trialled a programme in one hospital
(Taunton and Somerset NHS Foundation Trust) that
was originally developed by Peter Wilcock in Salisbury
Hospital NHS Foundation Trust.12 In the first year of
this programme, 10 F1s volunteered, and a single
project on the timeliness and quality of discharge
summaries was carried out (see figure 1). This proved
to be a politically astute choice of the F1 doctors as it
received both attention and praise from the Trust
Board, as this was significant and relevant to an issue
with the local commissioner for health, Somerset
Primary Care Trust. From August 2010, based on
what was learnt from the pilot project, the programme
has been run yearly for all F1 doctors. To date, the
programme has run a further 14 projects (4–6 per
year) in Taunton. From that beginning, this programme was spread to North Bristol NHS Foundation
Trust (2010), United Bristol Hospitals NHS
Foundation Trust (2011) and the Royal Bath United
NHS Trust (2012). The plan is that by 2015 it
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will be run in all hospitals across the region for all
280 F1 doctors.
The programme consists of a structured and supported quality improvement project run by groups of
F1s. During their induction before they start as F1s,
the programme and The Model for Improvement are
explained in a brief session. The F1s are then allowed
to settle into the role of being a doctor, but they are
asked to look out for any systems that they think are
unsafe or just plan inefficient (ie, what makes the F1’s
job harder than necessary). During the first few
months there are teaching sessions in their compulsory teaching time on topics, such as patient safety,
team working and system measurement. In the
autumn (end of September) a longer session takes
place to choose the service improvement projects they
will work on and which team they will join. As many
F1s as possible attend this session, together with the
group mentors, the quality leads for the hospital and
at least one hospital executive. The F1s identify the
problems they have observed and through facilitated
discussions, the ideas are narrowed down to feasible
projects; with the number of projects matching the
number of groups in the programme, with each group
consisting of around 10 doctors. The project has to be
such that it can be feasibly addressed in 9 months
with limited resources (no budget line is attached to
this work). Assigned to each group is a mentor who
helps them but does not do the work. The number of
F1s varies between 30 and 50 in the hospitals, so
there are between three and six projects run each year
in each hospital.
Over the next 6–8 months, the F1s organise themselves and apply The Model for Improvement to
affect change. Practically, this involves measurement
of the current situation for 1–2 months, identifying
who does what, frequency of events, pathway and so
on. They plan their own interventions and test these
through repeated PDSA ( plan-do-study-act) cycles,
while collecting data to evaluate the changes. A final
presentation of the project to the Trust’s Executive
Board and Clinicians in July of their F1 year is a celebratory occasion with success and failure treated just
the same. This forum provides the opportunity for
F1s to showcase their work, and has also been a
highly informative ‘eye-opener’ for the senior clinicians and executives of the reality of their hospitals.
The structure of this programme remains fundamentally unaltered from its original trial, however, subsequent adaptations are tested each year to suit local
expertise and constraints allowing for progressive
development.
SUCCESSES AND ACHIEVEMENTS OF THE
PROGRAMME
Since its start 4 years ago, 30 projects have been completed or are in progress by the F1s. Many of these
projects represent a small but critical contribution to
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times elsewhere.3 4 Furthermore, doctors’ professional
responsibility to fulfil both their direct clinical care
role and contribute to improving the quality of services has been explicitly described by the GMC.5
There are multiple schemes that have targeted small
numbers of junior doctors (the icing on the cake) that
have had success at engagement and education in
quality improvement.6–8 These schemes are addressing
the ‘icing’, but it is the ‘cake’ we need to concentrate
on. The burning question is how do we change the
culture to make continuous quality improvement part
of the normal day-to-day practice of all doctors from
the start of their postgraduate career (and for that
matter all healthcare professionals)?
Some work has already begun, the Foundation
Doctor Curriculum now states that all foundation year
1 (F1s) should be involved in quality improvement,
and the Royal College of Physicians ‘Learning to Make
a Difference’ programme has begun to engage doctors
of more than 2 years experience.9 10 The London
Deanery ‘Beyond Audit’ programme has also started to
involve all trainee doctors in quality improvement.11
In this article, we describe our work to implement a
high-quality programme for F1s in one, then four acute
trusts of the Severn Deanery, and how by the intake of
August 2015, all the eight acute trusts in Severn will be
running a programme where doctors start their postgraduate careers learning both about clinical management of patients and quality improvement.

Viewpoint

An example improvement project.

patients’ pathways, and are often problems that are
unknown or unrecognised by senior clinicians and
managers. Projects include weekend handover, discharge summaries (see figure 1), ECG verification,
utilisation of common clinical equipment boxes,
timely phlebotomy, discharge blood checking,
extended nil-by-mouth times, venous thromboembolism reassessment and many more. The output in the
first three years of the Taunton and Somerset experience comprises 14 various presentations of the F1s
work at regional, national and international conferences including four prizes and two publications to
date.
The benefits of this programme are:
▸ It delivers quality improvement for the hospital directly
improving care and creating a more efficient service.
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▸ It teaches the next generation of clinical leaders crucial
quality improvement and patient safety skills in a real
and meaningful way. As this is experiential, learning by
doing it ‘sticks’ in a very different way to traditional
teaching and courses. This is an excellent format that
cultivates the shared leadership skills described in the
Medical Leadership Competency Framework, in particular, the softer skills of ‘working with others’.13
▸ A further benefit of the programme is the excitement
generated by the junior doctors among the other healthcare workers in the hospital, one of the programme
mentors commentated ‘we cannot wait to see what innovations they will come up with this year’.
▸ Most importantly is the effect it has on the doctors as
members of staff in the hospital. Each new group of
doctors are highly driven and intelligent; sadly, early
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Figure 1
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KEY LEARNING
Throughout the several PDSA cycles the programme
has been through, we have identified several core
principles that seem to hold true in different settings
with different groups of F1s:
▸ Self-determination. The single most important factor is
the F1s must choose the project themselves, if they do not
have ownership of this it will never work well. From
those with previous experience of what works, they can
be advised about the choice, but the idea has to be theirs.
▸ Groups are crucial. The projects take time and effort, and
attempting them individually will almost certainly fail.
From our experience, group sizes of 6–10 seem ideal.
▸ Volunteers are better. In the same way as the first point,
if the F1s feel they are doing the projects because they
want to it will work better. This does pose a slight challenge as the point is to up-skill all doctors (the ‘cake’).
One compromise that we have found very effective is to
make the first sessions compulsory, and for all F1s to
choose a project group and then further participation is
voluntary. In practice, most F1s will then carry on their
projects and somewhat ironically more will actually ‘do’
a project if it is voluntary rather than compulsory.

DIFFICULTIES IN SPREAD
This programme has been delivered by the enthusiasm
of the authors and others. No specific time or
resources were given to it initially, and it has only
been once success has been demonstrated that hospital
trusts have started to allocate time and resources to it.
This has made spread difficult. Although trusts have
personnel with enough quality improvement knowledge to organise such a programme, they often do not
have the capacity to move this forward. Conversely,
permanent postgraduate education staff who theoretically have the time to teach and mentor this sort of
programme do not have the appropriate quality
improvement knowledge and contextual experience.
Practically, spread has been achieved by the movement of two of the authors who are still in training
and so have rotated to other hospitals in the region,
copying the programme to their new hospitals. This
has been both a strength and weakness of this programme. By spreading it very much from the bottom
up it has been effective in a way that a top down dictated approach would have failed, but against that
spread has been slow. The basic problem is that most
‘senior’ doctors are not familiar with quality improvement and The Model for Improvement specifically,
and are thus unable to mentor. This will be hard to
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change, but as we will outline below, a solution exists
in the now increasing number of junior doctors who
are graduates of this programme.
THE FUTURE
The 64 000 dollar question is how to spread a programme that is largely based on the enthusiasm of a
few committed individuals. Just telling hospital trusts
that they must do this programme will not result in a
real change, as they may just pay lip service to this,
and the term ‘quality improvement project’ could
become as unpopular to junior doctors as ‘clinical
audit’ has become.15
So how do we translate this approach further? First,
quality improvement methodology is spreading among
consultants. Foundation directors can build their skills to
use with the F1s and continuing support from the Local
Education and Training Boards will progress this. In addition, using the skills of the graduates of this programme
is a growing resource already. As they finish their first
year as doctors, and their first quality improvement
project, a proportion will move to another hospital in
the region and move further away as the years go on.
These juniors with real experience of running quality
improvement can themselves mentor and continue the
programme in new hospitals and healthcare settings.
The F1s from the first year of the project are now in
their fourth year as doctors and are actively engaged in
mentoring new project groups. It is through this gradually increasing number of ‘quality improvers’ that we
will be able to achieve our aim of having all F1s finish
their first year as doctors with a comprehensive understanding of how to improve the systems they work in;
we will have ‘baked the cake’.
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