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Abstract

Objective. To evaluate the feasibility of implementing continuous quality improvement (CQI) projects in French health care
organizations.

Design. The French Ministry of Health issued two calls for CQI projects (in 1995 and 1996). ANAES was commissioned
to monitor and evaluate the projects, and to provide advice.

Setting. ANAES in collaboration with French public hospitals.

Study participants. A jury selected 64 projects from 483 submissions. The first series of projects related to safety issues
(e.g. blood transfusions), the second related chiefly to patient management.

Interventions. ANAES instructed project leaders in process analysis (modified four-step FOCUS-PDCA model), convened
regular meetings between leaders and performed on-site visits.

Main outcome measurements. Objective outcomes: goal achievement, extension of projects to other topics and departments,
allocation of resources. Subjective outcomes: changes in attitudes. Statistics were obtained from two questionnaires completed
by project leaders.

Results. Four projects were discontinued; 82% (49 out of 60) met more than half their objectives. The CQI method was
adopted by other departments in 65% and 50% (1st and 2nd series respectively) of cases. Hospital management often chose
to provide continued support (81%/88%), offer training (59%/80%), create a CQI unit (62%/73%), and allocate a budget
(61%/65%). A positive impact on staff attitudes was noted in over 75% of projects.

Conclusion. ANAES’ co-ordinated initiative to acquaint a hard core of French public hospitals with CQI proved successful.
Identification of the factors for success and of potential hurdles helped pave the way for the national hospital accreditation
procedure currently underway.

Keywords: attitude of health personnel, continuous quality improvement, implementation, process assessment (health care),
quality systems

The notion of continuous quality improvement (CQI) was In France, concerns about quality led to the creation, in
1991, of a national agency for the promotion of quality intransposed from industry [1,2] into the health care sector

toward the end of the 1980s [3]. Ever since, its application health care, ANDEM (Agence Nationale pour le Développement de

l’Evaluation Médicale). In 1997, ANDEM became the ANAES1has been on the increase in this sector although it is apparently
on the decline in industry [4]. Unlike quality assurance, CQI (Agence Nationale pour l’Accréditation et l’Evaluation en Santé)

which was set the additional task of devising and implementingis based on the prevention of inadequacies rather than
the correction of errors after the event. Because it is very a standard accreditation procedure for all French hospitals

(Decree of April 24, 1996) [6]. There were at the time 1071demanding both on individuals and on organizations as a
whole [5], it is often limited to a well-defined project involving public and 3011 private hospitals in France (Figures for

January 1, 1996) [7]. In between, from 1995 to 1998, ANAES’a team working on just a single, highly specific process.

1 Throughout this article the Agency will be referred to as ANAES.
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remit was to increase management’s awareness of CQI, which Project implementation
is a key feature of the accreditation procedure, and to study

ANAES’ approach to CQI laid strong emphasis on process
the feasibility of implementing CQI in public hospitals. analysis for three time-related reasons: (i) it takes time for
Practice being preferable to theory, the French Ministry of people to ‘break the ice’, to get to know each other and to
Health decided to help fund selected CQI projects. Two calls overthrow barriers between individuals and units; (ii) it takes
for projects were issued, the first in January 1995, the second time to abandon ‘false assumptions’, to analyse a process as
in May 1996. The topics for the first series of projects it is and not as one thinks it is; (iii) it leaves time and leeway
were predefined and reflected current safety concerns after for minor improvements and for the correction of obvious
recorded incidents in one or more hospitals (nosocomial inadequacies that go unrecorded because, at first sight, they
infections, incidents after anesthesia, after blood transfusions). do not seem to have any logical explanation. Awareness of
The second call was open. ANAES was officially com- inexplicable, manifest malfunctions is the first step toward
missioned to provide advice and training, and to monitor the admitting that errors do occur and a first sign of a change
projects closely. in mentality.

Factors known to favour successful CQI implementation The CQI method implemented in the projects was the
are good leadership [8], committed staff, a receptive or- FOCUS-PDCA model [3,14] adapted by ANAES to French
ganization, newly defined rules and regulations, as well as culture. It comprised four main steps with a fixed schedule:
training and support [9], but evaluation of CQI projects is (i) choice of a process in line with each hospital’s strategy
still in its infancy. There are few studies establishing that for detailed study (1 month). The hospital teams defined
CQI has a real and lasting impact on work methods [9,10]. clear, precise objectives and nominated a working group and
Although ANAES monitored each project closely, it was less steering committee. This step had in fact been partly taken
concerned with the detailed results of each project (one before submission of their application; (ii) critical appraisal
hospital team has published their results in this journal [11]) and description of the process (5–6 months): all those in-
than with the global issue: did the Agency’s intervention work volved had to describe their work, pinpoint inadequacies and
and was it worthwhile? Impact was thus measured using indicate possible areas of interference between sequential
aggregate statistics and gross indicators (initiation of further actions; (iii) design of a new process and definition of
CQI projects by the hospitals, creation of quality units, evaluation criteria for each stage of the process (3 months):
allocation of budgets) that were unrelated to project topics. the team ranked possible improvements and solutions, ana-
ANAES monitored and evaluated a total of 60 CQI projects. lysed the experience of others and legal constraints, and
A brief introduction to the French government’s initiative drafted an action plan for submission to the organizing
has been published [12,13] but this is the first overview of committee and hospital management; (iv) short- and/or
the results. long-term actions according to plan (> 5 months). A general

meeting took place at ANAES at the end of each step. At
these meetings, hand-outs (in French; available from the
authors upon request) explaining the next step were dis-Methods
tributed. More importantly, the participants had to bring to
each meeting a story board indicating the progress that hadProject selection
been made. These were the basis of formal presentations and

Two calls for CQI projects were issued by the French Ministry group discussions.
of Health (Direction des Hôpitaux) and sent out to all public The projects were run in the hospitals by a project leader
and non-profit-making hospitals in France. The focus was who reported to a steering committee which included at least
on topics relating to patient safety in the first call (January one member of the hospital management, a representative
1995) and to patient management in the second (May 1996). of the ‘Commission Médicale d’Etablissement’ (Medical Com-
Projects were selected in two steps: in the first step, ANAES mittee), the Head of Nursing, and the head(s) of the de-
and the Direction des Hôpitaux sorted out all projects that met partments involved in the project. A typical steering
official administrative requirements; in the second step, a jury committee comprised six to 10 persons. On average, the
selected those most likely to succeed. The main selection working groups were made up of 15 persons and were often
criteria were: clarity of aims, appropriate methodology, avail- broken down into smaller task forces.
ability of indicators to evaluate project performance, time ANAES staff assisted the hospital teams throughout the
required (< 18 months), previous experience in quality im- projects and visited each hospital at least once. The projects
provement, rallying power, conformity with hospital policy, were grouped into main themes and an advisor was appointed
and approval by the management. The two juries (one for for each theme.
each call) were composed of 12–14 professionals from the
public health care sector or from industry. All had expertise

Project evaluationin quality issues. The juries met three times to harmonize
their views on quality and to select projects. Selected projects Between June and September 1998, ANAES staff visited all
received a financial incentive of 50 000–400 000 French francs the hospitals selected in the second round (i.e. the 1996
(US$ 10 000–80 000) depending upon the amount requested projects) for a final evaluation (i.e. after 20 months). This 1-

day site visit was centred around two questionnaires (availablein their application.
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Table 1 Response to calls for CQI projects issued by the French Ministry of Health

Projects 1995 call 1996 call Total.............................................................................................................................................................................................................................
Number of projects received 260 223 483
Number of hospitals 164 144 ND1

Number of projects admissible 73 90 163
Number of projects selected 29 35 64
Number from teaching hospitals 16 18 ND1

Average number of beds per hospital2 758 635 690
Number of projects evaluated 26 34 60

1 ND, Not determined because the same hospital could have replied to both calls. 2 Teaching and other hospitals.

in French from the authors) which were specially designed concerns. The 1996 call was open; selected projects dealt
with topics relating to patient management rather than safetyby ANAES. They were completed by the hospital project

managers either alone or together with the working group (Table 2). The jury’s selection was, however, unbiased; the
chosen topics were a representative sample of those sub-and/or steering committee. During this period, the same

questionnaires were also sent by mail to the hospitals that mitted. The lion’s share of the hospital grants went on
temporary staff (replacing staff whilst they were working onhad taken part in the first round (i.e. to the 1995 project

leaders 38 months after the start of their project). If there a project, employing extra staff for a project), training, and
benchmarking/study trips. The grant was an incentive to getwas no reply by the end of 4 weeks, they were sent a reminder.

The questionnaires were devised on the basis of the the projects going and was not meant to be a means of
financing projects in the long term. In the main, it provedliterature on CQI evaluation and our own past experience.

The first questionnaire comprised four open questions: (i) adequate for its purpose.
Why did you decide to set up a CQI project? (ii) What
improvements have you brought about? (iii) How do you Project outcomes
know that your project has been effective? (iv) What impact

The performance of all the projects was evaluated over 4has your project had on quality issues and hospital strategy?
months starting 38 months after initiation of the 1995 projectsIllustrative examples were provided to help the project leaders
and 20 months after initiation of the 1996 projects. In theory,complete the questionnaire. The second questionnaire ad-
each project was to take 18 months but several were stilldressed: (i) the aims, progress and results of each project (11
ongoing at evaluation, mainly because the time needed toquestions); (ii) the dissemination of quality issues within the
meet objectives had been estimated incorrectly in the granthospital (12 questions); and (iii) the impact of the project
applications. This occurred despite early reassessment ofwithin the hospital (five questions). Of the 28 questions, 23
objectives in several projects. About half of the teams un-had to be answered by either ‘yes’ or ‘no’. The number of
dertook to revise their objectives or set new ones withyeses and nos were counted and converted into percentage
increasing knowledge of CQI and awareness of hurdles to‘yes’ or ‘no’ responses. The answers to the remaining questions
be overcome (see line 1, Table 3). Project continuation was,were percentage estimates, for instance: How far along com-
however, consistent with ANAES’ intention that efforts inpletion is your project? The number of projects falling
CQI and staff involvement should not end abruptly wheninto different percentage ranges was counted. All data were
the pilot tests came to a close. Efforts were to be pursuedanalysed by ANAES staff with the help of a social scientist.
over several years. Figure 1 (panel a) illustrates project
advancement at evaluation. Overall, 53 out of 60 (88%) of
the projects were past the half-way stage and 41 out of 60Results (68%) were more than two-thirds of the way to completion.

Goal achievement at evaluation is shown in panel (b) of
Project description Figure 1. The slight shift toward the left with respect to

panel (a) is due to the time needed for the effects of actionsA total of 483 projects were received of which 64 were
to become visible. At evaluation, 61% of the 1995 projectsselected by the juries and 60 evaluated by ANAES (Table 1).
and 41% of the 1996 projects had met their objectives (TableThe four unevaluated projects were discontinued because of
3). The higher percentage for the 1995 projects may be duethe early departure of key figures involved in the projects
partly to the longer interval between project initiation and(hospital manager, project leader or active member). Most of
evaluation (38 versus 20 months, respectively). This extrathe evaluated projects were from university teaching hospitals
time might also explain why more teams in the first series(Table 1); eight projects were from private non-profit-making
of projects had reached the stage of monitoring their per-hospitals and five were from psychiatric hospitals. The mean
formance indicators (88% versus 73%) or had already in-number of beds per hospital was 690 (range 104 to > 2000).

The 1995 call related to set topics reflecting current safety troduced the proposed improvements into their daily routine
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Table 2 Topics of selected CQI projects

1995 topics1 Number 1996 topics2 Number.............................................................................................................................................................................................................................
Preventing nosocomial infections 9 Improving admission procedures 8
Medical record management 5 Improving co-ordination of care 5
Safety issues: Anesthesia 5 Medical record management 4

Blood transfusions 4 Managing pain 4
Drug dispensing 4 Safety of medical devices 3

Controlling violence (psychiatric units) 2 Preventing falls 3
Dealing with alcoholic patients 2
Drug dispensing safety 2
Improving laboratory procedures 2
Patient management in the 1
operating theatre
Anaesthesia safety 1

1 Topics set by the French Ministry of Health. 2 Topics proposed by the applicants.

Table 3 Outcomes of CQI projects at evaluation

1995 projects 1996 projects
(n = 26) (n = 34).............................................................................................................................................................................................................................

Objectives re-assessed (during Yes 15 (58%) 15 (44%)
early stages of project) No 11 (42%) 19 (56%)

Objectives met Yes 16 (61%) 14 (41%)
No 10 (39%) 20 (59%)

Monitoring of performance Yes 23 (88%) 25 (73%)
indicators ongoing No 3 (12%) 6 (18%)

No answer 0 3 (9%)
New procedures already part of Yes 16 (61%) 18 (53%)

daily routine No 10 (39%) 13 (38%)
No answer 0 3 (9%)

(61% versus 53%). Nevertheless, a direct, strict comparison qualified staff, and finance. The management supported the
between the two sets of results should be avoided because extension of the CQI initiative in 81% and 88% (1st and
of the many differences in confounding variables: different 2nd series respectively) of the hospitals, created an ad hoc

environments, different topics etc. unit for CQI in 62%/73%, offered training opportunities in
59%/80%, and provided a budget in 61%/65% (Table 5).

Project extension and impact Clearly, there was more intellectual than material support.
Reasons for the higher percentages in the first than secondThe aim of the ANAES initiative was not just to help a
set of projects in Tables 4 and 5 may be more time to makenumber of teams to bring about improvements in specific
formal decisions on desirable courses of action (e.g. training)processes but, indirectly, to induce interest in CQI and
and greater background knowledge and experience in qualitychanges in mentality throughout the hospitals. Did the funded
issues. Those who came in first had the greatest awarenessprojects serve their purpose? Were the teams sufficiently
of CQI. Exceptions were the allocation of resources – moreconvinced to initiate new projects, and was their experience
time did not mean greater willingness to put money intoa successful example to be imitated by other teams? At
quality – and the highly positive response from the man-evaluation, half of the teams had already set themselves new
agement for the second set of projects (88%). The Frenchobjectives related to the same topic (line 1, Table 4), half of
Ministry of Health’s 1997 decision to accredit all public andthe first set of projects had been ‘copied’ by other departments
private hospitals, making quality a compulsory issue, mightwithin the hospital (line 2, Table 4), and the CQI method
explain this high response rate.had been adopted for projects on other topics in over half

As noted above, the projects progressed at different rates.the hospitals (line 3, Table 4).
Their evaluation should thus include not only objective, butFew strategies can be successful if they are not applied in

the right context, implying a need for managerial approval, also subjective, measures. Whether a particular project was
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wish to provide socially acceptable answers to ANAES than
to a deep-rooted belief in CQI. Having monitored the projects
closely, ANAES could not be expected to believe answers
too far off from the truth. If the positive responses are
trustworthy, they may be attributable to several factors in-
cluding the leadership qualities of the project manager, the
enthusiasm of the team, but also to the strategy employed.
Each person involved in the process under study was im-
plicated in the CQI initiative regardless of their role or
position in the hierarchy. Moreover, their work, together with
that of others, was placed into context and discussed by the
whole group. This type of situation is still relatively rare in
many French hospitals where the hierarchical system still has
a very strong hold.

The improvements brought about by the CQI projects
were felt by 23% of the patients in the first set of projects
and 47% in the second. These responses depend on the
nature of the projects under study. It is hardly surprising
that a higher percentage was recorded in projects dealing
predominantly with patient management rather than with
safety.

Discussion
Figure 1 Distribution of the projects according to (a) per

The meetings organized at ANAES headquarters, the on-cent progress (b) per cent success at evaluation.
site visits performed by ANAES, and the answers to the
questionnaires obtained either on the spot or by mail, all

successful or not, whether the CQI initiative was, or was indicated that the CQI initiative met with substantial success
not, officially adopted by hospital management and staff, despite some difficulties, especially during the initial stages.
were less crucial from ANAES’ viewpoint than whether An 18-month period may seem a long time to improve a
individual attitudes underwent positive changes. CQI aims procedure and could be shortened but, in fact, it is the initial
to instill attitudes of positive criticism, greater humility and phase that is long and incompressible. During this phase, the
tighter collaboration. The questionnaires for completion by participants identify the key issues, learn to judge their own
the project leaders with their colleagues included items on work within a defined context and also learn to collaborate.
changes in ways of tackling issues, in work methods and Besides, a baptismal CQI project is only the first foothold
attitudes. The answers were highly subjective, of course, but in a long climb toward full change during which both
reflect the opinions of closely knit teams educated in self- individuals and organization come to grips with a variety
criticism. The psychosocial impact of CQI was deemed of issues. The individuals undergo a learning process that
positive in over 75% of projects irrespective of item (Table challenges the organization and results, in the long run, in a

re-engineered management structure [15,16].6). Bias in this encouraging response may be due less to a

Table 4 Extension of CQI projects

1995 projects 1996 projects
(n = 26) (n = 34).............................................................................................................................................................................................................................

New objectives set at close of Yes 14 (54%) 17 (50%)
project (same topic) No 10 (38%) 17 (50%)

No answer 2 (8%) 0
CQI project (same topic) adopted Yes 14 (54%) 13 (38%)

by other departments No 8 (31%) 21 (62%)
NA 4 (15%) 0

CQI method adopted for other Yes 17 (65%) 17 (50%)
topic(s) by same or other No 8 (31%) 17 (50%)
departments No answer 1 (4%) 0

NA, Not applicable.
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Table 5 Managerial involvement and resources allocated in the wake of the projects

1995 projects 1996 projects
(n = 26) (n = 34).............................................................................................................................................................................................................................

CQI introduced into hospital Yes 21 (81%) 30 (88%)
management strategy No 5 (19%) 4 (12%)
CQI unit created Yes 19 (73%) 21 (62%)

No 7 (27%) 13 (38%)
Units staffed by Yes 17 (65%) 18 (53%)
project participant(s) No 6 (23%) 4 (12%)

No answer 3 (12%) 12 (35%)
Training opportunities Yes 21 (80%) 20 (59%)
offered in QCI No 4 (16%) 13 (38%)

No answer 1 (4%) 1 (3%)
Training offer taken up Yes 16 (61%) 19 (56%)
by hospital managers No 5 (19.5%) 10 (29%)

No answer 5 (19.5%) 5 (15%)
Provisional budget allocated Yes 16 (61%) 22 (65%)
(staff and logistics) No 10 (39%) 11 (32%)

No answer 0 1 (3%)

NA, Not applicable.

Table 6 Impact of the CQI projects on the health care organization according to project leaders and/or project group
members

1995 projects 1996 projects
(n = 26) (n = 34).............................................................................................................................................................................................................................

Changes in ways of tackling issues Yes 20 (76%) 29 (85%)
No 3 (12%) 4 (12%)
No answer 3 (12%) 1 (3%)

Changes in work methods Yes 21 (80%) 29 (85%)
No 4 (16%) 3 (9%)
No answer 1 (4%) 2 (6%)

Changes in attitudes Yes 22 (84%) 32 (94%)
No 2 (8%) 1 (3%)
No answer 2 (8%) 1 (3%)

Changes felt by patients Yes 6 (23%) 16 (47%)
No 17 (65%) 14 (41%)
No answer 3 (12%) 4 (12%)

Several reasons could have contributed toward the success management; (viii) up-front resources; (ix) the required sup-
port services. ANAES has issued a list of the key factors forof this CQI initiative: (i) coherence (overall management by

a single team commissioned by the state); (ii) a simple rigorous success on the basis of this experience [17]; they confirm
those already identified elsewhere [18].method (compulsory story board presentations of progress,

strict deadlines); (iii) voluntary participation and effective Most of the difficulties encountered were related to a
question of time: (i) time taken for the message to be clearlyincentives (to be selected is to be distinguished from among

others and to be rewarded); (iv) good communication (within understood by all; (ii) time to instruct participants in CQI
implementation; (iii) time for them to accept the method,the hospital, between ANAES and project participants, and

among participants of different projects); (v) the leadership adopt it and apply it to their particular context; (iv) time
needed to accompany the project; (v) time needed for lastingqualities of those who ran the projects; (vi) multidisciplinary

teams (the selected projects tended to involve individuals and in-depth changes in attitudes; in brief, the time taken
to introduce new ideas and move from a culture that iswith different qualifications and backgrounds; those in which

opinion leaders (e.g. physicians) participated actively tended predominantly ‘solution oriented’ to one that is ‘observer
oriented’. This time is incompressible but is essential for theto be the most successful; (vii) the backing of the hospital
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successful deployment of CQI. Other related and partly useful to the hospitals concerned and also to ANAES in
regard to the preparation of the accreditation system now inunsolved difficulties were the training and availability of
force. The goals of accreditation are evaluation and im-qualified personnel to counsel and support the project par-
provement. Primary objectives are to assess the quality andticipants during the project and, more importantly, after its
safety of care, to assess an institution’s ability to undertakeofficial close. An additional handicap was that the CQI
CQI using a recognized quality management tool, and to fosterinitiative was more likely to be espoused by those who already
acceptance of change by involving participants throughout thehad some knowledge or experience in the field rather than
quality process. Ultimately, the public will thus gain betterby those who might have been in greatest need of participating
understanding of – and greater confidence in – quality ofand who might have benefited most.
care.Methodologically speaking, we performed an open, non-

comparative study managed by highly motivated individuals.
Any conclusions we draw are therefore subject to bias. The
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8. Weiner BJ, Shortell SM, Alexander J. Promoting clinical in-C.H.U. de Besançon); M.C. Jars-Guincestre (Hôpital Ray-
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