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From the Editor-in-Chief

Barriers to System Quality Improvement  
in Health Care
Ebrahim Barkoudah, MD, MPH 

Process improvement in any industry sector aims 
to increase the efficiency of resource utilization 
and delivery methods (cost) and the quality of the 

product (outcomes), with the goal of ultimately achieving 
continuous development.1 In the health care industry, vari-
ation in processes and outcomes along with inefficiency 
in resource use that result in changes in value (the prod-
uct of outcomes/costs) are the general targets of quality 
improvement (QI) efforts employing various implementa-
tion methodologies.2 When the ultimate aim is to serve 
the patient (customer), best clinical practice includes both 
maintaining high quality (individual care delivery) and 
controlling costs (efficient care system delivery), leading 
to optimal delivery (value-based care). High-quality indi-
vidual care and efficient care delivery are not competing 
concepts, but when working to improve both health care 
outcomes and cost, traditional and nontraditional barriers 
to system QI often arise.3 

The possible scenarios after a QI intervention include 
backsliding (regression to the mean over time), steady-
state (minimal fixed improvement that could sustain), and 
continuous improvement (tangible enhancement after 
completing the intervention with legacy effect).4 The scal-
ability of results can be considered during the process 
measurement and the intervention design phases of all 
QI projects; however, the complex nature of barriers in 
the health care environment during each level of imple-
mentation should be accounted for to prevent failure in 
the scalability phase.5

The barriers to optimal QI outcomes leading to con-
tinuous improvement are multifactorial and are related 
to intrinsic and extrinsic factors.6 These factors include 
3 fundamental levels: (1) individual level inertia/beliefs, 
prior personal knowledge, and team-related factors7,8; 
(2) intervention-related and process-specific barriers and 
clinical practice obstacles; and (3) organizational level 
challenges and macro-level and population-level barriers 

(Figure). The obsta-
cles faced during the 
implementation phase 
will likely include 2 of 
these levels simultane-
ously, which could add 
complexity and hinder 
or prevent the imple-
mentation of a tangible 
successful QI process 
and eventually lead to 
backsliding or mini-
mal fixed improvement 
rather than contin-
uous improvement. 
Furthermore, a patient-centered approach to QI would 
contribute to further complexity in design and execution, 
given the importance of reaching sustainable, mean-
ingful improvement by adding elements of patient’s 
preferences, caregiver engagement, and the shared 
decision-making processes.9

Overcoming these multidomain barriers and reaching 
resilience and sustainability requires thoughtful planning 
and execution through a multifaceted approach.10 A mean-
ingful start could include addressing the clinical inertia for 
the individual and the team by promoting open innovation 
and allowing outside institutional collaborations and ideas 
through networks.11 On the individual level, encouraging 
participation and motivating health care workers in QI 
to reach a multidisciplinary operation approach will lead 
to harmony in collaboration. Concurrently, the organiza-
tion should support the QI capability and scalability by 

Corresponding author: Ebrahim Barkoudah, MD, MPH, Department 
of Medicine, Brigham and Women’s Hospital, Boston, MA;  
ebarkoudah@bwh.harvard.edu

doi:10.12788/jcom.0110



From the Editor-in-Chief

176    JCOM  September/October 2022  Vol. 29, No. 5� www.mdedge.com/jcomjournal

Individual factors/Micro  

• �Clinical inertia 

• �Initiative fatigue

• �Lack of individual support  

• �No participation in multidisciplinary 
collaboration

• �No clear return on investment

• �Inability to motivate staff

• �Complexity in operation 

• �Lack of coordination

• �Inability to reach harmony

Intervention/Process/Practice-
related/ Environment 

• �Lack of feasibility

• �Inability to measure process matrix 
and outcomes  

• �Complexity of the intervention

• �No clear pathway for implementation

• �Discordance of QI processes

• �Lack of support to examine process 
continuously

• �Lack of psychological safety and 
accountability

System/Macro/Organization

• �Lack of system scalability 

• �Lack of system capacity

• �Lack of improvement value-based 
principles

• �No overall leadership support

• �Organization inertia

• �Competing priorities

• �Inability to execute the overall 
process and metrics

• �Resource obstacles and financial 
limitations

Patient-centered improvement approach

Figure. Barriers to progress in quality improvement.

removing competing priorities and establishing effective 
leadership that ensures resource allocation, commu-
nicates clear value-based principles, and engenders a 
psychological safety environment. 

A continuous improvement state is the optimal QI tar-
get, a target that can be attained by removing obstacles 
and paving a clear pathway to implementation. Focusing 
on the 3 levels of barriers will position the organization for 
meaningful and successful QI phases to achieve contin-
uous improvement.
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