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1 Introduction

This Element invites careful reflection on the somewhat contradictory-sounding

idea that efforts to improve healthcare are rarely unequivocally good. It suggests

deliberate and rigorous attention to:

• the rich array of values that underpin both the goals of healthcare improve-

ment and enactments of improvement approaches

• the value judgements, tensions, and trade-offs involved in decisions about

which goals to prioritise and which approaches to adopt.

These considerations are the focus of what we call ‘improvement ethics’. The

Element aims to help the people involved in improvement activities to engage in

improvement ethics by highlighting how different values are embedded and

prioritised in healthcare improvement. We also hope to encourage ethics scholars

to contribute to investigation in this field by outlining a substantive agenda for

improvement ethics as a rich field of inquiry that is ripe for development.

In Section 2, we introduce ethics and explain why ethical questions are central

to healthcare improvement.We consider why some of the important ethical issues

that come up in healthcare improvement work are sometimes neglected, either

remaining unspoken or being passed over too quickly, and we outline some of the

frameworks that can be drawn on in ethical reasoning. Section 3 indicates how

improvement ethics can be expanded and enriched. We encourage attention to

ethical issues that can arise first in identifying the purposes of and priorities for

improvement (i.e. what counts as better healthcare andwhy?), and then in relation

to improvement approaches and how improvement is pursued in practice. The

section concludes with a set of starter questions to support explicit and broad-

ranging reflection and debate about ethical aspects of improvement work.

Section 4 offers some critical reflections on the challenges of bringing ethical

analysis into healthcare improvement, acknowledging that ethical analysis is not

easy and resolving many tensions is not straightforward. Despite these chal-

lenges, we suggest that active scrutiny of the values embodied in improvement

work is as essential for rigour as scrutiny of evidence of effectiveness.

Improvement ethics can and should be included as an integral part of healthcare

improvement policy, practice, and research.

2 Ethics and Healthcare Improvement

2.1 Why Ethics Is Central to Healthcare Improvement

Ethics is a richly diverse activity that involves identifying and thinking about

values and value judgements, and reasoning about what is good, right, and

1Values and Ethics
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justified – and why. Ethical analysis includes a broad range of considerations,

including whether, in what respects, and to what extent we (or others) are:

• treating people in acceptable ways

• bringing about as much good as we can

• working in ways that embody ‘virtues’ (ideal or valuable character traits or

qualities)

• supported by social structures and cultures that foster these good actions and

virtues.

Ethics is relevant to all aspects of human social life and activity, including

healthcare, and is central to questions of improvement in this domain.

Healthcare aims to bring about states that people value (including health) using

processes that people value (including care). Claims about improvement are

typically claims about what counts as good or better. In addition to the many

different aspects of health and care that might be considered relevant to these

claims, people pursuing improvements often apply a range of values associated

with healthcare quality, including effectiveness, safety, patient-centredness, effi-

ciency, equity, and timeliness. They also routinely make (or act in ways that

reflect) value judgements about which aspects of quality or good healthcare

should be prioritised and how best they should be addressed. Improvement

processes and practices also incorporate values and enact value judgements, so

people who make decisions about different improvement approaches or method-

ologies at least implicitly give different weight to considerations such as meas-

urement validity and reliability, and attention and responsiveness to different

stakeholders’ perspectives.

One way of summing up the relationship between healthcare improvement and

ethics is to say that healthcare improvement relies on ideas about what counts as

good and better, and that ethical analysis involves the deliberate and sustained

interrogation of those ideas. Ethical interrogation can consider which elements or

aspects of good and better the ideas deployed in healthcare improvement include,

what they miss out, and how (and how well) the different elements or aspects are

interpreted and either combined or balanced together. Ethics can also usefully

investigate, for example, what is good and right (or not), and why, in relation to

how decisions are reached about priorities for improvement, and how improvement

projects are approached.1,2

2.2 Implicit Normativity in Healthcare Improvement

The diverse values and ethical issues that are at play in healthcare improvement

are rarely considered explicitly or in detail. There are at least two possible

2 Improving Quality and Safety in Healthcare
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reasons for this. First, it might be assumed that people who work in healthcare

should always be striving to make it better (or at least to ensure it is good

enough), and that improvement work is inevitably good. With a little reflection,

it is easy to see that improvement activities can have downsides (including

unwanted side effects), that motivations for engaging in them can be mixed, and

that their benefits and burdens may be unevenly distributed. These possibilities

are not always rigorously considered.

Second, the main way in which improvement ethics has been discussed to

date is in the context of the governance of improvement projects, and this focus

may obscure important dimensions of improvement ethics. A key concern in

debates about the ethical governance of improvement work has been to find

a way to recognise and manage the ethical risks of improvement activities

without blocking improvement progress.3–6 Much attention has focused on

the similarities and differences between improvement projects and research

projects, and the development of guidance suitable for regulation and govern-

ance requirements.7–11 Some important considerations have been identified and

addressed, but this association with research ethics and governance has argu-

ably constrained the scope of improvement ethics. In particular, the association

may have led to the consideration of a narrower range of ethical concerns than

are relevant to understanding and evaluating the goals of and approaches used in

improvement practices.

The value judgements and ethical issues that are inherent in formulating

healthcare improvement goals and selecting healthcare improvement

approaches often remain unspoken and unexamined. Although improvement,

by definition, aims to make something better, questions about what is good,

right, or required, and therefore what would be better, are rarely brought to

the surface – especially when widely accepted quality concepts such as

effectiveness and safety are invoked. This phenomenon is sometimes called

‘implicit normativity’,12 which has been defined as ‘. . . the presence of

unstated or taken-for-granted assumptions about what is good and bad,

right or wrong, required or not required’.13 Implicit normativity is wide-

spread in healthcare improvement. To some extent, this might be inevitable,

but it is important to recognise that it can also lead to the neglect of important

concerns or values.

To illustrate the point, we can consider a well-intentioned effort at increasing

service efficiency. Imagine that the managers of a community nursing service are

concerned about copingwith rising levels of demand for their service and looking

for ways to minimise wastage of staff time as they do so. They systematically

redesign their staff deployment, journey routing, and timetabling to reduce staff

travelling times and fit more visits to patients into each working week. Imagine

3Values and Ethics
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their efforts achieve these goals. This could be claimed as an improvement in

efficiency and perhaps enable the service to meet performance targets. But it also

has the potential to indirectly diminish other aspects of the service that some

patients and nursing staff may value highly. For example, relational continuity

(the ongoing relationship between a patient and caregiver) might be reduced, and

the service might become less responsive to people who havemore time-sensitive

needs. The pursuit of the worthwhile end of reducing waste could therefore have

a negative impact on aspects of patient-centredness, effectiveness, and equity.

The efficiency initiative might also come to shape how nursing staff routinely

think and feel about their duties and priorities, and both nursing staff and

managers could, on reflection, come to regret this. Over time, managers might

start to re-examine the way they interpreted and prioritised the idea of service

efficiency in relation to other important improvement ends.

Of course, improvement efforts are not always so narrowly focused, nor do

they all diminish the perspectives of healthcare staff and patients in the way that

happens in this example. From the outset, people seeking to improve healthcare

are often conscious of navigating trade-offs between different aspects of quality

or kinds of improvement, and some already engage in and encourage explicit

deliberation about what matters most and why. As we will consider further

below, some features of healthcare improvement methodologies can also help

ensure that important ethical considerations, including different perspectives on

what matters, are not overlooked. This example highlights the importance of

recognising the phenomenon of implicit normativity in improvement efforts and

of engaging in ethical reflection. This includes, when attempting to provide an

ethical justification for improvement activities, thinking carefully and talking

explicitly about the values that guide, and the various values that may be

affected by, what is proposed.

Improvement ethics can involve, among other things, being alert to and

analysing the often unspoken interpretation of good and the enactment of

right in healthcare improvement goals and approaches.1,2 Promoting profes-

sional reflection on the values and ethics embedded in healthcare improvement

practices is one of our main concerns in this Element. Before concentrating on

that theme – and to summarise other starting points that readers may be familiar

with –we will first say something about some models and theories that are often

drawn on in healthcare ethics (Section 2.3).

2.3 Theoretical Resources to Support Ethical Reasoning

When introducing ethics in Section 2.1, we noted that ethics is a richly diverse

activity that involves consideration of a broad range of questions. Ethical

4 Improving Quality and Safety in Healthcare
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analysis is not simple, and disagreements are likely. Answering questions about

whether we’re treating people in acceptable ways, bringing about as much good

as we can, embodying virtues, and so on requires interpretation and value

judgement. There is more than one way of determining what’s acceptable,

more than one interpretation of what it means to do good. It follows that it’s

not easy to answer ethical questions well. But as we have argued, questions of

ethics are central to healthcare improvement, and there are at least two reasons

why it’s important to approach ethical issues explicitly and rigorously. First, it

increases the chance that we will have at least taken into account the range of

relevant considerations. Second, doing so puts us in a position where we can

share the processes of reasoning that we have followed in coming to any

conclusion, which enables scrutiny by and accountability to others.

Various theoretical resources have been developed to enable and support

ethical reasoning. One rough guide to ethical reasoning that healthcare pro-

fessionals are often taught about is the so-called ‘four principles approach’.14

This approach attempts to distil ideas from several different approaches to

ethical reasoning (see summary in Box 1). The four principles can be under-

stood as inviting us to consider four key questions:

• How and how far might possible actions produce benefits (considerations

associated with the principle of beneficence)?

• How and how far can harm be avoided (non-maleficence)?

• Whether and how proposed actions treat people and their choices and values

with respect (respect for autonomy)?

• Whether and how proposed actions treat different people fairly (justice)?

Many people find this simple framework helpful: the four principles are good

general pointers, and the questions can stimulate productive thinking. However,

despite its value as an introduction to ethical reasoning, the four principles

framework is limited as a basis for ethical analysis and a guide for action. Each

principle can be interpreted in multiple ways, and tensions between the prin-

ciples will often arise when evaluating specific courses of action. In addition,

some important ethical considerations (e.g. relating to solidarity and trust) are

not easily analysed by just using the four specified principles.

Other theoretical resources (and often rich combinations of these) are used

within the academic field of ethics. These resources enable debate about the

nature and foundations of ethics and can also help inform ethical analysis. Due

to differences in what they emphasise, different ethical approaches may be better

suited to answering various ethical questions – but again, they are not simple-to-

apply formulas and do not provide easy answers. Nevertheless, for those who

have the opportunity and interest to engage with them, these resources can help

5Values and Ethics
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clarify, extend, and strengthen accounts of ethical reasoning in particular situ-

ations. We can’t do justice to the full range of approaches in this Element, but in

Section 2.7, we offer a framework for stimulating thinking about improvement

ethics in the form of questions for prompting reflection and discussion.

2.4 Extending Explicit Thinking about Ethics in Healthcare
Improvement

In this section, we emphasise and further illustrate the need to move from

implicit to explicit thinking about ethics in healthcare improvement. We can

draw support for this idea from Don Berwick, an international expert in

healthcare improvement. In a conference address, Berwick noted that, by the

end of their careers, two founding figures of the healthcare quality movement

had both come to see improvement work as rooted in ethical as well as technical

BOX 1 SOME INFLUENTIAL APPROACHES TO ETHICAL ANALYSIS – A VERY BRIEF SUMMARY

Consequentialism: judges the rightness of acts according to their

consequences.

Utilitarianism: a form of consequentialism that judges the rightness of acts

according to the overall amount of utility (variously interpreted as happiness,

preference satisfaction, or well-being) they bring about in a population.

Duty-based approaches: judge the rightness of actions according to their

conformity with prescribed obligations or principles of right conduct. The

obligations or principles may derive from a variety of sources, including

religious and legal norms, human rights frameworks, and philosophical

reasoning.

Virtue ethics: focuses on the characteristics of good people, attending to

the ways virtuous people typically behave in different circumstances.

Feminist approaches: seek to make explicit and address gender-based

injustices and other forms of oppression, including within other approaches

to ethical analysis. These approaches typically encourage attention to the

perspectives of people who are socially marginalised and disempowered.

Case-based approaches: consider how new or ethically unresolved cases

compare and relate to other relevantly similar concrete examples that are

ethically clear-cut. This may involve moving between several similar

cases and comparing and contrasting them in order to make progress on

understanding the new case.

6 Improving Quality and Safety in Healthcare
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concerns. He quoted Avedis Donabedian as saying, ‘Ultimately the secret of

quality is love’ and W. Edwards Deming as saying, ‘All that anyone asks for is

a chance to work with pride’.15 Berwick’s address was wide-ranging, but the

key point for us here is that while healthcare improvement leaders may not

always have talked explicitly about values and value judgements, at least some

of them have recognised that quality and ethics are intertwined.

2.5 Ethical Issues in Considering What to Improve

Paying explicit attention to purpose and priorities is important for critically

considering justifications for healthcare improvement work.7 The ethical justi-

fication of improvement efforts requires scrutinising our ideas about what is

good in healthcare. Asking whether a change is an improvement should involve

looking critically at:

• how it is characterised

• what it might be compared to and contrasted with

• why it is important.

Discussions about what is good in healthcare often refer to lists of dimensions of

healthcare quality, such as the Institute of Medicine’s widely known list of

safety, effectiveness, patient-centredness, timeliness, efficiency, and equity.16

These lists summarise features that are thought to deserve particular attention in

improvement work and are sometimes considered to be the most important

features of good healthcare systems and services. However, several aspects of

their construction and some of the ways they are used in practice have ethical

implications that are worth bearing in mind.

First, the items on the list represent a subset of amuchwider range of values that

people might believe are important when considering what matters for good

healthcare.2 If improvement initiatives are strongly oriented towards the listed

dimensions of quality, then other aspects of healthcare may be neglected. For

example, if funding schemes for improvement initiatives require applicants to

indicate which of the listed dimensions of quality thework they propose addresses,

other aspects will typically receive less attention. The items on a widely used list

will sometimes be more justifiable as priorities for some healthcare systems or

services than others. This will depend on the extent to which they reflect currently

significant shortfalls and the priority concerns of the often diverse people who

have a stake in particular systems or services. These people may include patients,

employees or volunteers, and neighbourhood residents.

Second, the ways in which each item on a list is interpreted and specified – in

particular, how they are operationalised into measures for assessing quality

7Values and Ethics
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(or improvement) – also have ethical implications, including for which (and whose)

needs and interests are prioritised. We saw this in the example of the commu-

nity nursing service discussed in Section 2.2, which highlighted how a model

of efficiency that focused on some inputs and outputs could obscure a

number of other considerations of value that could be relevant both for

efficiency and for quality more generally. Similar concerns arise for other

quality concepts: for example, when effectiveness is specified and operation-

alised in narrow biomedical terms where a broader and diffuse set of conse-

quences for health and well-being might be considered important. Also, when

patient-centredness is assessed with a strong focus on patients’ involvement

in significant decisions about their care, shortfalls in respect, kindness, or continuity

of relationships might be equally, if not more, important to patient-centredness in

practice.17

Third, list presentations can be misleading in the way they present items as if

they are similar kinds of things, equally important, and independent of each

other.18 As we also saw in the example in Section 2.2, the pursuit of improve-

ment in one domain of quality (such as efficiency) will not always have positive

or neutral implications for others. Often, there will be ethically significant trade-

offs to be made. The apparent simplicity of lists should not be allowed to

obscure the complexity of the value sets that need to be considered when

justifying improvement interventions.

Sometimes, some rationale is given for an intervention in terms of how it

makes things better, but the issues are not examined with enough depth or

clarity. Just because something works in a narrow sense does not mean it is

justified overall. Accordingly, scientific evidence for effectiveness in some

respect will rarely be enough to justify an intervention. The fact that an

intervention is effective in one way (towards a specified goal) should not be

conflated with the idea that it is optimal or even right, all things considered. As

Box 2 illustrates, questions of what would be good or better in healthcare often

lead to a plurality of answers; all may be reasonable while none are necessary or

sufficient in all cases.19

When we pay attention to the range of ‘goods’ that can be pursued or

undermined by healthcare, we may conclude that some improvement interven-

tions are not justified. A lot depends on the detail. Asking rigorous questions

about a proposed intervention can reflect and enhance sensitivity to the com-

plexities. We should be ready to reject what appear to be plausible or well-

intentioned interventions after asking questions about: the strength of their

evidence base; whether we can defend our account of what is good about

them; and whether we have thought carefully enough about the harms they

might embody or produce.

8 Improving Quality and Safety in Healthcare
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However, an argument for rejecting or postponing an intervention is not the same

as an argument for not intervening at all to address a shortcoming, and so there

will always be an obligation to think about how to address it. This may involve

exploring other interventions or thinking about how to refine and trial the proposed

intervention. But any subsequent intervention should be accompanied by careful

and self-critical evaluation to mitigate against ethical misgivings. Attending to the

complexity of deciding what counts as an improvement doesn’t justify blanket

inertia or inaction; rather, it requires more broad-ranging and careful thought.

2.6 Ethical Issues in Different Approaches to Healthcare
Improvement

We now turn to the values that are given more or less emphasis by particular

approaches to improvement and examine some ethical aspects of the practical

and methodological choices involved in these approaches. It’s important to

recognise the (often implicit) normativity in the development, selection, and

advocacy of particular approaches to improvement, including what they desig-

nate and prioritise as improvement activities, what roles they establish, and who

they present as relevant actors and stakeholders. Approaches to improvement

are not ethically neutral, nor are they ethically equivalent. Each approach

emphasises some specific values; each approach challenges those working on

improvement to adhere to associated ideals and standards. At the same time,

BOX 2 INDICATORS OF SUCCESS SUGGESTED BY HEALTHCARE PROFESSIONALS FOR THEIR

APPROACHES TO SUPPORT PEOPLE WITH LONG-TERM CONDITIONS

◦ Biomedical markers

◦ Symptom control

◦ Ability to perform particular functions (e.g. climb stairs)

◦ Psychological well-being

◦ General health and happiness

◦ Avoidance of undue treatment burden

◦ Ability to manage their condition in daily life

◦ Patient contributing to problem-solving and goal-setting

◦ Patient not being unduly dependent on formal healthcare services

◦ Open and effective communication between patient and healthcare

professionals

◦ Accessibility of healthcare

◦ Communicating and relating in ways that are experienced as supportive

Adapted from Owens et al.19
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each approach also gives less prominence to (and can risk relative neglect of)

some other values.

We use three broad improvement approaches – the Institute for Healthcare

Improvement’s Model for Improvement, collaboration-based approaches, and

co-productive and co-design approaches – to illustrate some different value

emphases and to highlight some of the ethical considerations that people

working on improvement need to be aware of. In selecting these examples

from the mainstream improvement literature, we acknowledge that we are

relying on a relatively restricted idea of an improvement approach. Of course,

a far broader range of activities and processes can contribute to healthcare

improvement, including social movements and political activism, changes to

funding patterns or professional preparation, and technological developments –

but they are not the focus of this discussion.

These three approaches are featured and critically reviewed in the Elements

on the Institute for Healthcare Improvement approach,20 collaboration-based

approaches,21 and co-producing and co-designing,22 respectively. The brief

descriptions here are intended to enable us to highlight issues of values and

ethics – some of which are also considered in the respective Elements. Our main

contention is that the value emphases reflected in the different improvement

approaches are not usually highlighted or debated enough. We suggest that

much is to be gained in improvement ethics by drawing out the different value

emphases associated with different approaches and looking across the full range

of relevant values, including those that are given less emphasis when the focus

is elsewhere. We stress that a similar analysis could be produced using

a different sample of approaches.

In the following sections, we use:

• the Model for Improvement approach to introduce a cluster of ideas that

might be denoted as practical-technical values associated with objective

setting and measurement

• collaboration-based approaches to draw attention to the social values associ-

ated with collegial learning

• co-productive and co-design approaches to discuss the social values associ-

ated with inclusion and democracy.

As we will illustrate, each set of values is important, and they are not mutually

exclusive. Each of the three improvement approaches positively emphasises

some particular values and, as a result, can make some ethical challenges

(including enacting those values and tensions between certain combinations

of values) particularly evident. However, similar ethical challenges can also

10 Improving Quality and Safety in Healthcare
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occur in other approaches. No improvement approach can be implemented

without potential ethical pitfalls.

We note that our discussion of these approaches is deliberately broad and

serves mainly to illustrate the different value dimensions that can be in play.

More detailed improvement ethics analyses would need to look carefully at

how different approaches are applied (and likely combined) in specific

contexts.

2.6.1 Model for Improvement: The Importance of Practical-Technical
Values

TheModel for Improvement is among the best-known frameworks for approach-

ing healthcare quality improvement.23,24 As described by the Institute for

Healthcare Improvement, it has two components. The first is a set of questions

that are intended to help clarify the goals of an improvement effort, the changes

that can bemade to achieve those goals, and the measurements that might provide

evidence of progress towards the goals.

◦ What are we trying to accomplish?

◦ How will we know that a change is an improvement?

◦ What change can we make that will result in an improvement?

The second component is the testing and refinement of change, which takes

place through plan-do-study-act (PDSA) cycles, supported by measurement

strategies and techniques such as statistical process control charts (see the

Element on statistical process control25). This two-part core provides a very

general structure for thinking about and doing improvement work, so the model

can be applied in diverse settings to an apparently limitless range of quality

concerns.

The Model for Improvement exemplifies a number of features at the heart of

the quality improvement tradition: it stresses the importance of being explicit

and systematic in defining and refining aims, methods, and progress, and it

emphasises the importance of accurate and repeated measurement of change in

response to intervention. These features lead us to characterise the framework as

one that foregrounds practical-technical values associated with objective setting

and measurement. These practical-technical values are of substantial ethical

importance. They can help people to provide justifications for their improve-

ment goals, why the steps they are taking make sense, and how their progress

can be demonstrated. But while having explicit and systematic goals and

measurement may be necessary conditions of ethically defensible healthcare

improvement, they are not sufficient conditions.

11Values and Ethics
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In practice, a strong emphasis on practical-technical values also carries

ethical risks, and the significance of these risks depends on how carefully they

are anticipated and managed. We will outline three examples here.

• First, an emphasis on technical standards for measurement might encourage

a focus on improving aspects of healthcare that are easier to measure, but

discourage efforts to tackle other important (perhaps less readily measurable)

shortfalls, such as quality of communication (which is highly interpretive and

subjective) or experiences of disrespect (which can occur in micro-

communications and may be ambiguous or disputed).

• Second, people may tend to take numeric measures that are partial indicators

of improvement too seriously and treat them as if they are perfectly valid or

near-complete reflections of those aspects of quality (e.g. effectiveness) with

which they are associated.26 An emphasis on narrow indicators of success

may obscure the bigger picture of what matters to people.

• Third, even if good progress is made in relation to specific objectives, the

specification or measurement of those objectives may be too narrow. Side

effects may go unseen if they are not predicted or otherwise not included in

what is measured.27

In some respects, the Model for Improvement is especially well-placed to

respond to these risks of what we might call ‘technical closure’. As frameworks

go, it’s flexible, has been extensively debated, and has a history of refinements.

The model also incorporates the idea of ‘balancing measures’, which encour-

ages its users to employ a range of indicators that go beyond the core aims of

their improvement intervention and to look outside their immediate objectives

for potential side effects and complications.

But ethical issues can still arise in practice with applications of all improve-

ment approaches, including the Model for Improvement. It’s well understood

within the field of quality and safety that no tool, model, or approach is self-

applying: they all have to be applied by real people who work in diverse

circumstances and are subject to a range of pressures and constraints. Ethical

concerns can arise from the different ways in which the steps of a framework or

approach are interpreted and implemented, and from the implications of these in

particular circumstances. Here, we note three (perhaps overlapping) kinds of

situations in which people may be particularly prone to being misled by

technical thinking in improvement contexts.

• A narrow focus or scope: Narrowly circumscribed clinical improvement

projects may be at particular risk of being misled by technical thinking because

it is more plausible (and tempting) to have them rely too much on specific

12 Improving Quality and Safety in Healthcare

ht
tp

s:
//

do
i.o

rg
/1

0.
10

17
/9

78
10

09
32

52
33

 P
ub

lis
he

d 
on

lin
e 

by
 C

am
br

id
ge

 U
ni

ve
rs

ity
 P

re
ss

https://doi.org/10.1017/9781009325233


indicators, such as response times to the completion of clinically recommended

actions or trends in key biomedical markers.When thinking about learning and

improvement for healthcare systems, measurements need to be seen and

interpreted in the context of a wider range of evaluative judgments (including

those from patients’ perspectives) and more holistic thinking.28

• Activities informed only by a limited range of perspectives: A small,

relatively homogeneous group (e.g. of specialist healthcare practitioners)

who decide and work in a top-down way to improve some aspect of health-

care may be particularly prone to thinking that their own priorities, interpret-

ations, and favoured measures are adequate. A more diverse group could

bring different and useful perspectives on the problem and proposed

solution – but may at the same time introduce uncertainties and disagreements

about what is better.29

• Reliance on toolkit resources for the learning of improvement approaches:

The problems of narrow scope and limited perspective may be especially

exacerbated when people learn about improvement approaches via toolkit-

type resources and when they lack the experience or time to adequately

consider cultural contexts and apply the necessary relational and ‘soft’ leader-

ship skills for healthcare improvement.20

While the ethical risks of technical closure may be particularly severe for

approaches that emphasise practical-technical values, they also apply to much

other healthcare improvement work (using a variety of approaches) where the

operational definition and measurement of success is a central concern. Although

balancing measures are usually (and rightly) seen primarily as a counter to the

risks of technical closure, the general idea behind these measures – that is, to

moderate and integrate concern for specific indicators of improvement with more

holistic thinking – also has broader implications. The need for holistic thinking

goes well beyond considering specific goals and indicators or how benefits and

harms are framed. For example, questions need to be asked about whether:

• actions introduced in pursuit of improvement disadvantage particular subgroups

of patients

• there is enough transparency about what changes are being investigated

• patient and staff data are held securely and used in ways that people consider

acceptable and that respect their interests.

We suggest that holistic thinking about these matters should be seen as a central

strand of improvement ethics.

Attention to broader social values and more open-ended forms of reasoning

can be incorporated within approaches such as the Model for Improvement

13Values and Ethics
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when space is made for the kinds of situationally sensitive and compassionate

insight and commitment associated with ‘practical wisdom’.30 As some leaders

within the Institute for Healthcare Improvement have advocated, the model

might also give serious attention to the perspectives of patients and people with

relevant interests and insight who have often been marginalised from improve-

ment work.20,31 In Sections 2.6.2 and 2.6.3, we look briefly at approaches that

are specifically designed with these considerations in mind: collaboration-based

and co-producing and co-designing approaches.

2.6.2 Collaboration-Based Improvement Approaches: Promoting
Collegiality and Shared Learning

Collaboration-based improvement refers to a family of network-based approaches,

often involving work across institutions to develop, identify, and implement

improvements.21 Collaboration-based practices can be mapped on a spectrum:

some examples of formally designated quality improvement collaboratives are

highly organised, tightly topic-focused, and may follow a particular improvement

model such as the Model for Improvement. Others, including many that are

referred to as communities of practice, are loosely organised with relatively diffuse

agendas and perhaps a less structured approach.32

The very word collaboration suggests a value-laden conception of improve-

ment relationships. It brings to mind ideas of social relationships that have

more of the mutuality associated with networks than the power disparities

(and scope for exploitation) associated with hierarchies, or the competition

(and scope for hostility) associated with markets. Networks can also be

described in ways that clearly reflect certain values, as exemplified in this

account which defines networks as ‘. . . cooperative structures where an

interconnected group, or system, coalesces around shared purpose, and

where members act as peers on the basis of reciprocity and exchange, based

on trust, respect and mutuality’.33

The idea that collaboration and its associated values can enhance the effective-

ness and efficiency of improvement activities is highly plausible. Collaboration

between institutions and across geographical areas has the potential to harness

people’s energy and voluntary agency, support testing at scale, and enable

learning through comparison. It may also reduce some of the hazards associated

with managerial or marketised approaches – for example, top-down targets or

relatively crude incentive structures that distort objectives and undermine,

rather than reinforce, people’s intrinsic or internal motivation for improvement.

But the potential contribution to the effectiveness of improvement effort is not

always evident21 and is not the only reason to value collaboration-based
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approaches: advocates point to professional discourse (based on the knowledge,

beliefs, and assumptions acquired through specialist training) that emphasises

cooperative and friendly interaction, professional autonomy, and community-

building – valuing these at least to some extent in their own right.

As with the Model for Improvement, a cluster of ethical issues can also arise

in relation to collaboration-based approaches, and these can be relevant for

other approaches too. There are questions of whether some collaboration-based

improvement approaches are fit for purpose and live up to their values (see the

Element on collaboration-based approaches21). For example, just calling some-

thing a collaborative does not mean it embodies all the values of collaboration:

a group that has been designated a quality improvement collaborative (e.g. to

help secure funding support) might, in practice, harbour uncooperative, com-

petitive, or even hostile relationships.34 This raises an important issue for

improvement ethics more generally: they must be about more than the ethics

of improvement interventions. Improvement interventions should not be seen as

detached from the professional and social fields around them. This would be

comparable to conceptualising clinical ethics as only about the ethics of par-

ticular treatment interventions and paying no attention to the importance of care

relationships and what underpins them, such as the character, disposition,

learning, well-being, or sustainability of the workforce.

Collaboration-based approaches remind us, then, that healthcare improve-

ment involves ‘context strengthening’ – that is, fostering the conditions for

collective learning and for sustaining (not just making) desirable changes to

healthcare outcomes. Context strengthening involves taking a serious interest in

the culture and relationships between people working on improvement activ-

ities and healthcare agents more generally. It raises ethical questions about how

these can work well or go wrong, including by encouraging or discouraging

professional virtues. This is not simply a point about precursors to or conditions

for healthcare improvements in the form of clinical outcomes or rates of

adoption of practices closely linked to these; rather, there is a need to recognise

that healthcare cultures (including those fostered among people working on

improvement) form part of healthcare and can, in themselves, be the difference

between better or worse care. Improvement ethics needs to take into account

matters of culture.

Although collaboration-based approaches to improvement often focus on

identifying and spreading good practice in the form of appropriate treatments

or care bundles for specific patient groups, the implications of their learning can

be more extensive. Colleagues who have committed to working together for

better health and who have significant social authority and influence could

develop and pursue more expansive improvement ambitions, for example, to
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tackle challenges arising from the social and policy conditions in which health

services operate and which can often be very influential on health outcomes.15

Ethical and political questions become intertwined here, but questions of the

scope and boundaries of professional responsibility are certainly important

within improvement ethics.

The value-laden terms used to describe collaboration-based approaches

imply that they are ethically good. There is a risk that some of those who

adopt the terms to describe what they are doing are trading on this implication

when their improvement efforts do not necessarily merit it. Improvement ethics

needs to pay critical attention to which values are and are not reflected in

practical enactments.

2.6.3 Co-Producing and Co-Designing: Pursuing Inclusion, Equality,
and Democracy

The terms ‘co-production’ and ‘co-design’ are used inconsistently, but here we

follow Glenn Robert et al. in using ‘co-production’ to ‘recognise the two-way

nature of services, that is, how the relationships and interactions between those

providing and using a service influence the delivery, value, and outcomes of that

service’. We use ‘co-design’ to refer to ‘an intentionally applied process, used as

a creative way of understanding experiences and improving services’.22 Co-

production is not necessarily an approach to improvement, but it is a means

through which improvement interventions can be planned, implemented, and

evaluated. For this reason, and because it has similarities with the co-design

approach to improvement that are relevant to the ethical issues the two raise, we

consider both here.

The notion of co-production and the approach of co-design both reflect

a recognition that patients’ perspectives often differ from those of healthcare

professionals, and that those perspectives matter. Efforts to recognise and

strengthen co-production, and the adoption of co-design, can also reflect con-

cerns that healthcare – and healthcare improvement – should be more demo-

cratic and based on less hierarchical and somehow more equal relationships.

The rationales for co-production and co-design approaches in improvement

contexts are thus value-laden – and we might say they highlight patient-

centredness and equity within improvement approaches. They also often

include overtly ethical language,35 but the activities to which the labels are

applied do not always reflect the implied values.

The term co-production is sometimes used or understood as simply

another way to refer to the patient and public involvement agenda, which

is increasingly mainstream in many countries, including the UK. However,
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emphasising co-production can be part of attempts to redefine healthcare and

improvement by reimagining mainstream involvement discussions. The

ways in which people talk about patient and public involvement can indir-

ectly reinforce the idea that health service organisations and professionals

are central and in control, even as they invite (some) patients or members of

the public to get involved and influence them.36 By contrast, leading advo-

cates of co-production seek to move beyond this to support more radically

equal partnership working. Maren Batalden et al. define co-production as

‘. . . the interdependent work of users and professionals to design, create,

develop, deliver, assess and improve the relationships and actions that

contribute to the health of individuals and populations’.37 Batalden et al.

argue that approaches to healthcare improvement have been systematically

misguided by the assumption that healthcare can be treated as a product that

is delivered by some people to others, rather than as a service that is

necessarily co-constructed. Once this is understood, they argue, it follows

that the lenses through which improvement is conceived, conducted, and

evaluated must be rooted in and combine multiple perspectives.

Co-design approaches to service improvement include methods for combining

the contributions of patients and healthcare staff to shape both the formulation of

improvement challenges and potential solutions.28 Approaches such as experience-

based co-design highlight the importance of people’s lived experiences and also of

designing and maintaining healthcare services that reflect the diversity of those

experiences. Aswith collaboration-based improvement, it is possible to support co-

design approaches on the basis of their practical contributions to valuable goals, but

again, the evidence for this is limited21 and, for these approaches, a key part of their

rationale is that they can reframe what counts as valuable.

As with collaboration-based approaches, the fact that co-production and co-

design have an explicit ethical dimension does not mean that they should be treated

as ethically unproblematic, either in theory or application. Respectful working with

patients and healthcare staff and attention to their perspectives are good, but they

are not the only goods. Co-production and co-design thinking should encourage us

to consider who has the opportunity and power to shape the ways in which

healthcare is valued and improvement is undertaken, and who does not. They can

also ask questions about the boundaries of improvement, not least to consider

whether, when, and how far improvement ideas and activities can and should arise

fromoutside the healthcare system, andwho should be considered inside or outside.

A number of other questions and concerns that have been raised about co-

production and co-design can also be understood as ethical issues.22,37 These

issues will be important areas of consideration for improvement ethics.
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• Not all patients are equally willing and able to engage in co-production and

co-design activities. The perspectives of some people, including those from

ethnic minorities and with mental health diagnoses, may be vulnerable to

being neglected in improvement work.38,39 This raises concerns about equity

and fairness in improvement processes as well as the adequacy of measured

outcomes.

• Even when working in partnership is possible, it may be difficult to share

accountability because healthcare professionals often have specific legal and

moral responsibilities. Ethical questions may be raised about what’s promised

to improvement partners and how.

• More broadly, there can be tensions between patient and professional contri-

butions that need to be managed. In some instances, there may be a risk of

undervaluing professional expertise.

• An emphasis on being responsive to specific people and contexts may be in

tension with some of the advantages of standardisation in healthcare service

provision.

Again, these ethical challenges are not unique to co-production or co-design; they

can arise in any type of improvement work that aspires to be responsive to patients’

perspectives or to engage diverse participants and to do so in respectful ways.

The existence of ethical challenges and uncertainties is not an argument

against co-production or co-design. One broader point that can be taken from

this section is that ethical challenges are ever-present in improvement

approaches, even when they are disguised or otherwise hidden from view.

A key task of improvement ethics is to unmask the implicit normativity of

approaches to, as well as the goals of, improvement and to bring ethical issues

out into the open so that they can be more robustly considered and addressed.

2.7 Some Questions to Stimulate Ethical Reflection

In this section, we draw together some of the learning from earlier sections and

offer a starter set of questions to encourage ethical reflection on improvement

proposals and activities. People working to improve healthcare are probably

already routinely asking some of these questions as they plan, develop, and

reflect on their work. The questions in Table 1 are intended to help extend and

deepen that reflection and discussion, making the implicit normativity of

healthcare improvement work more explicit by further probing the ethical

assumptions and implications of improvement work.

The set of questions does not exhaust those relevant to improvement ethics,

and there is certainly scope to improve the set with learning that comes from

experiences of using it. We suggest using the questions flexibly to open and
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Table 1 A framework for organising questions to facilitate ethical reflection on healthcare improvement.

Questions to help characterise an
improvement activity

Questions to support reflection on
what makes healthcare good

Questions to support reflection on what
makes improvement processes good and right

Which aspects of healthcare are
intended to be improved, and in
what respects?

Why does the intended change
amount to an improvement?

• What harms, problems, or short-
falls are identified and targeted for
improvement?

• What kinds of benefits or
improvements are anticipated
from the
proposed improvement activity?

• What negative side effects might
result from the intended
improvement?

• What benefits might be lost by
changing current practice?

Whose vision of healthcare, and what
sets of purposes, inform the
identification of the problem and the
aims of the intended improvement?
Whose concerns might be less well
reflected?

Why and for whom do the aspects of
healthcare that are targeted for
improvement matter?

• Does the intended improvement
reflect lived experiences and what
matters to people (not just biomedical
or institutional concerns)?

• Who experiences the main burden of
the targeted problems, and who is
most likely to benefit from the
improvement? Who is less likely to
benefit, and who might be adversely
affected?

Are the processes for formulating aims,
characterising and prioritising the problem
and the improvement, and evaluating the
improvement approach well justified?

• Are they respectful, fair, inclusive, and
appropriately responsive to diversity?

• Do they arise from or enable collegial or
broader collaborative or partnership working?

• What kinds of dialogues do they involve?
• How are any divergences, tensions, or
conflicts handled?
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Table 1 (cont.)

Questions to help characterise an
improvement activity

Questions to support reflection on
what makes healthcare good

Questions to support reflection on what
makes improvement processes good and right

• What consideration or priority has
been given to health inequalities?

Does the intended improvement go
beyond what is most readily
measurable? Does it include more
diffuse, qualitative considerations of
what matters for good healthcare?

What tensions arise in defining the
success of the improvement activity?
For example between:

• different aspects of quality or differ-
ent kinds of better in healthcare

• the needs of and potential benefits to
different groups of people

• actions and effects at different levels
in the healthcare system.

What improvement interventions and
approaches are being proposed,
and why?

Do they impose any new duties or
responsibilities, and for whom?

Which health or social goods are (and
are not) being pursued by and within
the proposed interventions (and
approaches)?

What value judgements are built into the
methods and models used, the indicators or
measures of improvement, and the
construction of the evidence base?

Whose perspectives and values are sought and
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Do they involve coercion or pen-
alty for non-compliance?

Do they involve benefits or rewards
for compliance?

Who shoulders the responsibilities,
burdens, and costs of the inter-
ventions and approaches?

To whom do benefits accrue?
Is the implementation costly or

resource intensive, and have these
costs been factored into the overall
assessment of its merits?

Are established professional roles and
identities changed?

Are the cultures of healthcare provision,
and the virtues of healthcare practi-
tioners, strengthened or undermined?

What scope is there, and how well is that
scope used, to promote good (includ-
ing more equal) relationships and
ongoing sharing of learning?

considered in:

• developing the intervention and approach
• selecting measures of improvement
• assessing and evaluating the improvement
activity?

Who are the people working on improvement
accountable to, and how?

Are there any other concerns that something is not right about any aspects of the interventions or approaches being considered?
How are any uncertainties about answers to any of these questions dealt with?
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help structure reflection and discussion. Questions are posed in the present

tense, but they can also be asked prospectively (in the future tense) to guide

planning and support justification of proposals or retrospectively (in the past

tense) to support evaluative reflection and learning from experience. Some

questions will be more relevant, and perhaps more readily answered, for some

kinds of improvement work than others. Answers will, of course, depend on

the particular improvement work being considered. People seeking improve-

ment should also be prepared for the likelihood that others will answer some

questions differently, even when they are thinking about the same improve-

ment proposal or activity. Respectful consideration of why answers differ

should enrich ethical understanding – and we include this within the scope of

improvement ethics.

What constitutes the best ethical reasoning around any one question or set of

questions may remain contested, and there may be several justifiable ways of

moving forward despite this. Answers to the questions will not, in themselves,

constitute a recipe for action, but they should help bring a range of relevant

considerations out into the open. These considerations should allow for more

deliberate, broad-ranging, and thorough analyses within improvement ethics,

thus paving the way for the development of well-justified decisions.

We can briefly consider how some of these questions might be applied to

a simplified scenario in Box 3.

Answering the questions set out in Table 1 would, at least, require some

familiarity with the way the current and proposed clinic systems work in

context, and with the range of people involved. Social and moral awareness

and imagination are likely to be useful, even if they only take us as far as

identifying the further and more specific questions that warrant investigation.

Conversation can be a very useful means of exchanging and expanding ideas

about current situations, proposed interventions, and other possibilities – enhan-

cing the range of questions asked and potential answers considered.40 The initial

responses to the digital clinic scenario in Box 4 are illustrative starters only.

BOX 3 AN INITIATIVE TO IMPROVE ACCESS TO AN OUTPATIENT CLINIC

Avirtual (digital) clinic system is designed and rolled out to underpin and

extend effective access for quarterly check-ups for a group of outpatients.

Plan-do-study-act cycles are used to achieve a high level of uptake and

patient acceptability, as well as to improve the detection of complications

and reduce the number of unplanned hospitalisations.

22 Improving Quality and Safety in Healthcare
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This brief illustration shows that even with a broadly well-designed and

successful initiative, it is important to self-consciously press home a broad

range of questions about values and ethics. It is possible, in cases such as this,

that success might hide significant failures, such as with regard to fairness or

person-centredness.

3 The Practical Challenges of Bringing Ethical Analysis
to Healthcare Improvement

We have been making the case that healthcare improvement is not a purely

practical-technical activity and shouldn’t be treated as such. Both the purposes

of and approaches to healthcare improvement are inevitably underpinned by

ethical values and reasoning, although often implicitly, and these need greater

BOX 4 SOME QUESTIONS TO ASK ABOUT THE INITIATIVE TO IMPROVE ACCESS

TO AN OUTPATIENT CLINIC

• What are the possible benefits related to health andwell-being, andwhat

are the risks and costs of the shift towards digital healthcare here? For

example:
◦ Do some patients find the new arrangement better than the previous

one? Which ones and why?

◦ Are some subpopulations newly or disproportionately disadvantaged

by the digital shift? Which ones, how, and why?

◦ Can and should some level of existing outpatient facilities and ser-

vices be preserved and deployed for those who will struggle with, or

be disadvantaged by, the shift to a virtual (digital) service?
• What are some of the more diffuse risks? For example:
◦ Are the same or equivalent professional peer support and educational

opportunities available as those that arise from having a range of

professionals and patients sharing the same physical space?
• Do the improvement methods used neglect or obscure anything? For

example:
◦ Should some different or additional measures of success be used,

such as indicators of how well the virtual provision supports longer-

term self-management?

◦ Was the patient population of the clinic involved in identifying the

need for the virtual system and in designing the improvement? Did all

staff have an opportunity to contribute meaningfully to the project? If

not, might there be important concerns being missed?
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scrutiny. In this section, we consider some of the potential problems raised by

our proposal that improvement ethics should feature clearly and prominently in

improvement practice and research. Ethical analysis, as a process of careful

scrutiny of the values that underpin the goals of improvement and pervade

its practices, may seem liable to raise more problems than it solves.

It’s time-consuming, and it aims (some may say threatens) to bring previously

unrecognised assumptions, ambiguities, and tensions to the surface. People who

are working practically to improve healthcare may insist there is insufficient

time or resources to resolve these issues adequately. If there is deep disagree-

ment about values and priorities, ethical analysis may even threaten practical

deadlock. We take these concerns seriously and address them briefly here.

First, we stress that ethical analysis should be thought of as integral to,

rather than an obstacle to, considered and systematic healthcare improve-

ment. Careful thinking about assumptions, implications, and consequences is

central to the whole field of healthcare improvement, which already clearly

recognises that simply saying that some intervention or approach is better

than another does not make it so. Healthcare improvement seeks to show

what does and does not work through systematic collection and analysis of

evidence. Improvement ethics is broadly in harmony with this approach, as it

seeks to carefully think through the ethical assumptions, implications, and

consequences of improvement work.

Second, we agree that there is a need to strike a balance between thinking

and doing. We are not proposing to turn people who work practically on

healthcare improvement into armchair philosophers who spend so much

time spelling out and grappling with all of the problems with improvement

practice that they never get anything done. Taking ethics seriously does

suggest exercising a certain amount of caution in decision-making, but it

shouldn’t result in being paralysed by the recognition that it’s impossible to

eliminate all disagreement, nor a dizzying sense that ‘anything goes’. Indeed,

not doing anything may be worse, ethically speaking, than doing something

imperfect. Just as many decisions have to be made in the face of scientific

uncertainty and scientific methods are open to criticism and modification, so

decisions may have to be made in the face of some ethical contention and

imperfections in the scope or processes of ethical analysis. Ethical reflection

on the processes of ethical analysis should itself reduce the risk of excessive

caution and failure to act.

We are not proposing that those seeking improvement need to do all the

work of ethical analysis that might be envisaged. There is clear scope to

further develop collaborations between people who work primarily on health-

care and its improvement and people who specialise in ethical analysis.7 For
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example, ethics specialists might have particularly important roles to play in

analysing and evaluating overviews of improvement work and in suggesting

how careful ethical reflection can be fostered within curricula and cultures of

improvement. The aspects of improvement ethics that we are encouraging

people who specialise in healthcare and its improvement to carry out more

routinely will mostly play out via deliberation, conversation, and reflection.

Such deliberation would benefit from introductions to ethical reasoning,

relevant examples of ethical analysis of improvement work, and question

prompts of the kind provided in Table 1.

There can be a division of labour in improvement ethics. For example,

individuals and project teams working on specific improvement initiatives

need to focus on the ethical issues those initiatives raise and voice concerns

when necessary. Those involved in thinking about improvement activities and

practices at a collective level (e.g. at conferences or as part of collaboratives)

need to think more generally about how they justify initiatives, including how

they arrive at improvement priorities. And those in leadership positions (e.g.

in policy development, healthcare services management, improvement activ-

ities, and research) need to think about the interactions between different

initiatives, how to manage tensions between standardisation and diversity,

and how to strengthen service cultures and contexts, including how to engage

with system leaders and policymakers about priorities and questions of

resource and governance. In all cases, ethical analysis involves standing

back from practice and asking whether the values reflected in purposes and

approaches are defensible. On occasions, and especially when looking more

strategically at improvement priorities and system-wide agendas, it’s import-

ant that the broad range of more or less overt norms that shape improvement

activities are brought to the surface, considered together, and carefully

debated. Opportunities for respectful conversation are likely to be key here.40

4 Conclusions

Improvement ethics should be seen as a key component of healthcare improve-

ment, not just as an activity conducted by ethics specialists standing on the

outside. Reflection on values and ethics should not be treated as supplementary

to healthcare improvement; it’s a core concern to be fully and explicitly inte-

grated into the field.

Being critically attentive to values and ethics is part of rigour that’s

closely related to, and complementary to, attending to good-quality evidence

to justify interventions. For healthcare practitioners and policymakers, it

requires the willingness to discuss and debate the value commitments built

25Values and Ethics
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into their work and the ethical issues these can give rise to. This might be

a comparatively small adjustment for many individuals, but the implications

are substantial for the field as a whole. Healthcare improvement discourses

tend to be cast in largely scientific and technical terms. So, creating space for

and giving prominence to debates about values and ethics requires both

cultural change and practical effort. Evaluations of improvement work,

too, need to expand both their conceptions of and engagements with ethics,

perhaps particularly to engage with issues of inclusion and justice. There is

a need to look beyond what is required for formal governance safeguards for

specific projects to ethical questions that arise in all aspects of improvement

work – from conception to enactment. This would mean those who study

improvement embracing ethics as an allied field in the same way that they

already embrace many other fields (e.g. social sciences, data science, and

engineering). It means too, of course, that applied ethicists should consider

adding healthcare improvement to their interests. Over time, it would make

sense to bring together various strands of emerging work in improvement

ethics to strengthen the area and further advance the kinds of debates

reviewed in this Element.

5 Further Reading

General Introductions to Ethics

◦ Blackburn41 – a very readable, general introduction.

◦ Beauchamp and Childress14 – a classic text in medical ethics, which sets out

four ethical principles for clinical decision-making.

◦ Peckham and Hann42 – an edited collection introducing practical ethical

challenges at the public health and health service levels.

Critical Insights into Ethical Aspects of Healthcare Improvement

◦ Aveling et al.43 – a groundbreaking analysis, based on an ethnography of

patient safety, on the interdependence of individual accountability and moral

community in healthcare.

◦ Carter13 – an insightful and clear account of implicit and explicit normativity

in healthcare improvement.

◦ Cribb7 – explores the value of a closer relationship between practically focused

improvement science andmore critical and normative improvement scholarship.

◦ Cribb et al.1 – an argument for seeing narrower, more technical quality

improvement lenses, including measurement, within broader, more open-

ended conceptions of improvement and ethical evaluation.
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◦ Lynn et al.6 – an important review of the ethics of quality improvement

activities, comparing and contrasting them with healthcare research activities

and arguing for a separate model of governance and accountability.

◦ Mitchell et al.2 – a pluralist account of healthcare quality, which argues that

different conceptions of quality are appropriately invoked in different

contexts, for different purposes.
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