Editorial
The Need for Quality in the ICU!
In current times, an increasing number of patients requires admission to the intensive care units (ICU) due to the
availability of life-sustaining technologies as well as therapies which require careful monitoring. Care of critically ill
patients demands resources and forms a major portion of the hospital budget. These patients are most susceptible
to adverse events and catastrophes if health care is suboptimal.1 Impact of quality improvement in critical care has
been well established. A review by Curtis et al. outlined the practical approach to develop, evaluate, and sustain
the quality improvement program in the ICU setup.2 Quality improvement is a structured process, and established
models are available.3 Clinicians should work on the aspects which they are able to improve.
The first component is a structure which includes the size of ICU, its integration with healthcare system, open
or closed units, availability of technology, ICU staff (number, roles, and responsibilities) and infrastructure. Current
literature and understanding the effect of structure on patient outcome are still premature.
The second component, process, represents what we do or fail to do for the patients or their families. To improve
quality of care, a large number of both clinical (such as intervention focused of particular pathology) and non-clinical
processes (such as organizational management) has to be developed. The processes should be measurable and
modifiable.4 The third component, outcomes, represents the results that are achieved after the intervention. Outcome
measures are routinely monitored and are important targets for the clinicians.The limitations of measuring outcomes
are that these are less responsive to improvement measures and more amenable to bias than the process component.
The study conducted by Siddharth et al. has comprehensively studied the outcome parameters and emphasized that
the inappropriate institution of strategies (process) does not improve outcome in a predictive manner.5 To implement these quality indicators into clinical practice, there is a need of considerable contribution from clinicians and
their willingness to change. This work is therefore only the first step in a performance improvement process. The
next step will be to use these sets of measure in clinical practice and to test the hypothesis that their use is associated
with a high level of quality of care and can result in improved patient outcomes and satisfaction when adhered to.
Task Force on Safety and Quality of the European Society of Intensive Care Medicine (ESICM) has defined the
indicators to improvethe safety and quality of care for critically ill patients.6 The author reported that an indicator
should be important, reliable, responsive, feasible, valid, interpretable, and steady.2 Clinicians should focus more
on the process component of care than merely on outcomes. Recently, there has been a considerable increase in the
interest in developing bundles, checklists, guidelines, and protocols to improve the of care in the ICU. The use of
an indicator or list of indicators is an important step towards improving the outcome, but these indicators should
be uncontroversial, achievable and measurable. The created set of quality indicators should then be used to bring
into clinical practice or change practices with unpredictable outcomes. This work is the first step for improving the
process with relevance in resource-limited settings. With the next step, these measures will be used in clinical practice to test the hypothesis that their use improves the quality of care and patient outcomes and family satisfaction.
For quality improvement, critical care clinicians should adopt and enforce the structure–process–outcome model.
Working on the structural component is most challenging, and clinicians may focus on processes or outcomes. There
are many factors in the healthcare systems that may affect outcomes, but all of these factors are not modifiable.
A comprehensive quality improvement program in the ICU usually addresses all of the three categories.
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