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September 2011 
 
 
Dear Quality Directors 
 
I am pleased to present this Quality 101 Toolkit to those of you who are new to the 
quality arena or simply want a refresher on some key quality principles and concepts. 
 
This guide is not intended to be your only resource, but to serve as an introductory guide 
to provide basic information on the ‘what’ and the ‘how’ to implement quality tools and 
techniques.  
 
In addition, the Resources and Documents section of this toolkit contains a variety of 
state and national quality resources. It is recommended that you browse the websites 
listed as they may provide additional quality resources for you. Lastly, there is a handy 
Getting Started Checklist to assist you with information gathering and planning. 
 
I hope you find this resource helpful as you embark on your hospital quality journey. 
 
Regards,  
 
Diane Waldo, MBA, BSN, RN, CPHQ, CPHRM, LNCC 
Director of Quality and Clinical Services  
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What is Quality? 
 

Introduction 
A commonly used definition of quality is the one published by the Institute of Medicine (IOM): 
“The degree to which health services for individuals and populations increase the likelihood of 
desired health outcomes and are consistent with current professional knowledge. Health care 
should be safe, effective, patient-centered, timely, efficient and equitable.”2 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The U.S. Agency for Healthcare Research and Quality (AHRQ) defines quality health care as 
“doing the right thing, at the right time, in the right way, for the right person---and having the 
best possible results.” 

However you define it, “quality” brings disciplined measurement, innovation, and focus to the 
delivery of any product or service. It can apply to almost any process or product and can be an 
effective vehicle to build teamwork, professional satisfaction, and improved patient care and 
customer service. 

Continuous quality improvement (CQI) focuses on the "process" rather than the individual, 
recognizes both internal and external "customers" and promotes the need for objective data to 
analyze and improve processes.¹ The goal should be to simplify processes and reduce variation. 
The key word in continuous quality improvement is “continuous.” There is continuous striving to 
improve processes by conducting rapid tests of change and measuring the results.  

QI is not a stand alone entity. It encompasses the collaboration of other departments, such as 
performance/process improvement, risk management, and patient safety.   

Communication between departments is vital to developing successful quality improvement 
initiatives. For example, Risk Management receives word of a sentinel event occurring in the 
hospital which may lead to a lawsuit. A root cause analysis and peer review conducted by the 

Aims for Improvement 
Safe: avoiding injuries to patients from the care that is intended to help them. 
Effective: providing services based on scientific knowledge. 
Patient-centered: providing care that is responsive to individual patient 
preferences, needs and values and assuring that patient values guide all 
clinical decisions. 
Timely: reducing waits and sometimes harmful delays for both those who 
receive care and those who give care. 
Efficient: avoiding waste, including waste of equipment, supplies, ideas, and 
energy. 
Equitable: providing care that does not vary in quality because of personal 
characteristics such as gender, ethnicity, geographic location or socio-
economic status. 
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patient safety, risk management, and/or quality departments reveals a flaw in a crucial process 
and/or a performance deficit of staff and physicians leading to a patient injury. Risk 
management, patient safety officers and quality management staff work together to improve the 
process by engaging appropriate stake holders. The new process is tested by staff and physicians 
and results are monitored. The goal is to prevent this patient injury from happening again.  

Make it a priority to interview leaders from hospital departments. Ask the following key 
questions: 

• What is your job description? 
• How do your job activities fit with the organization’s overall mission and strategic 

direction? 
• How does quality improvement fit in with your department? 
• How do you see our departments working together to achieve the organization’s overall 

mission and strategic direction, especially with regards to quality and patient safety? 

The chart on the following page further describes how various hospital events and processes 
departments fit within the function of the quality improvement department. 
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TERM HOW DOES IT FIT WITH QI? 
Never Events  
The term “never events” is applied to a list of 
“Serious Reportable Events in Healthcare” developed 
by the National Quality Forum (see 
Bibliography). These events (the list currently 
includes 28) are believed to be preventable much of 
the time, although not always, if healthcare systems 
work optimally. The term “never events” is used, for 
example, by the Leapfrog Group (see Bibliography) 
in asking hospitals to adopt a four-point transparency 
policy when such events occur: apologize to the 
patient; refrain from billing for hospital costs associated 
with the event; conduct an RCA of the event; 
and report the event to any appropriate agency 
dedicated to improvement (a state-reporting database, 
The Joint Commission, a Patient Safety Organization, 
etc.). 

Many never events are also sentinel events, and the 
same principles apply. In the majority of cases, 
these events are not measured or trended, and their 
rates improved because the only appropriate goal is 
zero. However, at least two of the items on the never 
event list may be suitable for QI measures in a given 
organization because they continue to occur with 
some frequency and require close organizational 
attention to improve the systems dedicated to their 
prevention. Typically, these include patient falls and 
pressure ulcers (bedsores). 

Peer Review  
Although peer review means that professional peers 
conduct a review of care provided (typically by a 
physician or nurse), the actual implementation of 
this process varies. The purpose of peer review is to 
ensure that any practice that appears to stray from 
the standard of care can be thoroughly evaluated by 
those who understand it best. Most states have statutes 
affording some degree of protection from subpoena 
for the work of such peer panels, if they are 
convened properly, to encourage open and candid 
discussion and recommendations that improve the 
quality of care. 
The Joint Commission has recently revised its standards 
to require that each organization better define 
when a review by physician peers is needed and how 
it is to be performed. According to Joint Commission 
standards, peers can come from the same organization 
or outside it, but the process of physician peer 
review must be governed by the organized medical 
staff, and peer review of nurses is controlled by the chief 
nurse executive. 

Ongoing professional practice evaluation (The Joint 
Commission’s term) provides regular periodic data 
and feedback for physicians or others. If there is 
evidence of potential poor quality from these data or 
any individual event, then focused evaluation of a 
physician’s quality is implemented. Truly effective 
peer review should pay vigorous attention to system 
breakdowns and opportunities for improvement in all 
aspects of patient care. A focus on the specific 
quality of a particular physician or provider is useful 
but not sufficient. Results of such an analysis of 
system problems should be shared with those who 
are in a position to improve those systems. 
Medical staff quality committees determine when 
physician peer review is indicated and oversee the 
process. They keep track of the findings of peer 
review panels and monitor to ensure that the process 
is fair, consistent, and yields useful information. 

Peer Review (Cont.)  
 If you are not a physician, it is unlikely that you will 

participate in physician peer review. However, it is 
certainly possible that a peer review panel might 
identify opportunities for improvement in a system 
that you manage. 
The nursing profession is increasing its interest in 
peer review as a potentially useful process to engage 
and improve professionalism among nurses. Check 
with professional society resources for evolving 
approaches. 
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Why Now? 

One of the most obvious developments in quality in recent years has been the public disclosure 
of quality and outcomes, which customers can use to select a provider. The most significant new 
developments include2: 

• The Medicare Web site, which details processes and outcomes data from hospitals, home 
health agencies, and nursing homes. 

• Attempts by The Leapfrog Group, a consortium of payers and employers, to require 
providers to disclose their compliance with numerous processes believed to be related to 
higher quality and safety (for publication on its website). 

• The measures on the The Joint Commission’s website, which are similar to Medicare’s 
measures for hospitals, as well as scores of providers’ compliance with The Joint 
Commission National Patient Safety Goals. 

• Oregon Association of Hospitals and Health Services website 
• Individual hospital websites 

Refer to the Resources section of this manual for additional organizations that publicly report 
hospital quality data. You should be familiar with any data reflecting your organization’s quality 
on major websites available to the public. 

A Word about “Culture” 

A “just culture”, in particular. Does your organization have it? Effective quality improvement 
demands the involvement of all staff memvers who participate in a process, and it demands their 
willingness to view themselves as part of a system. If physicians, nurses, management, and 
others cling to a belief that quality outcomes could be ensured if everyone would do their jobs 
more carefully, you won’t be able to develop truly high-reliability and high quality processes. 

Further, as long as staff members believe they will be punished if they reveal personal 
shortcomings, errors, and potential errors, they will simply not identify those issues that could 
actually improve the process.  

Within your institution, steps you and your leadership can take toward a just culture include:1 

• Maintaining a focus on the ultimate goal of your organization, such as meeting the needs 
of your patients. 

• Paying most of your attention to systems measurement and improvement. 
• Ensuring that interdisciplinary communication is always respectful and appropriate.  
• Keeping all discussions of performance focused on the system of care and barriers to the 

effective use of the system. 
• Prohibiting forum or public discussions that focus on identified individual performance 

issues. 
• Building an effective system that screens for individual performance problems and a 

confidential, effective method to address them. 
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• Adhering to principles of confidentiality, fairness, and equitable treatment of all staff 
members. 

What is Your Role in Quality Improvement? 

Your goal, as a quality improvement and patient safety expert, is to develop a quality plan that 
ensures that you deliver the right services, and that you deliver them without errors. You may 
ask, “How does a quality improvement leader improve quality?” Figure 1.1 summarizes the Joint 
Commission’s basic expectations of you as a leader. Regardless, of whether you are part of an 
accredited organization, the list is an excellent place to start, and it establishes a foundation for a 
leader’s essential role in QI.2 

As a leader, you are in a position to influence the improvement team to focus on objective data, 
process mapping, and the insights of frontline staff members. Quality improvement can only 
occur when the organization and its staff work in a culture of safety where a patient’s welfare is 
the common goal. 
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Process Improvement Basics 
 

Sometimes performance can’t be improved within the current process, therefore you may 
need to step back to review and reengineer the current process. 
 
When Measurement Might Lead to a Process Improvement Effort 
Sometimes you’ll find that you select a measure and upon review over a period of time, 
you discover that your:1 

• Performance fails to meet the target, threshold, or goal consistently 
• Performance becomes variable as well as inconsistent 
• Patients express dissatisfaction, although performance has been stable (perhaps 

their needs have changed although your process has not) 
• Benchmarks or research suggest that better performance is achievable 
• The measure represents an important aspect of care or service for patients so that 

you are willing to allocate resources and priorities to its improvement 
 
If so, this is a process you consider for possible improvement. 
 
What is a Process? 
The following are key ideas defining a process view of work:1 

• A process is a group of activities, not just one.  
• The activities that make up a process are not random or ad hoc; they are related 

and organized.  
• All the activities in a process must work together toward a common goal.  
• Processes exist to create results your customers – whether they’re internal (within 

your organization, such as a department) or external (outside your organization, 
such as paying customers) – care about.  

A process also can be viewed as a “value chain,” in which each activity or step 
contributes to the end result. Some activities directly contribute value, while others may 
not. 

All activities consume enterprise resources, however. The challenge for managers is to 
eliminate steps that do not add value and to improve the efficiency of those that do. 
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A Simple Process Model2 
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Models for Improvement 
 

The Institute for Healthcare Improvement (IHI) uses the Model for Improvement as the 
framework to guide improvement work. The Model for Improvement, developed by 
Associates in Process Improvement, is a simple, yet powerful tool for accelerating 
improvement. This model is not meant to replace change models that organizations may 
already be using, but rather to accelerate improvement.  
  
 This model has been used successfully by hundreds of health care organizations in many 
countries to improve many different health care processes and outcomes. The model has 
two parts:6 

 
1. The first part is to answer three fundamental questions; 

• What is the aim?   
• What measures should be established?   
• What changes need to be made? 

2. The second part is to follow the Plan-Do-Study-Act (PDSA) cycle to test and 
implement changes in real work settings. The PDSA cycle guides the test of a 
change to determine if the change is an improvement. Refer to PDSA figure 
on the next page.  
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Cycle # PDSA:_____________ Start Date:______________________ 
 End Date:_______________________ 

Objective of Cycle  
 
 

Plan 
 

 
 

Test/Implementation Plan: 
What change will be tested or implemented? 
How will the change be tested or implemented? 
Who will run the test or implementation? 
Where: 
When will the test or implementation take place: 
Collect Data Plan: 
What information is required to collect: 
Why is it important? 
Who will collect the data? 
Who will analyze the data prior to Study? 
Where will data be collected? 
When will the collection of data take place? 
How will the data (measures) be collected? 
 

Do 

 
 
 

Observations: 
Record observations: 
 
Did you need to modify the original Plan? 
If so, how did you modify the original Plan? 
 
 
 
 

Study 

 
 

Study the observations: 
• What went well? 

 
• What didn’t go well? 

 
• What do we need to change? 

 

Act 

 
 
 
 

Implement the new changes for another round of testing: 
• Start with Planning the new changes 
• Implement/Trial (Do) 
• Study the new changes and make additional changes, if 

necessary 
• Act- if new changes have created a successful process, 

develop a policy around the process and/or protocol. If not, 
institute new changes and recycle until the process works. 

 
 
 

Plan 

Do 
Study 

Act 

Plan 

Do Study 

Act 

Plan 

Do 
Study 

Act 

Plan 

Do 
Study 

Act 
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Setting Aims 
Improvement requires setting aims. The aim should be time-specific and measurable; it 
should also define the specific population of patients that will be affected. Following are 
five tips for setting aims:4 

 
1.  State the aim clearly. Achieving agreement on the aim of a project is critical for 

maintaining progress. Teams make better progress when they are very specific 
about their aims.  Make sure that the aim statement describes the system to be 
improved, and the patient population.  In addition, ensure that the aim gives 
guidance on the approaches to improvement.  

 
2.  Include numerical goals that require fundamental change to the system. 

Teams are more successful when they have unambiguous, focused aims. Setting 
numerical goals clarifies the aim, helps to create tension for change, directs 
measurement, and focuses initial changes. For example, the aim "Reduce 
operating room time" is not as effective as "Reduce operating room time by 50% 
within 12 months." Including numerical goals not only clarify the aim but also 
helps team members begin to think about what their measures of improvement 
will be, what initial changes they might make, and what level of support they will 
need.  

 
3.  Set stretch goals. A "stretch" goal is one to reach for within a certain time. 

Setting stretch goals such as "Reduce operating room time by 50% within 12 
months" communicates immediately and clearly that maintaining the status quo is 
not an option. Effective leaders make it clear that the goal cannot be met by 
tweaking the existing system. Once this is clear, people begin to look for ways to 
overcome barriers and achieve the stretch goals.  

 
4.  Avoid aim drift. Once the aim has been set, the team needs to be careful not to 

back away from it deliberately or "drift" away from it unconsciously. The initial 
stretch goal "Reduce operating room time by 50% within 12 months" can slip 
almost imperceptibly to "Reduce operating room time by 40%" or "by 20%." To 
avoid drifting away from the aim, repeat the aim continually. Start each team 
meeting with an explicit statement of aim, for example, "Remember, we’re here to 
reduce operating room time by 50% within 12 months," and then review progress 
quantitatively over time.  

 
5.  Be prepared to refocus the aim. Every team needs to recognize when to refocus 

its aim. If the team’s overall aim is at a system level (for example, "Reduce 
adverse drug events by 30% within 12 months"), team members may find that 
focusing for a time on a smaller part of the system (for example, "Reduce adverse 
drug events for critical care patients on the cardiac service by 30% within 12 
months") will help them achieve the desired system-level goal. Note: Don’t 
confuse aim drift, or backing away from a stretch goal (which usually isn’t a good 
tactic), with consciously deciding to work on a smaller part of the system (which 
often is a good tactic).  
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Establishing Measures 
Measurement is a critical part of testing and implementing changes; measures tell a team 
whether the changes they are making actually lead to improvement. Measures should be 
considered: The following five tips for establishing measures should be considered: In 
addition, refer to the measurement section of this manual. 
 

1.  Plot data over time. Improvement requires change, and change is, by 
definition, a temporal phenomenon. Much information about a system and how to 
improve it can be obtained by plotting data over time, such as data on length of 
stay, volume, patient satisfaction — and then observing trends and other patterns. 
Tracking a few key measures over time is the single most powerful tool a team 
can use.  

 
2.  Seek usefulness, not perfection. Remember, measurement is not the goal; 
improvement is the goal. In order to move forward to the next step, a team needs 
just enough data to know whether changes are leading to improvement.  

 
3.  Use sampling. Sampling is a simple, efficient way to help a team understand 
how a system is performing. In cardiac surgery, the patient volume is typically 
low enough to allow tracking of key measures for all patients. However, sampling 
can save time and resources while accurately tracking performance. For example, 
instead of monitoring the time from catheterization to cardiac surgery 
continuously, measure a random sample of 10 to 20 cardiac surgery patients per 
month.  

 
4.  Integrate measurement into the daily routine. Useful data are often easy to 
obtain without relying on information systems. Don’t wait two months to receive 
data on patients’ average length of stay in the hospital from the information 
systems department. Develop a simple data collection form, and make collecting 
the data part of someone’s job. Often, a few simple measures will yield all the 
information you need.  

 
5.  Use qualitative and quantitative data. In addition to collecting quantitative 
data, be sure to collect qualitative data, which often are easier to access and highly 
informative. For example, ask the nursing staff how the process of weaning from 
medications is going or how to improve the sedation protocol. Or, in order to 
focus your efforts on improving patient and family satisfaction, ask patients and 
their families about their experience of the cardiac surgery process. 

 
Selecting Changes 
All improvement requires making changes, but not all changes result in improvement. 
Organizations therefore must identify the changes that are most likely to result in 
improvement.4 
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Testing Changes 
Once a team has set an aim, established its membership, and developed measures to 
determine whether a change leads to an improvement, the next step is to test a change in 
the real work setting. The Plan-Do-Study-Act (PDSA) cycle is shorthand for testing a 
change — by planning it, trying it, observing the results, and acting on what is learned. 
This is the scientific method, used for action-oriented learning.  Here are nine tips to use 
when testing changes:4 

 
1.  Stay a cycle ahead. When designing a test, imagine at the start what the 

subsequent test or two might be, given various possible findings in the "Study" 
phase of the Plan-Do-Study-Act cycle. For example, teams that are redesigning 
same-day admission criteria should also be planning how those criteria will be 
applied.  

 
2.  Scale down the scope of tests. Dimensions of the tests that can be scaled down 

include the number of patients, doctors, and others involved in the test ("Sample 
the next 10" instead of "Get a sample of 200"), and the location or duration of the 
test ("Test it in Operating Room #1 for one week").  

 
3.  Select willing volunteers. Work with those who want to work with you. ("I know 

Dr. Jones will help us" instead of "How can we convince Dr. Smith to buy in?")  
 

4.  Avoid the need for consensus, buy-in, or political solutions. Save these for later 
stages. When possible, choose changes that do not require a long process of 
approval, especially during the early testing phase.  

 
5.  Don’t reinvent the wheel. Instead, replicate changes made elsewhere. For 

example, instead of creating your own atrial fibrillation treatment protocol, try 
modifying another hospital’s protocol.  

 
6.  Pick easy changes to try. Look for the concepts that seem most feasible and will 

have the greatest impact.  
 

7.  Avoid technical slowdowns. Don’t wait for the new computer to arrive; try 
recording test measurements and charting trends with paper and pencil instead.  

 
8.  Reflect on the results of every change. After making a change, a team should ask: 

What did we expect to happen? What did happen? Were there unintended 
consequences? What was the best thing about this change? The worst? What 
might we do next? Too often, people avoid reflecting on failure. Remember that 
teams often learn very important lessons from failed tests of change.  

 
9.  Be prepared to end the test of a change. If the test shows that a change is not 

leading to improvement, the test should be stopped. Note: "Failed" tests of change 
are a natural part of the improvement process. If a team experiences very few 
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failed tests of change, it is probably not pushing the boundaries of innovation very 
far. 

 
Implementing Changes 
After testing a change on a small scale, learning from each test, and refining the change 
through several PDSA cycles, the change is ready for implementation on a broader scale-
for example, for an entire pilot population or on an entire unit. Implementation is a 
permanent change to the way work is done and, as such, involves building the change 
into the organization. It may affect documentation, written policies, hiring, training, 
compensation, and aspects of the organization's infrastructure that are not heavily 
engaged in the testing phase. Implementation also requires the use of the PDSA cycle. 

 
Spreading Changes 
After successful implementation of a change or package of changes for a pilot population 
or an entire unit, the team can spread the changes to other parts of the organization or in 
other organizations. 

 
Once a team has set an aim, established its membership, and developed measures to 
determine whether a change leads to an improvement, the next step is to test a change in 
the real work setting.  

 
Reasons to Test Changes4 

• To increase your belief that the change will result in improvement 
• To decide which of several proposed changes will lead to the desired 

improvement 
• To evaluate how much improvement can be expected from the change 
• To decide whether the proposed change will work in the actual environment of 

interest 
• To decide which combinations of changes will have the desired effects on the 

important measures of quality 
• To evaluate costs, social impact, and side effects from a proposed change 
• To minimize resistance upon implementation 

 
Following are 3 examples of process improvement activities to improve quality in your 
organization. The first is Failure Modes and Effects Analysis (FMEA). The second is 
Lean/Six Sigma. The third is a useful tool called Cause and Effect Analysis, otherwise 
know as the Fishbone Diagram. 
 
FMEA 
What it is: Developed in the 1970s in aviation and automotive industries, an FMEA is a 
diagnostic process that includes features of flow-charting, cause-and-effect analysis, and 
brainstorming.1 “Failure modes” means the ways, or modes, in which something might 
fail. Failures are any errors or defects, especially ones that affect the customer, and can be 
potential or actual.2  

“Effects analysis” refers to studying the consequences of those failures.1  
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Failures are prioritized according to how serious their consequences are, how frequently 
they occur and how easily they can be detected. The purpose of the FMEA is to take 
actions to eliminate or reduce failures, starting with the highest-priority ones.1  

Failure modes and effects analysis also documents current knowledge and actions about 
the risks of failures, for use in continuous improvement. FMEA is used during design to 
prevent failures. Later it’s used for control, before and during ongoing operation of the 
process. Ideally, FMEA begins during the earliest conceptual stages of design and 
continues throughout the life of the product or service.2  

FMEA is a powerful tool but labor intensive. For hospitals who are Joint Commission 
accredited, it’s required. 
 
When to use FMEA:1 

• When a process, product or service is being designed or redesigned.  
• When an existing process, product or service is being applied in a new way. 
• Before developing control plans for a new or modified process.  
• When improvement goals are planned for an existing process, product or service. 
• When analyzing failures of an existing process, product or service.  
• Periodically throughout the life of the process, product or service  

 
How to do FMEA:1 

1. Build a detailed process flow chart. See Fig.___ Example of a flow chart. 
(Note: Quite often, the first attempt won’t be detailed enough, and you’ll 
continue to elaborate on it during the remainder of the process as you 
recognize the complexities in the process.) 

2. For each process step, identify all possible failure modes (i.e. reasons why 
the process may not work as planned). 

3. For each failure mode, identify F=frequency on a 1-10 scale where e10 is 
most frequent. 

4. For each failure mode, identify effects that this failure will have on the 
outcome of the process. 

5. For each effect, identify S=severity on a 1-10 scale where 10 is most 
severe (critical) effect on outcome. 

6. For each effect, identify the current process features and controls that are 
in place to catch failure before it has an effect (detection/mitigation). 

7. For each, identify D=detectability on a 1-10 scale where 10 is least likely 
to be detected in normal operations. 

8. Compute the risk priority number (RPN)=FxSxD (range will be 1-1000). 
9. Arrange the RPNs in descending order. 
10. For any failure mode with severity =10, place an asterisk no matter what 

the final RPN was. 
11. Examine the process failures with the highest RPNs and all those with a 

severity of 10(identified with an asterisk) and use to establish priorities for 
improvement. 
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Example of Failure Mode and Effects Analysis (Partial)1 

 
 

  Frequency Severity  Detectability FxSxD 
Process step Failure modes F Effects S  Controls D  Risk 

priority 
number 

        
Medication 
order is sent to 
pharmacy 

Unit secretary 
is busy 

8 Delay 10 No effective 
controls 

10 800 

 Tube system is 
down 

1 Delay 6 Known 
immediately, 
backup 
transport plan 
in place. 

1 6 

Pharmacy 
reviews order 

Pharmacy is 
busy 

10 Delay 7 Staff 
escalation 
plan, priority 
orders 
organized by 
manager on 
duty. 

6 420 

If order 
requires 
clarification, 
pharmacy 
contacts 
ordering MD 

Cannot locate 
MD, cannot 
read pager 
number, MD 
does not call 
back promptly 

6 Delay 8 MD pager # 
should be on 
order. RPh 
can escalate to 
another MD. 

8 384 

Pharmacy 
profiles order 
in pharmacy 
system 

System flags 
interactions, 
contraindicatio
ns 

7 Delay 4 RPh contact 
MD for 
questions. 

2 56 

 Out of stock 2 Change in med 4 Always 
detected 

1 8 

 
 
 
When not to use FMEA: For simpler processes, ordinary brainstorming can be 
sufficient. Don’t embark on FMEA unless you are willing to commit the necessary 
resources to see it through. Recognize that you will identify many failure modes and will 
then need to resolve each one---either improve them or determine that they can be 
tolerated in the current system (e.g., are sufficiently detectable, infrequent, or have 
minimal severity).2 
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Common Pitfalls: A FMEA is a fundamentally subjective methodology, with all the 
strengths and weakness that implies. It relies on the collective experience, candor, and 
analytical skills of the group. It is essential to bring together experienced frontline people 
who use the process, a strong facilitator, and a resource to keep the documentation 
current and accurate. The atmosphere must be one of trust and a willingness to face---
even to welcome---the identification of potential risks. You cannot perform an FMEA in 
an atmosphere of suspicion and blame because staff members must feel free to 
acknowledge they have observed process failures or risks of failure.2 

 
If there are data that describe the process failures already, bring them to the table, but 
remember your goal is to develop a thorough understanding of process failure modes, 
including those that have not yet caused detectable problems.2 

 
Don’t let the group wrangle over the scoring. Define in advance what you mean by a 
“severity score of 10” or other points on the scale. In healthcare, it’s all too easy to assign 
a 10 to almost any failure mode. For example, you may theorize that any delay in the 
medication process could lead to a severe outcome, but if every severity score is 10, then 
the score is meaningless. The group can establish its own norms to make the scoring 
meaningful for this particular process.2 

 
Next steps: FMEAs create a prioritized set of risks that you have identified. Validate this 
list by collecting data on how often the various failures actually do occur or how 
effectively the controls in place really do detect the failures. Once you are satisfied that 
you have identified the high-priority failure modes with the most critical effects, move to 
operational work plan to improve the process. Repeat the FMEA with the new process 
(either in its design stage or after implementing some or all of the improvements) to 
determine whether you have reduced the RPNs. The process of the FMEA, prioritization, 
improvement design, implementation, and evaluation can continue until you are satisfied 
with the performance of the process and the risks that remain.2 

 
Lean/Six Sigma 
What it is: You will often hear these two terms in conjunction with each other. Lean is a 
tool used to achieve Six Sigma. Lean is a systematic and analytical process of thoroughly 
understanding your current state before moving on to developing an “ideal” future state. 
It focuses on the elimination of “waste” and increasing value for the customer (patient). 
The goal is to create standardization of processes so that the exact same result can be 
created consistently, thus reducing variation in the process. The term “Six Sigma” is a 
measurement of the reliability of a process or product. Sigma refers to a standard 
deviation, and a process operating at Six Sigma will experience 3.4 errors per billion 
events. There is no process in healthcare service delivery that approaches this level of 
reliability.2 
 
How to do it: Most who claim to be performing Six Sigma process improvement are not, 
in fact, expecting to reach actual Six Sigma levels of variability. However, their work is 
characterized by passionate attention to reducing variability to the lowest level possible. 
Many resources are available to assist in training green belt and black belt Six Sigma 
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experts (the distinction is based on the number and scope of projects they have completed 
and the commitment of their time). The American Society for Quality (www.asq.org) is a 
good starting point.2 

 
Fishbone Diagram1 

Also Called: Cause-and-Effect Diagram, Ishikawa Diagram 

Variations: cause enumeration diagram, process fishbone, time-delay fishbone, CEDAC 
(cause-and-effect diagram with the addition of cards), desired-result fishbone, reverse 
fishbone diagram 

Description 

The fishbone diagram identifies many possible causes for an effect or problem. It can be 
used to structure a brainstorming session. It immediately sorts ideas into useful 
categories. 

When to Use a Fishbone Diagram  

• When identifying possible causes for a problem.  
• Especially when a team’s thinking tends to fall into ruts.  

Fishbone Diagram Procedure  

Materials needed: flipchart or whiteboard, marking pens. 

1. Agree on a problem statement (effect). Write it at the center right of the flipchart 
or whiteboard. Draw a box around it and draw a horizontal arrow running to it.  

2. Brainstorm the major categories of causes of the problem. If this is difficult use 
generic headings:  

o Methods  
o Machines (equipment)  
o People (manpower)  
o Materials  
o Measurement  
o Environment  

3. Write the categories of causes as branches from the main arrow.  
4. Brainstorm all the possible causes of the problem. Ask: “Why does this happen?” 

As each idea is given, the facilitator writes it as a branch from the appropriate 
category. Causes can be written in several places if they relate to several 
categories.  

5. Again ask “why does this happen?” about each cause. Write sub-causes branching 
off the causes. Continue to ask “Why?” and generate deeper levels of causes. 
Layers of branches indicate causal relationships.  
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6. When the group runs out of ideas, focus attention to places on the chart where 
ideas are few.  

 
Fishbone Diagram Example 

This fishbone diagram was drawn by a manufacturing team to try to understand the 
source of periodic iron contamination. The team used the six generic headings to prompt 
ideas. Layers of branches show thorough thinking about the causes of the problem.  

 

Fishbone Diagram Example  

For example, under the heading “Machines,” the idea “materials of construction” shows 
four kinds of equipment and then several specific machine numbers.  

Note that some ideas appear in two different places. “Calibration” shows up under 
“Methods” as a factor in the analytical procedure, and also under “Measurement” as a 
cause of lab error. “Iron tools” can be considered a “Methods” problem when taking 
samples or a “Manpower” problem with maintenance personnel. 

Excerpted from Nancy R. Tague’s The Quality Toolbox, Second Edition, ASQ Quality 
Press, 2004, pages 247-249. 
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Quality Measurement and Tools  
 

Introduction to Measurement 
The first step in any measurement process is to understand how you currently function. Always 
begin all process designs with baseline data. The overriding question to be answered with all 
quality improvement initiatives is: “How will we know if a change is an improvement?” The 
only way to answer this is to know where you started. Once you have established your baseline, 
collect and analyze data to assess improvement resulting from your project. Tackling the 
measurement piece of a quality project can be intimidating; however it doesn’t need to be so 
complex that you need a statistician. Included in this section are some simple measurement tools. 
In fact, the simpler the better, as you will most likely be presenting the data to a mixed audience 
with varied exposure to measurement data. Sharing measurement data is a powerful tool in 
quality improvement. It’s particularly inspiring and motivating to frontline staff when numbers 
improve, so share data frequently!  
 
Measurement will give you the tools to focus the energy of your work teams on achieving 
productive and effective improvement. You will be investing time, money, and other resources in 
improving care and service according to these measures. In so doing, you will also make 
decisions not to invest in other QI opportunities, so select meaningful, well-constructed 
measures. 
 
Definitions Used in Measurement2 

Baseline quality monitoring is the measurement of performance in areas that we know to be 
fundamental to the provision of high-quality service to patients/customers and according to 
accepted methodologies and procedures. (We know what to do, we know how to do it, we know 
it is important; now let’s measure to ensure that we are in fact doing it!) A baseline indicator is 
one we want to measure routinely to evaluate performance. We may or may not be performing as 
well as we would like on this indicator. 
 
Process improvement is an initiative undertaken after thoughtful review reveals that a careful 
investment of time and energy is needed to reevaluate and possibly redesign a process that is 
important to patients and other customers. (We know this process is important; we have reason to 
believe that the process itself is not optimally designed to produce the results our 
patients/customers want; let’s use our quality improvement methodology to analyze the process 
and its outcomes and redesign it as needed.) 
 
Indicator is a word commonly used in quality measurement and improvement to describe a 
discrete measurement of a structure, process, or outcome.   
 

• Structure indicators are elements that facilitate care/service, such as resources, 
equipment, or numbers and qualifications of staff.  Example: All equipment is maintained 
according to the manufacturer’s standard; staff hours per patient day meet plan. 
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• Process indicators are those functions carried out by practitioners/staff, such as 
assessment, treatment planning, medication administration, and treatment or other 
procedures, which ultimately affect outcomes for the patient or customer. Example: 
Admissions meet criteria for appropriateness; lab turnaround time meets goal; 
documentation is timely and complete per policy. 

• Outcome indicators include satisfactory recovery of function, specific functional results 
of care, observable products of a process, complications, adverse events, and other short- 
and long-term results of treatment/management and processes. Example: Infection rate is 
within department standard; mortality rate is below risk-adjusted benchmark; patient 
satisfaction meets or exceeds department goals. 

 
Indicators may be revised in the plan during a year, particularly if data indicate that the measure 
is stable, priorities change to suggest that another indicator is more important to the customer 
population, etc. 
 
Criteria need to be the indicator when the indicator is not measurable by itself but requires 
further definition. For instance, “preoperative evaluation is complete” requires further 
explanation about what constitutes “complete.” The criteria may be contained in a policy, 
procedure, standard of care, standard of practice, clinical path, etc. 
 
Threshold defines a minimum desired level of performance for an indicator. As long as 
performance reaches this level, we believe that we are performing acceptably. If we fail to reach 
this level in a consistent fashion, we believe there is a substantive need for improvement. 
Thresholds are evidence-based whenever possible and derived from professional literature, 
clinical data, customer satisfaction/expectation data, historical experience, etc.   
 
Goals define the optimal desired level of performance for an indicator. Efforts are directed to 
improve performance until it reaches or exceeds this level. We may provide fundamentally safe 
and effective care but still not reach the goal, which may reflect a “stretch” or challenge. 
Examples might include patient satisfaction ratings in the top quartile when we believe we can 
further improve; an infection rate that is within the standard of care for a particular patient 
population but that we believe we can improve with some new approaches to preoperative 
antibiotic administration. Goals are derived from the same sources as threshold but with a 
different view: not “what's the minimal acceptable performance level?” but “what’s the best 
performance possible in our setting 
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What Should Be Measured? 

Your organization is most likely already measuring many quality areas. Pay for performance and 
public reporting dictates that measurement and reporting occurs continuously. Be familiar with 
what is currently being measured and how well your organization is doing in these areas. There 
is almost always room for improvement.  
 
When evaluating additional quality measures to be evaluated, look to the following areas for 
direction:1 

• High volume service 

• High risk service 

• High potential for error or problem prone 

Now is the time to involve your other partners in Quality, such as the Patient Safety Officer and 
Risk Manager to assist you in identifying opportunities for performance improvement. Incident 
reports, root cause analyses, claims histories, as well as asking frontline staff about their patient 
safety concerns are all useful tools in deciding what should be measured. Think quality rather 
than quantity when considering projects. What processes in your institution have the potential for 
the greatest patient harm? Understand that when a process is thoroughly scrutinized other defects 
are uncovered that must be dealt with. A seemingly simple project can become quite complex in 
no time. Success will require a high degree of focus and work on the part of staff, so avoid 
overwhelming them with project overload.  
 
Tips for Designing Effective Measurements 
Important characteristics of your measures include validity, reliability, and feasibility. To be 
valid, the measure must reflect the underlying process or characteristic that you want to 
investigate.1 

 

Many QI metrics rely on medical records coding (the International Classification of Diseases 
[ICD] or current procedural terminology [CPT] codes. There are two possible sources of 
variability, or lack of reliability, in this coding: The medical record documentation may be 
limited so that the coder cannot discern that the patient experienced a complication, or the coders 
may vary in their ability to read and interpret the record. Nonetheless, these data are efficient, 
readily available, and widely used to screen patient records for possible quality problems. As 
long as the limitations of the data are acknowledged and the next phase of the review involves 
more intensive analysis of specific records, this can be an appropriate way to consider screening 
for quality measures. Measure consistently.1 

 

Write a specific definition of every metric you plan to use in your quality program. You will 
itemize numerators, denominators, and specific ICD or CPT or other codes and characteristics 
that will identify performance. Consistent definitions mean that you will ensure reliability, so 
that:1 

• All staff members performing the measurement have a common understanding of 
how the measurement is taken 

 
• If you engage in benchmarking with other departments or other organizations, you 

can use a clear definition of the measurement 
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Measures also need to practical and feasible. If the definition of the measure is too subjective or 
complex or data abstraction takes hours from other important work, you may find that the benefit 
of measurement is outweighed by an unsupportable cost. You need to find the right balance 
through testing and refinement of the measure.2 

 

Simplicity is bliss. Measure only what is important and in a way that gives you only the 
information you need.2 
 

• Whenever possible, use measurements that are already a part of the work flow and data 
elements that are a byproduct of work tasks. (e.g. patient satisfaction data on existing 
surveys) 

 
• Where data collection is not a byproduct of work or of automated systems, measure on a 

sample basis. Often seemingly small sample sizes give surprisingly precise estimates. 
 

• Measure on an ongoing basis to permit management intervention in a timelier manner 
than periodic gathering of historical data. 

 
• Measure as infrequently as possible. Spend little time performing measurement for its 

own sake, but ensure that the data are complete and accurate enough to support 
conclusions and that the sample is statistically 
valid.
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Measurement Tools 
 
Data Collection and Analysis Tools 
Run/Control Chart 
The control chart is a graph used to study how a process changes over time. Data are plotted in 
time order. A control chart always has a central line for the average, an upper line for the upper 
control limit and a lower line for the lower control limit. These lines are determined from 
historical data. By comparing current data to these lines, you can draw conclusions about 
whether the process variation is consistent (in control) or is unpredictable (out of control, 
affected by special causes of variation).  

Control charts for variable data are used in pairs. The top chart monitors the average, or the 
centering of the distribution of data from the process. The bottom chart monitors the range, or the 
width of the distribution. If your data were shots in target practice, the average is where the shots 
are clustering, and the range is how tightly they are clustered. Control charts for attribute data are 
used singly.2  

When to Use a Control Chart  

• When controlling ongoing processes by finding and correcting problems as they occur.  
• When predicting the expected range of outcomes from a process.  
• When determining whether a process is stable (in statistical control).  
• When analyzing patterns of process variation from special causes (non-routine events) or 

common causes (built into the process).  
• When determining whether your quality improvement project should aim to prevent 

specific problems or to make fundamental changes to the process.  

Template 

See a sample control chart and create your own with the control chart template (Excel, 973 
KB).* 

Control Chart Basic Procedure 

1. Choose the appropriate control chart for your data.  
2. Determine the appropriate time period for collecting and plotting data.  
3. Collect data, construct your chart and analyze the data.  
4. Look for “out-of-control signals” on the control chart. When one is identified, mark it on 

the chart and investigate the cause. Document how you investigated, what you learned, 
the cause and how it was corrected.  
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Out-of-control signals  

o A single point outside the control limits. In Figure 1, point sixteen is above the 
UCL (upper control limit).  

o Two out of three successive points are on the same side of the centerline and 
farther than 2 σ from it. In Figure 1, point 4 sends that signal.  

o Four out of five successive points are on the same side of the centerline and 
farther than 1 σ from it. In Figure 1, point 11 sends that signal.  

o A run of eight in a row are on the same side of the centerline. Or 10 out of 11, 12 
out of 14 or 16 out of 20. In Figure 1, point 21 is eighth in a row above the 
centerline.  

o Obvious consistent or persistent patterns that suggest something unusual about 
your data and your process.  

 

Figure 1 Control Chart: Out-of-Control Signals  

5. Continue to plot data as they are generated. As each new data point is plotted, check for 
new out-of-control signals.  

6. When you start a new control chart, the process may be out of control. If so, the control 
limits calculated from the first 20 points are conditional limits. When you have at least 20 
sequential points from a period when the process is operating in control, recalculate 
control limits.  

Excerpted from Nancy R. Tague’s The Quality Toolbox, Second Edition, ASQ Quality Press, 
2004, pages 155-158.  
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Cause Analysis Tools 

Histogram 

A frequency distribution shows how often each different value in a set of data occurs. A 
histogram is the most commonly used graph to show frequency distributions. It looks very much 
like a bar chart, but there are important differences between them.  

 
When to Use a Histogram  

• When the data are numerical.  
• When you want to see the shape of the data’s distribution, especially when determining 

whether the output of a process is distributed approximately normally.  
• When analyzing whether a process can meet the customer’s requirements.  
• When analyzing what the output from a supplier’s process looks like.  
• When seeing whether a process change has occurred from one time period to another.  
• When determining whether the outputs of two or more processes are different.  
• When you wish to communicate the distribution of data quickly and easily to others.  

Histogram Construction  

• Collect at least 50 consecutive data points from a process.  
• Use the histogram worksheet to set up the histogram. It will help you determine the 

number of bars, the range of numbers that go into each bar and the labels for the bar 
edges. After calculating W in step 2 of the worksheet, use your judgment to adjust it to a 
convenient number. For example, you might decide to round 0.9 to an even 1.0. The 
value for W must not have more decimal places than the numbers you will be graphing.  

• Draw x- and y-axes on graph paper. Mark and label the y-axis for counting data values. 
Mark and label the x-axis with the L values from the worksheet. The spaces between 
these numbers will be the bars of the histogram. Do not allow for spaces between bars.  

• For each data point, mark off one count above the appropriate bar with an X or by 
shading that portion of the bar.  

Histogram Analysis  

• Before drawing any conclusions from your histogram, satisfy yourself that the process 
was operating normally during the time period being studied. If any unusual events 
affected the process during the time period of the histogram, your analysis of the 
histogram shape probably cannot be generalized to all time periods.  

• Analyze the meaning of your histogram’s shape. 
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Data Table 
Bin Frequency 

109.3 1 
112.5 2 
115.8 5 
119 11 

122.3 19 
125.6 24 
128.8 17 
132.1 11 
135.4 6 
138.6 3 
141.9 1 
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Pareto Chart 

Also called: Pareto diagram, Pareto analysis 

Variations: weighted Pareto chart, comparative Pareto charts 

 
 
 
Description 

A Pareto chart is a bar graph. The lengths of the bars represent frequency or cost (time or 
money), and are arranged with longest bars on the left and the shortest to the right. In this way 
the chart visually depicts which situations are more significant. 
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When to Use a Pareto Chart  

• When analyzing data about the frequency of problems or causes in a process.  
• When there are many problems or causes and you want to focus on the most significant.  
• When analyzing broad causes by looking at their specific components.  
• When communicating with others about your data.  

Pareto Chart Procedure 

1. Decide what categories you will use to group items.  
2. Decide what measurement is appropriate. Common measurements are frequency, 

quantity, cost and time.  
3. Decide what period of time the Pareto chart will cover: One work cycle? One full day? A 

week?  
4. Collect the data, recording the category each time. (Or assemble data that already exist.)  
5. Subtotal the measurements for each category.  
6. Determine the appropriate scale for the measurements you have collected. The maximum 

value will be the largest subtotal from step 5. (If you will do optional steps 8 and 9 below, 
the maximum value will be the sum of all subtotals from step 5.) Mark the scale on the 
left side of the chart.  

7. Construct and label bars for each category. Place the tallest at the far left, then the next 
tallest to its right and so on. If there are many categories with small measurements, they 
can be grouped as “other.”  

Steps 8 and 9 are optional but are useful for analysis and communication. 

8. Calculate the percentage for each category: the subtotal for that category divided by the 
total for all categories. Draw a right vertical axis and label it with percentages. Be sure 
the two scales match: For example, the left measurement that corresponds to one-half 
should be exactly opposite 50% on the right scale.  

9. Calculate and draw cumulative sums: Add the subtotals for the first and second 
categories, and place a dot above the second bar indicating that sum. To that sum add the 
subtotal for the third category, and place a dot above the third bar for that new sum. 
Continue the process for all the bars. Connect the dots, starting at the top of the first bar. 
The last dot should reach 100 percent on the right scale.  

Pareto Chart Examples 

Example #1 shows how many customer complaints were received in each of five categories.  

Example #2 takes the largest category, “documents,” from Example #1, breaks it down into six 
categories of document-related complaints, and shows cumulative values. 

Quality Toolkit 
October 2011

Oregon Association of Hospitals 
and Health Systems

Page 33



If all complaints cause equal distress to the customer, working on eliminating document-related 
complaints would have the most impact, and of those, working on quality certificates should be 
most fruitful. 

 
Example #1 

  

 
Example #2 

  

Excerpted from Nancy R. Tague’s The Quality Toolbox, Second Edition, ASQ Quality Press, 
2004, pages 376-378. 

 
 
Create a Pareto Chart 

Analyze the occurrences of up to 10 defects. Start by entering the defects on the check sheet. 
This tool creates a Pareto chart using the data you enter. Start using the Pareto chart tool (Excel-
Windows, 85 KB). 
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Common Pitfalls in Defining and Selecting Measures2 
 

1. Over measuring: Sampling too many records; using chart review and complex audit tools 
rather than readily available data from other sources; computing precise rates with labor-
intensive manual data collection rather than tracking and trending simple incidence with 
recourse to more sophisticated tools, if indicated. 

 
2. Measuring and focusing on a symptom of a process rather than the underlying process 

that produces a given outcome or result. 
 

3. Measuring and focusing on random events that are not the product of a definable process 
or system 

 
4. Failing to measure and monitor an important indicator of performance because it is not 

strictly within the department’s control (usually driven by fear of a negative quality 
report card). 

 
Common Pitfalls in Data Use2 

 

1. Incorrect, inconsistent, or unclear measurement. 
Example: Two staff members are measuring wait time. One staff member measures from 
patient arrival until patient is seen; the other measures from original patient appointment 
time until patient is seen. They cannot be analyzed as a single set. 
 

2. Incorrect analysis. 
Example: Customer service department finds that afternoons are impossibly busy, and 
mornings are undemanding. Average time for response to queries in the morning is just a 
few minutes. Average in the afternoon is a consistent half hour or longer. The manager 
describes the department’s overall average as 15 minutes response time. 
 

3. Harmful behaviors of staff members in response to quality metrics that not well designed. 
Situations in which action is : 
• Taken that is harmful to long-term results of an organization, although it causes 

improvement in short-term reported results. 
• Motivated by the belief that a good quality report will produce greater rewards or 

fewer penalties than alternative actions (in other words, it’s more important to look 
good than to be entirely accurate). 

Example: Staff members know that their bonus or performance review depends on 
shortened wait times and higher patient satisfaction. Without directly sabotaging, they 
carefully choose which patient visits or surveys to sample in compiling the data for the 
monthly quality data summary. 
 

4. Rejection of data altogether, unwillingness to engage in analysis and improvement. 
Example: This can be a significant problem in presenting administrative data to 
clinicians, who will quickly identify the real limitations in the data. For example, if you 
don’t have risk adjustment in mortality data, it may be utterly rejected by medical staff. 
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On the other hand you need their engagement and constructive help in order to improve 
analysis. 

 
5. Obsessive search for perfect measurement and perfect performance, leading to endless 

refinement and failure to actually improve the process.  
Example: If you’ve worked with a measure for six months or more, and you’re still 
tinkering to get it just right and have neither improved it nor convinced yourself that 
performance is acceptable, you may suffer from this syndrome. (Or you may have chosen 
something too difficult to measure with the data and tools you have available.) 
 

6. Over-analyzing minor variations form threshold, goal, or targets that are within the 
normal range of predictable variability of the process. 
Example: If you don’t use control limits, you may erroneously overreact to what looks 
like a decline in performance over a couple of months; with the use of simple control 
limits you may be able to show that the trend is to be expected within the normal limits of 
the process as designed. 
 

7. Benchmarking to a group or process that is not comparable instead of comparing “apples 
to apples.” 
Example: An extreme example would be a comparison of wait times between a large 
urban emergency department and a small rural one. More subtle problems can arise in 
performing clinical process comparisons without adequate risk adjustment. 
 

8. The Hawthorne effect poses a problem for QI because observed improvement may be 
transient and unrelated to actual process changes. 
Example: Staff members are aware that observers are monitoring hand washing. It’s a 
novelty to have observers on the unit; there’s anxiety and amusement, and the entire 
group finds, without intending it, that hand hygiene is performed more consistently. 
Humans are social and responsive, and the knowledge that someone is working on a 
process can stimulate increased interest and focus among the team no matter what the 
specific measures or planned improvements may be. 
 

9. Attributing variable outcomes or inconsistent performance to individual employee or 
physician behavior rather than the underlying systems and processes. 
Example: Three staff members are disciplined for programming an infusion pump 
incorrectly. Eventually, it is discovered that the pump’s software requires an unusual 
sequence of entries under a rare scenario. The process is guaranteed to produce failures. 
The real solution is to handle the rare scenario with alerts and forcing functions so that 
staff members don’t have to rely exclusively on vigilance and memory to use the right 
sequence of steps. 
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Patient Safety and Its Relationship to Quality 
Building a Successful Program 

 
Introduction 
Lasting improvement in quality and patient safety can only be accomplished with an 
organization-wide coordinated effort. As described in Chapter 1, quality is more than 
patient safety and encompasses the efforts of various departments to create a quality 
experience for the patient. 

• Patient Safety 
• Performance Improvement 
• Process Improvement 
• Risk Management 

 
It’s probable that your facility participates in the Oregon Patient Safety Commission 
(OPSC) adverse event reporting program as 56 of the 58 Oregon hospitals do. You’ll 
want to familiarize yourself with your hospital reports as they can be excellent resources 
for quality improvement projects. The OPSC’s mission is to improve patient safety by 
reducing the risk of serious adverse events occurring in Oregon's health care system and 
to encourage a culture of patient safety. To accomplish its mission, the Commission 1) 
has established a confidential, voluntary serious adverse event reporting system; 2) has 
established quality improvement techniques to reduce system errors; 3) shares evidence-
based prevention practices to improve patient outcomes.  
 
The Patient Safety Commission collects information on adverse events in Oregon to 
understand the pattern of events that patients and hospitals experience and to share good 
ideas that hospitals have identified in investigating an event. They also use this 
information to develop patient safety initiatives and provide information that will 
decrease the risk of future adverse events in hospitals across the state. The program 
focuses on adverse events, not medical error. Their philosophy is, when serious harm 
befalls a patient in an Oregon hospital, it provides an opportunity to discover previously 
hidden flaws in the processes and practices surrounding the harm event. By sharing these 
learnings with each other, hospitals can prevent future harm to other patients.  

When you are reviewing adverse events that caused patient harm in your institution, look 
carefully at the process that is in place. Would improved quality in that process prevented 
harm to the patient? Most adverse events that cause patient harm are process errors, not 
individual errors. Even when an individual does make an error, it’s usually because 
there’s a flaw in the process.  
 
When developing your quality program, think about the relationship between high quality 
processes and safe patient care. Many of your quality projects will be established with 
patient safety in mind. 
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The Successful Program Essentials 
The program should include a mission or vision statement that expresses the 
organization’s commitment to quality and safe patient care. The statement should be 
consistent with the mission statement of the entire organization. The mission statement 
should also make it clear the importance of the board and senior leadership commitment 
to quality and patient safety. Now that you have your mission statement, consider your 
strategic priorities for patient safety and quality. Align these priorities with the institution 
priorities. In other words, think about how your priorities and goals will help the 
institution achieve their strategic goals. Don’t be overzealous; pick the most important 
priorities and goals that can reasonably be achieved.3  
 
The organization should support a culture of quality and safety that encourages a 
blameless system of recognizing, reporting, and analyzing risks, errors, and near 
misses. Creating and sustaining a culture of quality and safety is the single most 
important factor in providing exceptional patient care. In a culture of quality and safety, 
it’s understood that nothing should stand in the way of an employee’s ability to deliver 
excellent care. Active efforts must be undertaken and supported to eliminate the fear of 
intimidation and discipline. It should be made clear to all levels of the organization that 
the reporting of errors and near misses will not be punished unless clear misconduct was 
involved. Encouraging the reporting of risks creates a philosophy of openness that allows 
access to a rich store of information regarding systems flaws and possible solutions.3 

 
Incorporate best practice patient safety initiatives into all aspects of patient care. 
Whenever a system is designed or redesigned, the process should begin with a study of 
current best practices. Refer to the resource section for associations, such as IHI and 
AHRQ to learn about best practices. This study will ensure that patient safety is 
incorporated in the front end of the plan, as opposed to retrofitting into a system that was 
not designed with safety as a priority.3 
 
Collect and analyze data to evaluate processes for opportunities to reduce risk. 
Always begin all process designs or redesigns with baseline data. All measurements 
should include baseline data to determine whether improvement has occurred once a 
process has been initiated. Refer to the measurement section of this manual for more tips 
and tools on measurement.3 

 
Initiate corrective actions with a focus on processes and systems to reduce risk. All 
error and near miss reports should result in a thorough investigation of contributing 
causes to the breach in patient safety. The results of the information gathered throughout 
the investigation should produce a plan that addresses the staff issues involved, as well as 
the process and system flaws that allowed the failure, in order to provide the safest 
possible care in the future.3 

 
Proactively evaluate and redesign systems to prevent future errors. Rather than 
waiting for a safety issue to point out flaws in your system, use a proactive approach to 
identify all possible failures before the system is put in place. Using simulation 
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techniques whenever possible is helpful to identify failures in a system without 
jeopardizing patient safety.3 

 
Communicate quality and patient safety information throughout the organization 
on a regular basis. The foundation of all successful quality/patient safety plans is the 
sharing of consistent, universal, accurate information throughout the organization. Don’t 
make the mistake on only reporting important data to senior leadership and the board of 
directors. Safety data should be consistently shared with frontline staff members, whose 
actions can most affect quality and safety. You may find that often frontline staff 
members are unaware of safety issues in their own unit. Staff members are much more 
likely to adhere to safety protocols if they understand the risks identified in the baseline 
data and can monitor improvement as the protocol is implemented. Likewise, the 
rationale for the expense and staff time required for safety programs will be made 
abundantly clear to board members and senior leaders when they are shown data that 
demonstrates measurable improvement through safety initiatives. This information can 
also be shared with the public and used by marketing and public relations departments to 
advertise the safety of your organization and increase market share.3 

 
Provide organizational learning about patient safety science. It’s very important that 
all staff members working at your facility understand and speak the same language when 
it comes to patient safety. A just culture and standardization of patient care processes 
throughout the institution is a challenging, but necessary goal. Examples of forcing 
functions, equipment designed to be error proof, cross-checking and repeat backs should 
be an integral part of facility-wide staff safety science education.4 There is a wealth of 
information available on the science of human factors engineering and how to error proof 
systems. Team STEPPS (www.ahrq.org), LifeWings Partners, LLC 
(www.SaferPatients.com), and Safer Healthcare (www.saferhealthcare.com) are a few 
organizations whose safety principles are based on aviation techniques.  
 
Encourage the sharing of knowledge throughout the organization to bring about 
behavioral change. In addition to promoting organized patient safety science learning 
throughout the organization, it’s very important for staff members to share their patient 
safety successes. When patient safety is identified as a strategic organizational goal and 
great effort is put into encouraging a culture of safety, increased frontline safety 
awareness and widespread implementation of improvement projects naturally result. This 
enthusiasm should be supported by providing venues to improvement teams so they can 
display their improvement projects and data. Sharing safety improvements will spark 
ideas and initiate other departments to begin safety improvement projects of their own. 
 
The role of leadership in your quality and patient safety program can not be 
underestimated. Leaders are defined as the Board of Trustees, elected officers and chairs 
of medical staff, the Chief Executive Officer, members of the administrative staff, and 
department directors and managers. They are key elements to your organization’s just 
culture in that they should support performance improvement projects and take an active 
role in monitoring measurement and providing positive feedback to staff members. 
Leaders should promote communication and collaboration across departmental lines and 
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provide adequate time and training to members involved in performance improvement 
activities.4 For more information on engaging your Board in hospital quality, refer to 
www.ihi.org boards on board programs. 
 

Integrating Quality into Safe Patient Care Practices 
All healthcare organizations should demonstrate their commitment to reducing healthcare 
error and improving safety by putting into place evidence-based safe practices. This 
includes promoting an environment of effective reporting and learning from errors or 
mistakes within a blame-free culture. Collective reporting and learning from the mistakes 
of others is also an essential component of this process to improve healthcare safety. 
 
This set of National Quality Forum (NQF)-endorsed safe practices has been updated with 
current evidence and expanded implementation approaches, and it provides additional 
measures for assessing the implementation of the practices. Each practice is specific and 
ready for implementation and has been shown to be effective in improving healthcare 
safety. Systematic, universal implementation of these practices can lead to appreciable 
and sustainable improvements for healthcare safety. Provided is a summary of 34 safe 
practices along with practice statements. For additional details on these practices, visit 
www.nqf.org. This set of safe practices is not intended to capture all activities that might 
reduce adverse healthcare events. Rather, this report continues the focus on practices 
that:5 

• have strong evidence that they are effective in reducing the likelihood of harming 
a patient; 

• are generalizable (i.e., they may be applied in multiple clinical care settings 
and/or for multiple types of patients); 

• are likely to have a significant benefit to patient safety if fully implemented; and 
• have knowledge about them that is usable by consumers, purchasers, providers, 

and researchers. 
 
 
 
Suggestion: Use the chart below as a checklist to determine whether all of the practices 
are in place and integrated in your organization. 
 
 
 
SAFE PRACTICE PRACTICE STATEMENT 
Safe Practice 1: 
Leadership Structures 
and Systems 

Leadership structures and systems must be 
established to ensure that there is 
organization-wide awareness of patient 
safety performance gaps, direct 
accountability of leaders for those gaps, 
and adequate investment in performance 
improvement abilities, and that actions are 
taken to ensure safe care of every patient 
served. 
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Safe Practice 2: 
Culture Measurement, 
Feedback, and 
Intervention 

Healthcare organizations must measure 
their culture, provide feedback to the 
leadership and staff, and undertake 
interventions that will reduce patient safety 
risk. 

Safe Practice 3: 
Teamwork Training 
and Skill Building 

Healthcare organizations must establish a 
proactive, systematic, organization-wide 
approach to developing team-based care 
through teamwork training, skill building, 
and team-led performance improvement 
interventions that reduce preventable harm 
to patients. 

Safe Practice 4: 
Identification and 
Mitigation of Risks 
and Hazards 

Healthcare organizations must 
systematically identify and mitigate patient 
safety risks and hazards with an integrated 
approach in order to continuously drive 
down preventable patient harm. 

Safe Practice 5: 
Informed Consent 

Ask each patient or legal surrogate to 
“teach back, in his or her own words, key 
information about the proposed treatments 
or procedures for which he or she is being 
asked to provide informed consent. 

Safe Practice 6: 
Life-Sustaining 
Treatment 

Ensure that written documentation of the 
patient’s preferences for life-sustaining 
treatments is prominently displayed in his 
or her chart. 

Safe Practice 7: 
Disclosure 

Following serious unanticipated outcomes, 
including those that are clearly caused by 
system failures, and, as appropriate, the 
family should receive timely, transparent, 
and clear communication concerning what 
is known about the event. 

Safe Practice 8: 
Care of the Caregiver 

Following serious unintentional harm due 
to systems failures and/or errors that 
resulted from human performance failures, 
the involved caregivers (clinical providers, 
staff, and administrators) should receive 
timely and systematic care to include: 
treatment that is just, respect, compassion, 
supportive medical care, and the 
opportunity to fully participate in event 
investigation and risk identification and 
mitigation activities that will prevent future 
events. 

Safe Practice 9: 
Nursing Workforce 

Implement critical components of a well-
designed nursing workforce that mutually 
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reinforce patient safeguards, including the 
following: 

• A nurse staffing plan with evidence 
that it is adequately resourced and 
actively managed and that its 
effectiveness is regularly evaluated 
with respect to patient safety. 

• Senior administrative nursing 
leaders, such as a Chief Nursing 
Officer, as part of the hospital 
senior management team. 

• Governance boards and senior 
administrative leaders that take 
accountability for reducing patient 
safety risks related to nurse staffing 
decisions and the provision of 
financial resources for nursing 
services. 

• Provision of budgetary resources to 
support nursing staff in the ongoing 
acquisition and maintenance of 
professional knowledge and skills. 

Safe Practice: 10 
Direct Caregivers 

Ensure that non-nursing direct care staffing 
levels are adequate, that the staff is 
competent, and that they have had adequate 
orientation, training, and education to 
perform their assigned direct care duties. 

Safe Practice 11: 
Intensive Care Unit 
Care 

All patients in general intensive care units 
(both adult and pediatric) should be 
managed by physicians who have specific 
training and certification in critical care 
medicine (“critical care certified”). 

Safe Practice 12: 
Patient Care 
Information 

Ensure that care information is transmitted 
and appropriately documented in a timely 
manner and in a clearly understandable 
form to patients and to all of the patient’s 
healthcare providers/professionals, within 
and between care settings, who need that 
information to provide continued care. 

Safe Practice 13: 
Order Read-Back and 
Abbreviations 

Incorporate within your organization a safe, 
effective communication strategy, 
structures, and systems to include the 
following: 

• For verbal or telephone orders or 
for telephonic reporting of critical 
test results, verify the complete 
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order or test result by having the 
person who is receiving the 
information record and “read-back” 
the complete order or test result. 

• Standardize a list of “Do Not Use” 
abbreviations, acronyms, symbols, 
and dose designations that cannot 
be used throughout the 
organization. 

Safe Practice 14: 
Labeling of Diagnostic 
Studies 

Implement standardized policies, 
processes, and systems to ensure accurate 
labeling of radiographs, laboratory 
specimens, or other diagnostic studies, so 
that the right study is labeled for the right 
patient at the right time. 

Safe Practice 15: 
Discharge Systems 

A “discharge plan” must be prepared for 
each patient at the time of hospital 
discharge, and a concise discharge 
summary must be prepared for and relayed 
to the clinical caregiver accepting 
responsibility for post discharge care in a 
timely manner. Organizations must ensure 
that there is confirmation of receipt of the 
discharge information by the independent 
licensed practitioner who will assume the 
responsibility for care after discharge. 

Safe Practice 16: 
Safe Adoption of 
Computerized 
Prescriber Order 
Entry 

Implement a computerized prescriber order 
entry (CPOE) system built upon the 
requisite foundation of re-engineered 
evidence-based care, an assurance of 
healthcare organization staff and 
independent practitioner readiness and 
integrated information technology 
infrastructure. 

Safe Practice: 17 
Medication 
Reconciliation 

The healthcare organization must develop, 
reconcile, and communicate an accurate 
patient medication list throughout the 
continuum of care. 

Safe Practice: 18 
Pharmacist 
Leadership Structures 
and Systems 

Pharmacy leaders should have an active 
role on the administrative leadership team 
that reflects their authority and 
accountability for medication management 
systems performance across the 
organization. 

Safe Practice 19: 
Hand Hygiene 

Comply with current Centers for Disease 
Control and Prevention Hand Hygiene 

Quality Toolkit 
October 2011

Oregon Association of Hospitals 
and Health Systems

Page 44



Guidelines. 
Safe Practice 20: 
Influenza Prevention 

Comply with current Centers for Disease 
Control and Prevention (CDC) 
recommendations for influenza 
vaccinations for healthcare personnel and 
the annual recommendations of the CDC 
Advisory Committee on Immunization 
Practices for individual influenza 
prevention and control. 

Safe Practice 21: 
Central Line-
Associated 
Bloodstream Infection 
Prevention 

Take actions to prevent central line-
associated bloodstream infection by 
implementing evidence-based intervention 
practices. 

Safe Practice 22: 
Surgical Site Infection 
Prevention 

Take actions to prevent surgical-site 
infections by implementing evidence-based 
intervention practices. 

Safe Practice 23: 
Care of the Ventilated 
Patient 

Take actions to prevent complications 
associated with ventilated patients: 
specifically, ventilator-associated 
pneumonia, venous thromboembolism, 
peptic ulcer disease, dental complications, 
and pressure ulcers. 

Safe Practice: 24 
Multidrug-Resistant 
Organism Prevention 

Implement a systematic multidrug-resistant 
organism (MDRO) eradication program 
built upon the fundamental elements of 
infection control, and evidence-based 
approach, assurance of the hospital staff 
and independent practitioner readiness, and 
a re-engineered identification and care 
process for those patients with or at risk for 
MDRO infections. 
Note: This practice applies to, but is not 
limited to, epidemiologically important 
organisms such as methicillin-resistant 
Staphylococcus aureus, vancomycin-
resistant enterococci, and Clostridium 
difficile. Multi-drug resistant gram-
negative bacilli, such as Enterobacter 
species, Klebsiella species, Pseudomonas 
species, and Escherichia coli, and 
vancomycin-resistant Staphylococcus 
aureus, should be evaluated for inclusion 
on a local system level based on 
organizational risk assessments. 

Safe Practice 25: Take actions to prevent catheter-associated 
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Catheter-Associated 
Urinary Tract 
Infection Prevention 

urinary tract infection by implementing 
evidence-based intervention practices. 

Safe Practice 26: 
Wrong-Site, Wrong-
Procedure, Wrong-
Person Surgery 
Prevention 

Implement the Universal Protocol for 
Preventing Wrong Site, Wrong Procedure, 
Wrong Person Surgery for all invasive 
procedures. 

Safe Practice 27: 
Pressure Ulcer 
Prevention 

Take actions to prevent pressure ulcers by 
implementing evidence based intervention 
practices. 

Safe Practice 28: 
Venous 
Thromboembolism 
Prevention 

Evaluate each patient upon admission, and 
regularly thereafter, for the risk of 
developing venous thromboembolism. 
Utilize clinically appropriate, evidence-
based methods of prophylaxis. 

Safe Practice 29: 
Anticoagulation 
Therapy 

Organizations should implement practices 
to prevent patient harm due to 
anticoagulant therapy. 

Safe Practice 30: 
Contrast Media-
Induced Renal Failure 
Prevention 

Utilize validated protocols to evaluate 
patients who are at risk for contrast media-
induced renal failure and gadolinium-
associated nephrogenic systemic fibrosis, 
and utilize a clinically appropriate method 
for reducing the risk of adverse events 
based on the patient’s risk evaluations. 

Safe Practice 31: 
Organ Donation 

Hospital policies that are consistent with 
applicable law and regulations should be in 
place and should address patient and family 
preferences for organ donation, as well as 
specify the roles and desired outcomes for 
every stage of the donation process. 

Safe Practice 32: 
Glycemic Control 

Take actions to improve glycemic control 
by implementing evidence-based 
intervention practices that prevent 
hypoglycemia and optimize the care of 
patients with hyperglycemia and diabetes. 

Safe Practice 33: 
Falls Prevention 

Take actions to prevent patient falls and to 
reduce fall-related injuries by 
implementing evidence-based intervention 
practices. 

Safe Practice 34: 
Pediatric Imaging 

When CT imaging studies are undertaken 
on children, “child-size” techniques should 
be used to reduce unnecessary exposure to 
ionizing radiation. 
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Additional tips to think about when building your program: 
Engaging Physicians in Quality Improvement 
It’s usually not feasible to expect physicians to participate fully on teams. Meetings that 
last several hours don’t accommodate a clinician’s schedule. Instead, identify where the 
physician’s contribution is essential. Use the following strategies:1 

• Include physicians on a team only when they have a substantive role in analyzing 
past performance and designing new systems, and then include them only at 
critical points. 

• Meet with physicians individually, at their convenience, to rapidly and 
comprehensively outline the problem, progress, and conclusions to date. Don’t 
allow the physician to veto all that has occurred, but do listen to any concerns 
raised. 

• Focus in particular on physician input on evidence-based guidelines for practice 
and care decisions and interpretation of the literature. 

• Focus on physician input when redesigning the system at points that involve the 
physician—(e.g. communication, orders, and results) and that affect patients 
directly.  

• Insist on vigorous physician leadership involvement when it is genuinely needed. 
 
Critical Team Success Factors1 

• A clear, well-organized opportunity statement or charter that specifies the process 
and the performance measures. 

• Strong sponsorship by a leader who can: 
 Allocate resources for data collection and process support 
 Ensure that the team’s work has an appropriate priority 
 Give the team marching orders that are realistic in scope 

• The collaborative involvement of staff from relevant departments or 
professions/disciplines, including frontline staff who actually work with the 
process 

• Good support for measurement and analysis, including experts who can consult 
on statistics and other methodologies 

• Disciplined leadership and an approach to quality improvement that keep the 
project on track for accountability and timeliness 

• Organizational willingness to act on recommendations 
 
Common Pitfalls1 

• Beginning a process improvement with a predetermined, but not proven, idea of 
the proper improvement or solution 

• Underestimating the difficulty of conducting a thorough planning phase 
• Skimping on the plan, thoughtful data collection, and investigation 
• Underestimating the time commitment and, sometimes interpersonal challenges in 

leading a team 
• Having difficulty developing creative approaches that improve performance and 

efficiency (value) simultaneously 
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• Failing to challenge the team with literature, benchmarks, and best practices from 
others 

• Failing to provide adequate team support for data analysis and use of creative and 
possibly unfamiliar methodologies, such as FMEA or LEAN. 

• Being in too much of a hurry for thoughtful analysis and design 
• Being too slow and allowing the team to lose momentum amid other priorities 
• Failing to monitor the revised process design for unintended results: introduction 

of new sources of variation, new failure modes, and risks of defects or harm 
• Failing to allocate adequate resources to sustain the improvement over the long 

term 
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Quality Reporting and Communication 
 

Ongoing, consistent information sharing with staff members is critical to ensure their 
continued involvement and commitment to mutual improvement goals. 
 
It’s important for you to develop standardized communication methods and tools to 
achieve consistency. This will include standardized meeting agendas, memos sent to 
staff, and documentation of quality projects. An effective documentation system will be 
especially important to ensure compliance with the Joint Commission and other 
accreditation/regulatory requirements. 
 
The Importance of Communication in QI 
Quality doesn’t happen by executive order but is the result of staff members’ 
comprehensive understanding of what is expected of them, why it’s appropriate to expect 
it, how they will be supported to deliver that quality, and how they will be evaluated 
according to defined criteria. Communication is central to QI in:2 

• Defining the expectations of the organization for each employee’s performance 
• Clearly linking those expectations to the mission 
• Outlining for employees how their individual and team performances are 

measured and evaluated, and keeping them informed of the results 
• Listening to employees’ thoughts and ideas about potential improvement, born of 

direct experience in delivering care and service 
• Sharing with employees the progress and knowledge developed elsewhere in the 

organization, and outside it, which may help employees improve individual and 
team performance 

 
Conducting and Documenting QI Meetings 
The Joint Commission requirement dictates that the organization “communicates 
information related to safety and quality to those who need it, including staff, patients, 
families, etc. As you consider your flow of communication, make sure you can answer 
the questions you might be asked by a Joint Commission surveyor or other regulator, 
such as:1 

• How do you inform your staff of the quality issues and goals for the organization? 
• If I interview staff members, will they know what you are trying to improve and 

what the current problem areas are? 
• How do you include staff input as you set quality or PI goals? 
• Can every employee describe quality control responsibilities? 
• Do employees feel empowered to stop a patient care process if they feel it is 

unsafe or does not meet your criteria for quality?  
• Extensive staff input and involvement is also expected, according to criteria for 

leading recognition programs such as the Malcolm Baldridge National Quality 
Award and the ANCC Magnet Recognition Program of the American Nurses 
Credentialing Center. 
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Planning a Successful QI Meeting 
Planning a meeting is challenging, to say the least. Everyone has been in a meeting(s) at 
some point in their lives where the overwhelming thought is “Why am I here?” Time and 
logistics can be a challenge as well. How do you get all the key stakeholders at the 
meeting? Focus on your agenda (see sample below). Who needs to be there to accomplish 
your agenda items? Think about other ways to communicate quality information to the 
masses, such as a newsletter, e-mail memos, etc.2 

 

 
 
Following are some tips for planning a successful meeting:2 

• Ensure that the meeting has real value. Structure substantive agendas so that 
the meeting is not merely a formality and is actually productive. 

• Conduct the meeting efficiently. Meetings don’t have to last an hour! Focus the 
meetings on agenda items that require action. 

• Planning. As previously mentioned, make sure your key stakeholders for the 
meeting are able to attend the meeting. Focus your meeting schedule around their 
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schedules. Plan meetings wisely. Is it really necessary to have a weekly meeting? 
Communication can occur in various modes. It doesn’t always need to be face to 
face. 

• Include the right people and respect people’s time: Ensure that everyone who 
is presenting information is able to attend. Start and end the meeting on time. 

• Provide food. Budgets don’t always permit it, but it can be helpful to offer staff 
members some edible encouragement and reward for their participation. 

 
Recommendations for Designing Effective Communication 
Check with your organizations HR or Quality department to determine whether there are 
specific requirements for meeting structure, frequency, and documentation of quality 
data. If there are no requirements you can use the following recommendations to help you 
to conduct and document meetings efficiently and effectively:2 

• Obtain your organization’s policy, procedure, or guidelines about how often to 
conduct staff and quality meetings, mandatory content or agenda structure, and 
required/recommended formats for meeting documentation. 

• Learn who needs copies of your minutes. Also find out how long you should keep 
copies of your minutes and the underlying data. 

 
A portion of every hospital department staff meeting should consist of talking about 
quality in the way of department projects, measurement results, problems, and input from 
staff.2 

 
Note About Confidentiality and Protection 
Quality data are extremely sensitive. There is the potential for embarrassment, litigation, 
or patient harm if they are released or shared irresponsibly. Key considerations include:2 

• Privacy of patients 
• Privacy of staff members and physicians 
• Discoverability 
• Risk management 
• Corporate/organizational public relations and potential embarrassment 

 
Keep the analysis of these data to a confidential quality committee. What limited 
protections are available by law recognize the complexity of quality measurement. Even 
more important, these laws are designed to encourage full and candid discussion and 
action by healthcare professionals to improve quality. It is your professional and ethical 
obligation to ensure that this goal is fulfilled.2 

 
The most important legal, regulatory, and accreditation resources on this issue are as 
follows:1 

• Health Insurance Portability and Accountability Act of 1996 (HIPAA): 
Identifiable patient information cannot be shared except when there is an 
appropriate need to know in the context of healthcare treatment, operations, and 
payment. 

• Patient rights: Similarly, you are obligated to respect the patient’s right to 
privacy as outlined in the Centers for Medicare & Medicaid Services’ Conditions 
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of Participation, Joint Commission standards, state laws and regulations, and   
other relevant authorities. 

• Discoverability: There are no national standards for protection of QI information 
from subpoena and discovery in connection with legal action.  

 
How to protect information appropriately 

The following are typical elements of a properly structured quality information flow:2 

• A quality orientation session for all new quality department staff members or 
those collecting relevant data 

• A confidentiality statement signed by all employees physicians , volunteers, and 
students 

• A quality committee request for information 
• A notation documenting all information collected on behalf of the committee, 

such “privileged and confidential data” 
• Quality information that is kept physically secure (e.g., locked offices and 

password protected computers) 
 

Note: Quality meetings begin with a reminder of the confidentiality provisions 
and responsibilities. 

 
Inquire with your organization’s legal department for any guidelines that describe how to 
ensure that quality management of information is properly protected. 
 

Holding the Quality Meeting 
 

Remember, the quality meeting must be substantive, efficient, well-planned, and well 
attended. Take the following steps for holding and documenting a quality meeting:2 

1. Prepare the agenda 
2. Prepare data and materials for the meeting: 

- Prepare/monitoring/performance data for discussion, such as quality metrics and   
patient/customer satisfaction. 

- Collect reports from intra-departmental or interdepartmental process 
improvement teams 

- Identify sentinel, critical, or other special events requiring discussion 
- Collect other information for discussion from sources such as the risk, employee 

safety, infection control, and support departments’ quality updates and other 
updates. 

- Focus on information that requires action 
3. Hold the meeting and document attendance 
4. Document the group’s conclusions, recommendations, and planned follow-up on 

departmental indicators 
5. Document other discussions briefly (e.g., improvement teams’ efforts, sentinel 

events, and safety issues) 
6. Route all or part of the minutes to the next level of administration as stipulated in 

your organization’s flow and procedures. 
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Making the Most of a Quality Meeting 

 
Discussion, conclusions, recommendations 
The most important part of the meeting is the discussion of progress, conclusions and 
recommendations. If this part of the quality meeting is well done, it will inform and 
inspire the team and create momentum for continued improvement.2 

 
During the quality meeting with staff, conduct a discussion of each of the projects and 
measures. The following four basic questions are recommended to organized the 
discussion:1 

1. Did our interventions last month/period have the desired effect? 
2. Are we meeting our target/goal/threshold? 
3. If we are meeting our goal, does this performance appear to be solid, consistent, 

and reliable? If we are not meeting our goal based on the data, why not? 
4. While reviewing the data, are there other possible improvement opportunities we 

should consider pursuing later? 
 
Don’t skimp on this portion of the discussion. Conduct and document a thorough analysis 
to ensure that the real underlying factors driving performance are effectively identified 
and understood. This segment of the meeting should generate vigorous staff discussion 
and input.1 

 

Strategies and Action Plans 
 

With the staff, determine recommended actions that should be undertaken to maintain or 
further improve performance, based on the conclusions reached. Consider the following:2 

• Should we revise an action plan we previously developed? 
• Who will be responsible, and when, for each action? 

 
Follow-up 
Finally, the group defines needed follow-up---primarily by identifying groups that should 
receive status updates or recommendations about this indicator, process, or group of 
indicators---and when this should be accomplished. Consider these questions:1 

• How can we share all this information with staff members not present today? 
• When are the data shared with the chain of command? 
• When are the data shared with pertinent medical leadership? 
• When can we obtain feedback on our recommendations to other areas?  
• Do we need consultation regarding matters such as data analysis? HR issues and 

information systems? 
• Should we share these data with some of our customer groups? 
• Should we share these data with colleagues who provide a similar service and 

solicit or offer advice? 
• When will we review the data again? 
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Communication with employees, senior management, medical staff, and customers2 

Communication with employees in each department regarding quality measures should 
occur at least on orientation and, it’s recommended, monthly thereafter. 
 
Communication with senior management can occur when managers’ reports are 
submitted to directors and then to senior management. Not every measure will 
necessarily be reported to more senior levels; often, selected focus indicators or a 
“dashboard” of measures will be chosen for attention.  
 
Indicators that are of concern to counterpart medical staff quality committees should be 
shared regularly. The sharing of quality indicators between hospital and medical staff is 
strongly encouraged. 
 
If your organization has interdisciplinary quality committees, then the discussion will 
include perspectives of all staff members. In this case, a single report can reflect progress 
on a shared measure and the conclusions of the interdisciplinary group working on it and 
can be used for communication to all groups that need to know about progress. 
 
Communicating with physicians who are not actually on the committee is a common 
problem when working on QI with medical staffs. Physicians in your quality committee 
meetings may not see it as their role to communicate the conclusions, actions, and 
reflections of the committee to the remainder of the medical staff. This can be due to time 
constraints and to the fact that physicians tend to be volunteers on committees and not 
part of a management hierarchy with defined responsibilities for communication. It can 
also be due to a lack of simple mechanisms and logistics for such communication. 
 
If there are no guidelines available for how often to report to your internal customers 
about quality performance metrics, ask them how often they would like reports. 
 
Recordkeeping2 

Retain quality meeting minutes for the duration specified by your organization. Three 
years is typical, but your organization will have its own guidelines. For indicators 
dictated by legislation or regulatory or accreditation agencies (e.g. CMS, JC), guidelines 
promulgated by the agency may direct recordkeeping of the detailed data supporting the 
quality summary data sheets (which are incorporated into meeting minutes). 
 
For process improvement teams, retain the core data used to support the team’s work in a 
binder or file organized by the relevant team leader or sponsor for at least three years or 
through the next accreditation survey, whichever is longer, in order to support further 
analysis if performance of the process begins to slip. See Fig. A.2 on the next page for an 
example of what should be included in a quality improvement notebook. 
 
Check with your legal department for any organizational policy regarding quality record 
retention. 
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Quality Organizations and Resources 

State of Oregon Quality Resources 

1. Oregon Hospital Quality Indicators, State of Oregon 
www.oregon.gov/OHPPR/HQ/index.shtml 

• Who they are: The Oregon Hospital Quality Indicators are a joint effort of the 
Oregon Health Policy Commission and OHPR. 

• What they do: The Office for Oregon Health Policy and Research (OHPR) is 
responsible for the development and analysis of health policy in Oregon and 
serves as the policymaking body for the Oregon Health Plan.  The Office provides 
analysis, technical, and policy support to assist the Governor and the Legislature 
in setting health policy. It carries out specific tasks assigned by the Legislature 
and the Governor, provides reports and conducts analyses relating to health care 
costs, utilization, quality, and access. 
  
The Office for Oregon Health Policy and Research also carries out its 
responsibilities by providing staff support to statutorily established advisory 
bodies responsible for health care policy recommendations including: the Oregon 
Health Policy Commission, the Health Services Commission, the Health 
Resources Commission, the Advisory Committee on Physician Credentialing, the 
Medicaid Advisory Committee, and the Safety Net Advisory Council.  It also 
coordinates the work of the Oregon Health Research and Evaluation Collaborative 
and the Oregon Prescription Drug Program. 

• Importance to hospitals: Hospitals are rated above average, average, or below 
average based on their quality indicator outcomes (e.g. deaths from myocardial 
infarctions). This is a public site where patients can view which hospitals are 
performing above average (or below average) in the quality indicators. This site is 
another online tool for patients to make decisions about which hospital they will 
choose to go to. In addition, hospitals are required to report race/ethnicity data 
and hospital acquired infections. 

 

2. Oregon Health Care Quality Corporation www.q-corp.org/ 
• Who they are: The Oregon Health Care Quality Corporation (Quality Corp) is a 

non-profit partnership managed by a balanced Board of Directors, including 
senior representatives from consumer groups, physician groups, health plans, 
employers, hospitals, and policymakers. Their initial work focused on physicians 
in offices or clinics. 

• What they do: Their mission is to improve health care in Oregon through 
collaboration. The Quality Corporation provides a neutral forum for sharing 
information and best practices and identifies strategic projects for improving 
health care through community-based activities. An example of q-corp’s work is 
the Partner for Quality Care (www.partnerforqualitycare.org). This is a 
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collaboration of patients, practitioners, health plans and private and public 
employers to measure and improve quality of care in Oregon.  

• Importance to hospitals: Scores on quality summarize how hospitals performed 
overall on surgical care, heart attack, heart failure, and pneumonia. This single 
score combined with the patient experience score allows patients to make an 
overall comparison of hospitals. This is yet another tool for patients to make an 
informed choice of which hospital they want to go to for their care based on 
hospital performance in key areas and patient satisfaction. 

 

3. Oregon Patient Safety Commission  www.oregonpatientsafety.org 
• Who they are: The Patient Safety Commission was created by the Oregon 

Legislature in July, 2003.   
• What they do: OPSC mission is to improve patient safety by reducing the risk of      

serious adverse events occurring in Oregon's health care system and by 
encouraging a culture of patient safety. To accomplish its mission, the 
Commission: 1. established a confidential, voluntary serious adverse event 
reporting system in Oregon. Currently, hospitals in Oregon participate in the 
OPSC and agree to voluntarily report serious adverse events; 2. establishes quality 
improvement techniques to reduce system errors; 3. shares evidence-based 
prevention practices to improve patient outcomes. 

• Importance to hospitals: The OPSC trends the adverse event data in Oregon 
hospitals and compares it with nationwide statistics to benchmark our state’s 
patient safety record. They also serve as a resource for evidence-based practice 
and hospital collaboratives, such as the Infection Prevention Collaborative. If a 
hospital participates in the OPSC, there’s an obligation to report sentinel events. 

 

4. Acumentra Health www.acumentra.org/ 
• Who they are: Acumentra Health has been Oregon's Medicare Quality 

Improvement Organization since 1984, working with beneficiaries, healthcare 
professionals, and the general public to improve healthcare quality and protect the 
Medicare Trust Fund.   

• What they do: Acumentra Health works with healthcare providers, Medicare                             
beneficiaries, and the public to foster an environment in which every person gets 
the right care every time. As a nonprofit organization, the organization 
collaborates with practitioners, providers, health plans, public agencies, and 
private organizations on a wide range of healthcare improvement projects and 
programs. Acumentra holds the External Quality Review Organization contract 
for Oregon and Washington, providing services to strengthen care delivery and 
integration of services to families enrolled in Medicaid.  
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• Importance to hospitals: Hospitals may be most familiar with Acumentra Health    
from the work on the medical core measures (AMI, pneumonia) and the Surgical 
Care Improvement Project (SCIP).  Acumentra collected hospital data on the 
measures and reported them to CMS. Acumentra is a good resource for questions 
regarding CMS measures and reimbursement. 

 

5. Oregon Office of Rural Health www.ohsu.edu/ohsuedu/outreach/oregonruralhealth/ 

• Who they are: The Office partnered with Oregon Health & Science University in 
1989 to increase its ability to bring statewide resources to rural areas, their 
mission being to improve the quality, availability and accessibility of health care 
for rural Oregonians.  

• What they do: The office engages in four principal activities: 1. Planning, Policy 
Development and Advocacy; 2. Information Clearinghouse; 3. Provider 
Recruitment and Retention; 4. Technical Assistance to Communities 

• Importance to hospitals: Provides resources for rural hospitals. 
 
 
 
 

6. Oregon Rural Healthcare Quality Network 
www.ohsu.edu/ohsuedu/outreach/oregonruralhealth/hospitals/ORHQN/index.cfm  

• Who they are: The Oregon Rural Healthcare Quality Network (ORHQN) 
operates a non-profit collaborative of 25 small rural hospitals and rural healthcare 
community stakeholders dedicated to improving quality and safety. They bring 
together providers, their hospitals and the communities they serve across the state 
to work together and share resources 

• What they do: 
1. Ensure that meaningful external peer review is available to all rural 

healthcare providers. 
2. Create rural industry data that is meaningful and credible. 
3. Enhance quality improvement processes. 
4. Make rural-appropriate best practices and protocols readily available. 
5. Facilitate peer learning and mentoring opportunities. 
6. Assist rural healthcare providers to get out in front of public demand for 

information on quality of care. 
7. Support providers with information for marketing and P.R. purposes. 
8. Successfully submit grants available only to networks or collaboratives. 
9. Jointly purchase needed equipment and services 

• Importance to hospitals: ORHQN is a resource for rural hospital collaborative 
learning. Their current projects include Team STEPPS and a Peer Review 
Network.  
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   7.  Oregon Association of Hospitals and Health Systems www.oahhs.org 
• Who they are: The Oregon Association of Hospitals and Health Systems (OAHHS) 

is a statewide, nonprofit trade association that works closely with local and national 
government leaders, business and citizen coalitions, and other professional health care 
organizations to enhance and promote community health and to continue improving 
Oregon's innovative health care industry. All Oregon hospitals are members of the 
OAHHS.  

• What they do: While the association's primary focus is state and federal government 
relations and advocacy efforts on behalf of our members, OAHHS also is the state's 
premier data collection source on hospital and health system economics and an 
information resource on matters such as HIPAA, hospital quality and transparency, 
workforce development, education programs, and other member services. OAHHS 
works to maintain the public/private partnership supporting the programs that make 
up the Oregon Health Plan. They also work with Oregon's Congressional Delegation, 
the American Hospital Association and other state health care associations and 
councils to influence Medicare and Medicaid decisions at the national level. The 
OAHHS Quality Committee is comprised of representative hospital CEOs working 
with the hospital association to address quality issues. The committee bases its work 
on the IOM dimensions. 

• Importance to hospitals: Quality staff have many valuable resources available to 
them through the OAHHS website, the Director of Quality & Clinical Services as 
well as other OAHHS staff. 

 
 
 
National Quality Resources 

1. Agency for Healthcare Research and Quality www.ahrq.org  
• Who they are: AHRQ is part of the U.S. Department of Health and Human 

Services and is the lead agency charged with supporting research designed to 
improve the quality of healthcare, reduce its cost, and broaden access to essential 
services. AHRQ is also the agency responsible for the Consumer Assessment of 
Health Plans (CAHPS).  

• What they do: AHRQ provides information for consumers, clinicians, payers, 
researchers, and policymakers. Publish evidence based clinical practice guidelines 
and the newest research findings. The agency is also a source for grants for 
research and information technology projects. 

• Importance to hospitals: The website has comprehensive information and a 
helpful section on medical errors and patient safety. The evidence based clinical 
guidelines are particularly useful when conducting process improvement. Under 
consumer health the site also features the "Improving Healthcare Quality – A 
Guide for Patients and Families", which provides very complete information 
about how to get healthcare quality.  
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2. Institute for Healthcare improvement www.ihi.org  
• Who they are: The Institute for Healthcare Improvement (IHI) is and 

independent, not-for-profit organization helping to lead the improvement of 
health care throughout the world. 

• What they do: IHI works with other quality organizations around the world to 
collaborate on initiatives and best practices. Five Million Lives Campaign is one 
recent initiative of IHI. Bundles of care, such as the Central Line Bundle and 
Ventilator Bundle are examples of evidence based practices initiated by IHI. 

• Importance to hospitals: Hospitals from around the world can participate in the 
collaboratives IHI has available. One example is the IHI Improvement Map 
which is an interactive, web-based tool that distills the best clinical and 
managerial knowledge available on the key processes that lead to exceptional 
hospital care. IHI Open School for Health Professions is another valuable IHI 
resource. This interprofessional educational community gives students the skills 
and knowledge to become change agents in health care improvement via online 
courses, case studies, and campus-based networks. IHI.org IHI’s online resource 
contains a wealth of improvement knowledge and tools – available free of charge 
to anyone, anywhere whose aim is to improve health care. 

 
 
 

3. Joint Commission - www.jointcommission.org 
Approximately 25 hospitals in the state of Oregon are currently Joint Commission 
accredited. Accreditation requires an evaluation by The Joint Commission. The JC 
evaluation covers compliance with the standards and other requirements and verifies 
improvement activities. After earning accreditation, health care organizations receive The 
Joint Commission’s Gold Seal of Approval™, a mark of quality. 

• Who they are: The Joint Commission is a nationally recognized accreditation agency 
for hospitals, managed care entities and other types of healthcare facilities.  

• What they do: Joint Commission develops evidence-based standards that are the 
basis of an objective evaluation process that can help health care organizations 
measure, assess and improve performance. The standards focus on important patient, 
individual or resident care and organization functions that are essential to providing 
safe, high quality care. The Joint standards set expectations for organization 
performance that are what they deem reasonable, achievable and surveyable. Joint 
Commission uses outcome and other performance measures to compile reports that 
are available to the public. Their site is divided into four main sections to provide 
more customized information to different interest groups. (1- general public, 2- 
healthcare organizations and professionals, 3- purchasers, employers, and unions, and 
4- the international community.)  

• Importance to hospitals: On July 1, 2002, accredited hospitals began collecting data 
on standardized—or core—performance measures. In September 2004, The Joint 
Commission and the Centers for Medicare & Medicaid Services announced they are 
working together to align measures common to both organizations. These 
standardized common measures, called National Hospital Quality Measures, are 
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integral to improving the quality of care provided to hospital patients and bring value 
to stakeholders by focusing on the actual results of care. Measure alignment benefits 
hospitals by making it easier and less costly to collect and report data because the 
same data set can be used to satisfy both CMS and Joint Commission requirements. 
In 2004, National Hospital Quality Measures and other core measure data were 
integrated into the priority focus process that is used by The Joint Commission to help 
focus on-site survey evaluation activities. These data are also publicly reported on 
The Joint Commission Web site at Quality Check®, www.qualitycheck.org. The 
public availability of performance measurement data permits user comparisons of 
hospital performance at the state and national levels.   

 

4.  DNV www.dnvaccreditation.com 
• Who they are: The first and only CMS approved accreditation service that 

surveys annually and integrates ISO 9001 quality methods with Medicare 
Conditions of Participation. DNV Healthcare Inc. was granted deeming authority 
for hospitals on Sept. 26, 2008, by the US Centers for Medicare and Medicaid 
Services (CMS). As a business entity, DNV Healthcare is part of Det Norske 
Veritas, a global, independent foundation whose purpose is safeguarding life, 
property and the environment. DNV was established in 1864 in Oslo, Norway, 
and has been operating in the United States since 1898. 

• What they do: DNV’s NIAHOSM hospital accreditation program provides 
hospitals with a survey process that integrates accreditation to standards that 
conforms to the Conditions of Participation (COPs) with ISO 9001 certification, 
the universally accepted international standard for a quality management system. 
Surveys are yearly vs. every 3 years with the Joint Commission. The cost of DNV 
accreditation is considerably less than with Joint Commission accreditation. 

• Importance to hospitals: Currently, there are approximately 5 hospitals in the 
state of Oregon that are DNV accredited. With hospital costs increasing and the 
increasing need for hospitals to be compliant with CMS measures, more hospitals 
may decide to become DNV accredited. 

 
 
 

5.   National Association for Healthcare Quality www.nahq.org 
• Who they are: The National Association for Healthcare Quality (NAHQ) is the 

nation's leading organization for healthcare quality professionals.  
• What they do: It publishes the Journal for Healthcare Quality (JHQ), which is a 

professional forum that advances quality. It also provides various publications 
and products related to CQI, but with an emphasis on building continuous quality 
improvement in healthcare teams. The National Association for Healthcare 
Quality (NAHQ) is the parent professional association of the Healthcare Quality 
Certification Board (HQCB) which administers the Certified Professional in 
Healthcare Quality (CPHQ) certification exam. 
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• Importance to hospitals: Quality improvement educational resources, quality 
foundation grants, and state quality associations.  

 
6. National Committee for Quality Assurance www.ncqa.org 

• Who they are: The National Committee for Quality Assurance (NCQA) is an 
independent, non-profit organization who assesses and reports on the quality of 
managed care plans.  
• What they do: This site identifies and explains the processes of accreditation and 
performance measurement, including the HEDIS report card. HEDIS, the Health Plan 
Employer Data and Information Set, is the most widely used set of performance 
measures for analyzing the quality of managed care plans. NCQA is also in charge of 
the Managed Behavioral Health Accreditation Program for managed behavioral 
healthcare organizations (MBHOs).  
• Importance to hospitals: The site is informative and lends itself to easy 
navigation. Included in this site are reports on quality, descriptions of quality 
measures, a list of NCQA accredited managed care organizations, and separate 
sections with information dedicated to consumer, employer, provider, and 
government issues.  

 
 

 
7. Institute of Medicine (IOM) www.iom.org  

• Who they are: The Institute of Medicine is part of the National Academy of 
Sciences, which was created by the federal government to be an adviser on 
scientific and technological matters.  

• What they do: The IOM reports on quality in health care are written by the 
Committee on Quality of Health Care in America, composed of representatives 
from every segment of the nation's health care industry. Some familiar reports 
include, Crossing the Quality Chasm: A New Health System for the 21st Century 
and To Err is Human: Building A Safer Health System 

• Importance to hospitals: The IOM is considered a credible and reliable national 
resource for healthcare information. The IOM definition of quality is regarded as 
the gold standard, addressing six dimensions of care: safe, timely, effective, 
efficient, equitable and patient centered.  

 
 

 
8. American Hospital Association Quality and Patient Safety www.aha.org 

• Who they are: The American Hospital Association (AHA) is the national 
organization that represents and serves all types of hospitals, health care 
networks, and their patients and communities. Close to 5,000 hospitals, health 
care systems, networks, other providers of care and 37,000 individual members 
together form the AHA. 
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• What they do: AHA provides representation and advocacy activities, ensuring 
that members' perspectives and needs are heard and addressed in national health 
policy development, legislative and regulatory debates, and judicial matters.  

• Importance to hospitals: The AHA Quality Center is a resource of the AHA to 
help hospitals accelerate their quality and performance improvement processes. It 
features tools, articles and other resources to support hospitals to achieve better 
patient outcomes, enhanced safety, increased satisfaction and improved 
operational and financial performance. 

 
 

9. Centers for Medicare and Medicaid Services (CMS), Quality Initiatives 
www.cms.hhs.gov/  

• Who they are: The Centers for Medicare & Medicaid Services (CMS) plays a key 
role in the overall direction of the health care system.  

• What they do: CMS provides Conditions of Participation (COP) to all hospitals 
receiving Medicare and Medicaid reimbursement for services will receive reduced or 
no payment for such things as hospital acquired infections, conditions not present on 
admission, and never events (e.g. wrong side surgery). 

• Importance to hospitals: Revenue. Hospitals submit CMS core measures quality 
data to receive payment based on performance of these measures. It’s important to 
understand the criteria for CoP. The website contains an abundance of information to 
use as a resource and to answer questions regarding CoP.  

 
 

10. Hospital Quality Alliance www.hospitalqualityalliance.org 
• Who they are: The HQA is a national public-private collaboration. The 

organizations representing America’s hospitals joined with consumer representatives, 
physician and nursing organizations, employers and payers, oversight organizations 
and government agencies to form the Hospital Quality Alliance. 

• What they do: HQA makes easily understood information about hospital 
performance accessible to the public through the Hospital Compare website 
www.hospitalcompare.hhs.gov. Hospital Compare contains performance information 
about more than 4,000 hospitals and data are updated in approximately March, June, 
September, and December. The HQA will continue to expand Hospital Compare to 
include additional measures that will help consumers assess hospital quality and 
value and make informed decisions about their care. 

• Importance to hospitals: Hospital performance data can influence a patient’s 
decision on where to receive care. 

 
 
 
 
 
 

Quality Toolkit 
October 2011

Oregon Association of Hospitals 
and Health Systems

Page 63

http://www.cms.hhs.gov/
http://www.hospitalqualityalliance.org/
http://www.hospitalcompare.hhs.gov/


  10.  National Patient Safety Foundation (NPSF) www.npsf.org 
• Who they are: This site is dedicated to all things “patient safety.” Current patient safety 

research, forums, conferences, resources, and the Lucian Leape Institute are available on 
this site.  

• What they do: NPSF provides patient safety educational resources, such as publications, 
yearly conferences, and forums. The site has resources for patients as well as clinicians. 

• Importance to hospitals: Patient safety list-serve, forums, resource library are all 
valuable educational resources. 

 
 
 
  11. National Quality Forum www.qualityforum.org 

• Who they are: The national Quality Forum (NQF) is an organization that sets national 
priorities and goals for performance improvement; endorses national consensus standards 
for measuring and publicly reporting on performance; and promotes attaining national 
goals through education and outreach programs. 

• What they do: The National Priorities Partnership is a collection of 32 organizations that 
have significant influence over healthcare. The Partnership has identified 6 priorities to 
target for the greatest impact on healthcare: patient and family engagement; population 
health; safety; care coordination; palliative and end-of-life care; overuse. 

• Importance to hospitals: information on national healthcare quality efforts. 
 
 
 
 12. American Society for Quality (ASQ) www.asq.org 

• Who they are: ASQ is a global community of experts and the leading authority on 
quality in all fields, organizations, and industries. 

• What they do: ASQ provides resources, training, certification and networking 
opportunities to professionals in healthcare. 

• Importance to hospitals: This site contains many valuable tools, definitions of quality, 
measurement and other resources. 
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Getting Started Checklist 
 

To Do Yes  No Pending 
Meet with department managers    

• Risk Manager    
• Patient Safety Officer    
• Performance/Process Improvement Manager    
• Quality Improvement Manager/Staff    
• Individual Unit Managers    

Review patient satisfaction surveys    
Review staff satisfaction surveys    
Review claims/loss runs    
Review incident report trend reports    
Review current quality indicators measured    
Conduct a gap analysis in data collection    
Other:    
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Cycle # 
PDSA:_____________ 

Start Date:______________________ 
 End Date:_______________________ 

Objective of Cycle  
 
 

Plan 
 

 
 

Test/Implementation Plan: 
 

Do 

 
 
 

Observations: 
 
 
 
 

Study 

 
 

Study the observations: 
 

Act 

 
 
 
 

Implement the new changes for another round of testing: 
 
 

 

Plan 

Do 
Study 

Act 

Plan 

Do Study 

Act 

Plan 

Do 
Study 

Act 

Plan 

Do 
Study 

Act 
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