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H
ealthcare organizat ions must 
identify and define quality to 
assess the success of their ser
vices and recognize opportuni
ties for improvement. 

To identify specific issues for quality moni
toring and improvement, a healthcare organiza
t ion ' s leaders must understand the business 
aspects of their healthcare mission. Quality 
indicators and measures differ according to the 
services provided, whether they are medical / 
surgical, social, long-term care, or a combina
tion of services. Beginning with its mission and 
extending through specific program goals and 
objectives, the healthcare organization must 
reflect and articulate its standards of quality in 
terms of services provided, market position, 
and communication with key staff and strategic 
partners. 

WHAT IS QUALITY? 
In healthcare, quality is the positive result of pro
viding care and services to patients and their fami
lies. Quality indicators include technical exper
tise, peer performance standards, patient satisfac
tion, and good health outcomes. A quality-ori 
ented organization not only meets these criteria 
but also measures how well it does so. Although 
quality measurement and improvement require 
significant resources, the gains in improved care 
and efficiency should more than offset the time 
and money invested. 

Besides its intrinsic value, quality is important 
to external groups . Payers, purchasers, cus
tomers, contractors, partners, federal and state 
governments, and agencies such as the Joint 
Commission on Accreditation of Healthcare 
Organizations ( JCAHO) are demanding that 
organizations demonstrate quality. In response, 

S u m m a r y To identify issues for quality 
improvement and monitoring, an organization first 
articulates its service mission and objectives. The 
organization uses internal measurements and self-
examination with external accountability and 
benchmarks to select a manageable number of 
projects for study. Supported by collected evi
dence, published data, and broad-based approval, 
projects focus on the process or outcomes of care, 
frequency of services, or patient populations. 

An accountable leader selects team members 
from the affected disciplines, who review evidence, 
agree on what and how to measure, determine 
implementation strategies, and develop an evalua
tion plan. The team meets established targets to 
track the project's progress and shares results 
with other teams. 

Providence Health System (PHS) has integrated 
its continuum of care through quality study groups 

(e.g., CORE) and improved communication sys
tems. The Guideline Evaluation and Redesign 
(GEAR) projects compare PHS performance against 
outside standards, studying eight patient condi
tions (e.g., geriatric depression, hysterectomy) to 
decrease hospital days without compromising 
care. Each team is encouraged to develop guide
lines for admission, discharge, and hospital care in 
their specialty areas. These projects are balanced 
between surgical and nonsurgical conditions and 
across clinical programs to engage different staffs. 

The PHS Population Health Improvement (PHI) 
teams used feasibility studies of eight patient pop
ulations to identify ways to improve quality of care 
based on internal and external evidence. The high-
risk pregnancy team has redesigned staffing and 
implemented case management, and the Medi
care and Medicaid projects have developed risk 
screens for new patient members. 
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various employers es
tablished the Health 
Plan Employe r Da
ta I n f o r m a t i o n Set 
( H E D I S ) , which in
cludes rates of preven
tive services, acute care 
procedures, and con
s u m e r s a t i s f ac t i on . 
Many large employ
ers now require health 
insurance companies to 

Xeo eople have a 

right to blow where 

their healthcare 

evidence (e.g., database 
queries, chart reviews) 
as well as the published 
literature and informa
tion from less formal 
sources such as outside 
colleagues or customer 
requests. When appro
priate, internal evidence 
should be based on 
trend data, with nega
tive trends or the ab-

submit their H E D I S scnce of positive trends 

dollars go. 
data or receive ac
creditat ion from the 
National Council on 
Q u a l i t y Assurance 
(NCQA) as a condi
tion of the health insurance purchase. 

Another external force is accountability. People 
have a right ami want to know where their health
care dollars go, and organizations are accountable 
to their customers. With healthcare spending and 
managed care now under greater scrutiny, provid
ing the highest quality and most cost-effective 
care is increasingly important. Organizations that 
provide the best value in terms of quality and cost 
will survive in the competitive marketplace and 
better fulfill their mission to serve people in need. 

BEGINNING TO MEASURE QUALITY 
The two most important aspects of quality mea
surement are identifying what to study and who 
is accountable for the study. 
Project Selection To identify appropriate study pro
jects, an organization may use such benchmarks as 
community norms, purchaser requests, licensing 
or accreditation requirements, external targets 
such as "Healthy People 2000," or internal tar
gets. Analyzing these benchmarks helps uncover 
areas of sub-optimal performance that may warrant 
further study. Another approach involves self-
examination: asking staff, physicians, administra
tors, and patients to identify problems areas. 

The number of identified projects will proba
bly exceed the organization's capacity to com
plete all of them. The organization must select a 
manageable number of projects, particularly if it 
is just beginning to focus on quality, realizing 
that quality-oriented projects are difficult and 
resource intensive. 

Taking on too many projects can be counter
productive. The organization should apply the 
lessons learned from early projects before tackling 
the most challenging problems. 
Evidence and Context Evidence should be the guide 
when choosing projects. This can include internal 

suggesting opportuni
ties for improvement. 
The most promising 
p ro jec t s have valid 
evidence suppor t ing 

the need for improvement. 
In addition to reviewing the evidence, the 

organization must consider the context. Market 
share, requests from purchasers or partners, and 
future opportunities for external funding (e.g., 
grants, foundations) may help determine which 
ideas to pursue. A project supported by adminis
trators, physician leaders, and committed staff is 
more likely to succeed. 
Types of Projects The projects selected may 
approach the quality problem in the following 
ways: 

• Addressing the process of care in order to 
develop or adopt a clinical guideline. 

• Assessing outcomes of care and exploring 
patient self-reports of functional status after treat 
ment (e.g., low back pain, coronary artery disease). 

• Measuring frequency of services, as several 
HEDIS measures require, to increase preventive 
services (e.g., immunizations, mammography) or 
to decrease elective, cost-intensive services (e.g., 
hospitalization, laminectomy). 

• Using a population approach and integrating 
elements of process, outcomes, frequency of care, 
needs assessment, implementation of new ser
vices, patient satisfaction, and other aspects of 
care for a specific patient group. 

The projects should be balanced across the 
continuum of care, services provided, patient 
populations, and types of activities. With this bal
ance, different staffs will have project accountabil
ity, which facilitates sharing both the organiza
tional learning and the project burden among 
several people. However, the goal of balance is 
secondary to the reality of manageability. 

PROJECT TEAM RESPONSIBILITIES 
Once projects have been selected, project leaders 
and key staff members are assigned. The process is 
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most effective when a ^ ^ ^ r " ^ H dan t measurements , 
single person has both and avoid patient and 
the accountability and I staff confusion, 
the high-level authority r i p D T O I C C t Meeting Targets The 
to proceed with the • • • " • A ) t eam must establish 
project. This person is and measure perfor-
responsible for assem- • 1 1 mance against a target 
bling the appropriate L C 3 J T 1 T C V 1 C W S D O L I T or a "success indica-
project team, which t o r . " Project teams 
includes people from who meet all their suc-
each discipline involved f - h / a i n *-/=»*-*"* o l o n f j cess indica tors may 
with the affected pa- L U C i l l L C I l l d J . d l l U move on to another 
tient or group. For ex- issue or may declare 
ample, a clinical project ( the project completed. 

may include one or CXtClTltll CV1QCH.CC I f ta rgets are not 
more primary care phy- me t , the team must 
sicians, specialty physi- de te rmine why and 
cians, nurses , social intervene as appropri-
workers, pharmacists, physical therapists, occupa- ate. Besides poor performance, other reasons 
tional therapists, dietitians, chaplains, quality man- include slower progress toward the target than 
agers, researchers, administrators, and others. anticipated, unrealistic success indicators, or 
Quality Review The project team reviews the internal changes in the market or environment. 
and external evidence and may gather additional Sharing Results Project teams should share signifi-
evidence. Team members must understand the cant results and activity highlights with each 
issues, but must not be trapped by "analysis paraly- other to ensure that learning occurs across the 
sis" from examining too much data. When the organization. Sharing results from "successes" 
members are confident they understand the current can help o ther teams achieve similar gains. 
practice and know the desired practice, they next Sharing results from "failures" can help other 
design a mechanism to improve the former and teams avoid or minimize the same pitfalls. 
achieve the latter. Then the team should develop an 
evaluation plan to assess the effectiveness of inter- CASE STUDY IN QUALITY 
ventions and the degree to which goals were met. Providence Health System (PHS) is an integrated 

The team needs to agree on what and how to healthcare delivery system with services in 
measure. For example, a project trying to reduce Washington, Oregon, Alaska, and California, 
the hospital days for hip fracture patients may This case study focuses specifically on the corn-
track the length of preoperative and postopera- petitive managed care marketplace of Portland, 
tive hospital stays, the number of patients, and OR, where PHS provides a continuum of care 
when various disciplines (e.g., discharge plan- with hospitals; independent practice association 
ning, physical therapy) first interact with patients. (IPA)-model health plans; and outpatient, home, 
These measurements help the project team and community services. 

explore whether reduced hospital days are a result A unique resource within PHS is the Center 
of short preoperative or postoperative stays, for Outcomes Research and Education (CORE), 
changes in patient volumes, or earlier involve- CORE works with other PHS groups on popula-
ment of certain disciplines. tion health improvement projects, clinical studies, 
Data Selection When possible , the members health risk assessment and screening, HEDIS 
should resist the temptation to create a new data measures, physician profiling, guideline evalua-
collection tool for the specific project or evalua- tion and redesign, satisfaction surveys, tumor 
tion. Ideally, the data or an established tool will registry, and selected information systems, 
be available. For example, transaction systems can Background: Cooperation, Integration As wi th many 
be queried to evaluate length of stay based on the healthcare systems, PHS has undergone signifi-
admission, surgery, and discharge dates. cant changes in recent years. Historically a hospi-

Published tools tested for reliability and validi- tal system, PHS hospitals functioned autono-
ty can be used to assess patients' functional sta- mously and even competed with the other hospi-
tus, or outside colleagues may share a tool they tals in the system. In the early 1990s, PHS began 
have developed. If an organization has adopted a to increase cooperation and integration among 
specific standard, the team should comply with it hospitals; health plans; and outpatient, home, 
to make internal comparisons, minimize redun- and long-term care services. 
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Various g r o u p s , inc luding C O R E , have 
changed from single-institution departments to 
PHS-wide resources. Likewise, various activities 
such as quality improvement are increasingly 
becoming multi-institutional efforts across the 
continuum of care, rather than single-hospital 
projects. Current integration efforts span the four 
states PHS serves. 

Organizational culture and infrastructure have 
changed greatly. Staff members are beginning to 
identify themselves as employees of PHS rather 
than of a specific hospital. Communication is 
increasing and competition is decreasing among 
the staff who hold similar positions at different 
institutions. 

More departments have been combined across 
institutions, including patient care services (e.g., 
rehabilitation, pharmacy) and support functions 
(e.g. , information services, medical records, 
housekeeping). The technologies for information 
storage and group communication continue to 
evolve in such areas as electronic medical records, 
shared transaction systems for decision support, 
electronic mail across the four-state region and 
the Internet, and access to the World Wide Web. 

The following highlights of selected quality-
based projects are from more evolved, broad-
based, intentionally balanced efforts. This is 
because PHS has also evolved, integrating institu
tions, expanding the continuum of care, access
ing more reliable electronic data sources, chang
ing focus from specialty to primary care, and 
becoming more sophisticated about project selec
tion and team participation. Also, like all organi
zations, PHS has learned from false starts, mis
takes, and missed opportunities. 
GEAR Efforts One example of a series of projects 
that compare PHS performance against external 
benchmarks is the Guideline Evaluation and 
Redesign (GEAR). PHS used the Milliman and 
Robertson guidelines for hospital days per 1,000 
members of tightly managed healthcare systems. 
A research analyst queried the decision-support 
transaction systems for each patient condition to 
review number of hospitalizations, average length 
of stay, and hospital days that could be saved if 
utilization at PHS matched the guidelines. 

Senior leaders then selected eight conditions 
with large potential savings: spinal surgery, geri
atric depression, colectomy, inpatient rehabilita
t ion, congest ive heart failure, heart bypass 
surgery, hysterectomy, and cesarean birth. Some 
conditions involved a few patients with long hos
pital stays, and some involved more patients than 
anticipated but with a typical hospital stay. These 
projects were distributed equally among surgical 
and nonsurgical conditions and across clinical 

programs to engage a variety of staff and avoid 
burdening a small group with several projects. 

A single administrator has been charged with 
ensuring success of the GEAR efforts, which are 
highly visible as important projects within PHS. 
Each of the eight conditions has its own project 
team. An oversight group of administrators and 
physicians reviews the teams' work. 

Each project team includes an identified leader, 
clinical experts (physicians, nurses, and others as 
needed), research and quality management sup
port, and other resources as necessary. These 
teams are responsible for decreasing the longer-
than-necessary hospital stays for patients with a 
specific condition. They are encouraged to devel
op guidelines for hospital admission and dis
charge, care during hospitalization, care after dis
charge, and other issues that could decrease hos
pital stays without compromising quality of care. 

The project teams were organized in late 1995, 
and most have finalized their guidelines and start
ed implementaion. PHS should be able to evalu
ate the success of GEAR efforts by reviewing hos
pital utilization in 1998. Additional conditions 
can now be designated as new GEAR projects, 
with hip fracture prevention endorsed as the 
ninth project study. 

PHI Projects Another extensive quality-oriented 
effort for PHS is Population Health Improve
ment (PHI). This is the first wide-ranging team 
effort spanning clinical areas, continuum of care, 
various hospitals, and health plans. In late 1994, 
senior management and physician leaders select
ed patient groups in eight categories: breast can
cer, cardiac risk factors, high-risk maternity, 
childhood immunization, low back pain, dia
betes, high-utilization Medicare, and high-uti
lization Medicaid. 

Teams composed of CORE, quality manange-
ment, program development, and health plan 
stafT prepared feasibility studies for each patient 
population. Each study identified specific ways to 
improve the quality of care. These five-to-ten 
page documents included an extensive literature 
review (external evidence) and PHS data when 
available (internal evidence). Based on the evi
dence, each team identified a series of interven
tions, success indicators, budget issues, and antic
ipated savings. The teams submitted the eight 
studies to the quality council of the PHS commu
nity board for approval. 

Although all the PHI projects started with the 
feasibility report, they have evolved into distinct 
projects, and are in various stages, ranging from 
preimplementation to implementation to com
pletion. Each project includes an evaluation 
component. 
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BOOK 
Pastoral Care Policies and 

Procedures for the 1990s 

Now from CHA: a complete 

guide to pastoral care policies and 

procedures covering fixe essential 

components of pastoral care man

agement: purpose, policies, sacra

mental policy, position descrip

tions, and performance appraisals. 

Pastoral Care Policies and 

Procedures for the 1990s \\\\\ 

guide pastoral care departments 

as they attempt to integrate pas

toral care into the total life of the 

healthcare facility. This workbook 

has a blank page for notes adja

cent to each policy statement. 

Under each policy statement are 

suggestions for discussion for 

developing procedures to imple

ment that policy and to reflect 

the facility's personality and its 

commitment to pastoral care. 

Copies of Pastoral Care Policies 

and Procedures for the 1990s arc-

available from the CHA Order 

Processing Department for S20 

each. 

Call 314-253-3458. 

CHA 
THE CATHOLIC HEALTH ASSOCIATION 
OF THE UNITED STATES 

IMPROVING QUALITY 
Continued from pajje 59 

One of the more developed ongo
ing projects is high-risk maternity 
management. This team has devel
oped a prenatal screen to identify 
women at risk for early deliveries or 
other problems. The team has also 
redesigned staffing for labor and 
delivery and implemented case man
agement for high-risk p regnant 
patients. This group is collecting and 
analyzing the risk screens, assessing 
outcomes such as cesarean birth rate, 
low birth weights, and frequency of 
prenatal care. After this analysis, the 
project team will continue its quality 
improvement efforts. 

The low back pain team is the only 
one that has officially "finished" its 
project. It consisted of an observa
tional study of low back pain treat 
ments in a large primary care clinic, 
with the goal of proposing a treat
ment guideline. The limited study 
enrollment, lack of unmet needs or 
oppor tun i t i e s for improvemen t 
among study enrollees, and pressures 
from other projects led to the prima
ry care group's decision not to devel
op a formal guideline. Instead, the 
group's members are awaiting the 
GEAR project's quality recommen
dations, which will span the continu
um of care to address primary and 
specialty care treatment and specific 
interventions such as physical therapy 
and surgery. 

The high-Utilization Medicare and 
Medicaid projects started with the 
fewest and least-defined available 
resources. Both have developed evi
dence-based risk screens, with the 
goal of proactively identifying people 
at risk for poor heal th and high 
healthcare costs. These risk screens 
are now adminis tered to newly 
enrolled members of the health main
tenance organization. a 

The authors gratefully acknowledge David 
J. luinsky, PhD; Nancy L. Lrckenbrack; and 
Deborah M. Gannon for their contributions. 

J^m For more information, call Maria 
London at 503-216-7169. 

SPONSORSHIP 
Continued from pajje 55 

c 
^Sponsorship 

will continue to 
change as healthcare 

changes. 

distant relationship to the Church. 
They act in their own name, and their 
assets are not Church property. 

Juridic person status can be granted 
by either the diocesan bishop, the 
U.S. Conference of Catholic Bishops, 
or the Vatican. 

In addition, there arc healthcare 
organizations that, although they do 
not seek ins t i tu t ional ties to the 
Church, are formally recognized as 
Catholic by the bishop. 

CHANGE IN THEORY AND FORM 
Sponsorship has changed both in the
ory and in form over recent decades. 
It will most likely continue to change 
as healthcare changes , because it 
serves the Church as a useful way to 
maintain its focus on the essential 
components of the Catholic mission 
in healthcare. p 
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