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Part One:

Building a Solid Structure for an Effective 

Quality Program

Part Two:

Making Sense of the Quality Improvement 

Process

Part Three:

Implementing Continuous Quality 

Improvement: Applying Knowledge
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“We have learned to live in a world of mistakes and defective 

products as if they were necessary to life.  It is time to adopt a 

new philosophy”.  Deming
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It is important for a health center to create a 

functional definition of quality. 

For example, Quality is the degree of 

excellence of the center’s processes, provider 

and support staff performance, decisions, and 

human interactions. Dale Benson MD, CPE, 

FACPE Source: NACHC Quality Management Plan. Primer. June 2011 
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Improving Healthcare Quality

It Really Is Our Problem To Solve

The Formula for 

System Change  

Health 

Information 

Technology

Continuous 

Quality 

Improvement

Meaningful 

Use

Structure and Process

Incorporating Evidence-Based 

Standards of Care

Providers  

Outcome
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How Do We Build an Effective Quality Program 

and achieve our goals? Things that last begin 

with a good structure.

It Starts with Attitude: Quality is not just 

about implementing a system or working 

towards a set of standards.  It is an attitude, a 

way of working, that not only improves an 

organization but also the way the organization 

works.

9

An organizational 

culture centered in 

Quality is a MUST.

Involvement and 

Integration of People:

Service Providers, 

Executive Management, 

Managers, Supervisors, 

Staff, Contractors, Board 

Members, Everyone!!!!!!

“It is important that top management be quality-minded. In the absence 

of sincere manifestations of interest at the top, little will happen below”. 

Juran
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Quality Improvement/Assurance Plan: Health center has an ongoing Quality 

Improvement/Quality Assurance (QI/QA) program that includes clinical 

services and management, and that maintains the confidentiality of patient 

records. The QI/QA program must include: 

 a clinical director whose focus of responsibility is to support the quality 

improvement/assurance program and the provision of high quality patient 

care;

 periodic assessment of the appropriateness of the utilization of services 

and the quality of services provided or proposed to be provided to 

individuals served by the health center; and such assessments shall: 

 be conducted by physicians or by other licensed health professionals under 

the supervision of physicians;* 

 be based on the systematic collection and evaluation of patient records;

 identify and document the necessity for change in the provision of 

services by the health center and result in the institution of such change, 

where indicated.

(Section 330(k)(3)(C) of the PHS Act, 45 CFR Part 74.25 (c)(2), (3) and 42 CFR Part 51c.303(c)(1-2))

Who are the members?

How long do committee members 

serve?

What are roles and responsibilities?

When does the Committee meet?

What is the meeting format? (who 

staffs, minute-taking, participation 

requirements, confidentiality, etc.)

Who reports to the Committee

Where does the Committee report?
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Health Center Integrated Continuous Quality Improvement System

Full Board of Directors

Meets Monthly

Board Quality Committee

Meets QuarterlyExecutive Leadership

Meet Monthly
Management Action Team  

Meet Monthly

Level I. Governance and 

Management

Cross-Functional, Cross-Site Quality Improvement Committee
Meets Quarterly

Leaders: Director of Quality and at least one leader from each of the sub-committees in attendance from all sites and functions.

Review:  All QI data provided by sub-committees and any other pertinent data. Review BOD Quality Committee QI recommendations and 

disseminate call to action recommendations to functional sub-committees. 

Level II. Broad Overview

Level III. Functional Sub-

Committees

Clinical Services Mgmt
Meet Monthly

Review: Performance 

measurement data related to 

clinical care and clinical 

management such as clinical 

protocol review, preventive health 

and chronic care performance, 

access, satisfaction, quality of care 

complaints, etc. Implement 

improvement recommendations 

from QI Committee. May convene 

task forces or advisory groups, as 

needed

Systems Mgmt
Meets Monthly

Review:  Performance data 

related to systems quality 

such as HIT, Telephone 

Systems, Facilities 

Management, system related 

complaints and satisfaction, 

policy and procedure. 

Implement improvement 

recommendations from QI 

Committee. May convene 

task forces or advisory 

groups, as needed.

Provider Mgmt
Meets Monthly

Review: Performance 

data related to provider 

quality such as  peer 

review, provider and 

patient satisfaction, etc. 

Implement improvement 

recommendations from 

QI Committee. May 

convene task forces or 

advisory groups, as 

needed.

Compliance and Risk 

Mgmt
Meets Monthly

Review: Performance data 

related to health center 

compliance and patient and 

staff  safety such as  

complaints and incidents with 

injury or near miss, liability 

claims, data breaches, policy 

and procedure, state and 

federal compliance 

requirements, etc. . May 

convene task forces or 

advisory groups, as needed.

EXAMPLE

Key Components:  

I.   Overview

II.  Quality Program Structure and Scope

III. Quality Improvement Methodology

IV. Communication and Coordination

V.  Confidentiality and Privacy of Information

VI.  Program Review Process (Timeframes)

VII. Work Plan
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 Access and Availability

 Provider Credentialing and Privileging

 Peer Review Process

 Assessing Satisfaction

 Assessing Organizational Satisfaction (Employee, Provider and 

Patient)

 Complaint Management

 Incident Management

 Infection Prevention and Control Management

 Medical Record Standards

 Medical Record Review Process

 Confidentiality and Privacy of Personal Health Information (HIPAA 

and HITECH)

 Use of Evidence-Based Clinical Guidelines and Protocols
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Quality Improvement is a formal approach to the analysis of 

performance and systematic efforts to improve it. There are 

numerous models used. Some commonly discussed include:

 PDSA

 Six Sigma (DMAIC)

 Lean Six Sigma

 CQI: Continuous Quality Improvement

These models are all means to get at the same thing: Improvement. 

They are forms of ongoing effort to make performance better.

17
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CONTINUOUS QUALITY IMPROVEMENT
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What are we 

trying to 

accomplish?

What change can 

we make that 

will result in 

improvement?

How will we 

know a change is 

an improvement?

 Personnel

 Data Management

 Data Processing, 

Analysis and 

Reporting
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Tools and Resources

During the evolution of 

Healthcare Quality – Quality 

Assurance was replaced by 

Quality Improvement.

24
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Six Sigma started in Japan as a 

method to make 

improvements needed in 

Toyota production systems.

25

Quality Management is the act 

of overseeing all activities and 

tasks needed to maintain a 

desired level of excellence.

26
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The Medical Director must be 

accountable and have the 

focus of responsibility to 

support the quality program 

and the provision of high 

quality patient care.

27
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IMPACT……Improved outcomes are 

difficult!
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Process: (Efficiency)

How Healthcare is provided

How the system works

Outcome: (Effectiveness)

Health status, Quality of Life

Does it make a difference?

31

If you don’t know your destination,

you won’t know where you are heading ...

Or when you get there.
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There are fewer  

obese and 

morbidly obese 

patients

We can identify 

patients who are 

obese, or 

morbidly obese

We can 

engage them in 

weight 

reduction 

programs

We check BMI 

in patients

# of documented 

BMI’s

% of patients actively 

engaged in weight 

reduction programs

% of patients with BMI < 30

# of individuals with 

BMI > 30

So that

So that

So that

Obesity Management

Baseline:  40% 2014 (Internal First Measure)

Goal:  88% of patients with BMI < 30

Benchmark: 30.5% Healthy People 2020 

What do you think of the goal?  Is it 

measurable and achievable? What are 

the process and outcome measures?
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1. HEDIS (Health Plan Employer Data Information Set) –
http://www.ncqa.org/Portals/0/PolicyUpdates/Trending%20and%20Benchmarks/20
14_BENCHMARKSANDTHRESHOLDS.pdf

2. Healthy People 2020 (healthypeople.gov)
3. HRSA UDS (hrsa.gov)
4. CAHPS -Consumer Assessment Healthcare Providers  and Systems 

(cahps/arhq/gov)
5. Aging Stats (Administration on Aging)
6. America’s Health Rankings (americashealthrankings.org)
7. Cancer Trends Progress Report (National Cancer Institute)
8. CDC Data and Statistics (cdc.gov)
9. Data and Surveys (AHRQ) 
10. Gateway to Data and Statistics (HHS Data Council, DHHS)
11. Medical Group Management Association  (MGMA)
12. Kaiser State Health Facts (statehealthfacts.org)
13. Maternal and Child Health Bureau (HRSA)
14. Substance and Mental Health Statistics  (SAMHSA)
15. WHOSIS Statistical Information System (WHO)

Diabetes Control

IMPACT:  Reduce morbidity  and mortality and improve the quality of life 
among patients with diabetes  

Outcome: Increase the percentage of patients that effectively manage their 
diabetes by demonstrating consistent controlled A1c levels of ≤ 9% by 2016.

Baseline: 59.8% of patients have an A1c ≤ 9% (UDS 2011)

Short and Intermediate Measures: Surveillance Periodic Monitoring 

 Number of people enrolled in the diabetes management program.
 Percent of people with at least 1 A1c documented in the last 6 months.
 Percent of patients  with A1c’s > 9 enrolled in diabetes education classes.
 Percent of patients with a BMI < 30.
 Percent of patients with diabetes who are meeting self-management goals.

Performance Target: 75% of patients with diabetes whose HbA1c is controlled 
at ≤ 9% by end of project period (2016).  Source:  Internal

Benchmarks: 

68.8%  Source: UDS 2014 National

83.9% Healthy People 2020
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Systematically identifying patterns in the 

information gathered and deciding how to: 

organize, classify, interrelate, compare, and 

display it.

Make Judgments

/Recommendations

Share 

the Results

HRSA: Periodic assessment of the appropriateness of 

the utilization of services and the quality of services 

provided or proposed to be provided to individuals 

served by the health center; and such assessments

(Section 330(k)(3)(C) of the PHS Act, 45 CFR Part 

74.25 (c)(2), (3) and 42 CFR Part 51c.303(c)(1-2))

HRSA: Based on the systematic collection and 

evaluation of patient records (Section 330(k)(3)(C) of 

the PHS Act, 45 CFR Part 74.25 (c)(2), (3) and 42 CFR 

Part 51c.303(c)(1-2))

Analyze and 

Synthesize Findings

Identify Program 

Performance Standards

Interpret 

the Findings
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Qtr 1 Qtr 2 Qtr 3 Qtr 4 Qtr 5 Qtr 6 Qtr 7 Qtr 8

BP < 130/80 44% 51% 54% 33% 59% 66% 55% 60%

Target 69% 69% 69% 69% 69% 69% 69% 69%

0%
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20%

30%

40%

50%

60%

70%

80%

Clients with Diabetes and BP < 130/80
10/12 - 9/14
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Pie Charts are a member of an entire family of 

proportional charts.
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DATA DISPLAY and 

NARRATIVE REPORT OF 

FINDINGS 

46
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Brainstorming is used to generate 

ideas, and to come up with creative 

solutions to problems.

48

What we usually see is the tip of the iceberg
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Meaningful - Focuses on 

things that are timely 

and relevant to multiple 

audiences.

Credible – This is for real –

Data-driven 

performance based on 

sound methodology and 

performance standards.

Continuous – Displays 

results over time with 

summary of findings.

Audience:  Health Center Staff

Example – Patient Experience 

Satisfaction Survey
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ProvID U ProvID V ProvID W ProvID X ProvID Y ProvD Z

BP < 130/80 20% 25% 55% 70% 33% 52%

Goal 40% 40% 40% 40% 40% 40%

0%

10%

20%

30%

40%

50%

60%

70%

80%

1st Qtr 2015 
BP < 130/80 in Patient with Diabetes

Clinician Comparison Score Card
Providers W, 

X, and Z 

performing 

above goal.

Audience:  Board of Directors
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Goal setting uses the smart 

method. Smart stands for 

specific, meaningful, 

attainable, reliable, and time-

bound.

53

A run chart is a useful tool to 

show behavior of data points 

and can also be referred to as 

a control chart.

54
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Benchmarking is the process 

of identifying, understanding, 

and adapting outstanding 

principles and processes from 

other organizations to help 

your organization improve its 

performance.

55

The percentage of patients 

who receive an annual foot 

exam is a process measure.

56
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The number of asthma 

patients with ED visits this 

quarter is a process measure.

57
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DEMING’S Model:

Plan: Analyze the process, 

determine what changes would 

most improve the process, and 

establish a plan for making the 

improvement; 

Do: Put your change into motion; 

Study: Check to see whether the 

change is working; 

Act: If the change is working, 

implement it on a larger scale. If 

the change is not working, refine it 

or reject it and begin the cycle 

again.

Part Three: 
Applying Continuous Quality Improvement

HRSA: Identify and document the 

necessity for change in the provision 

of services by the health center and 

result in the institution of such change, 

where indicated.* 

(Section 330(k)(3)(C) of the PHS Act, 

45 CFR Part 74.25 (c)(2), (3) and 42 

CFR Part 51c.303(c)(1-2))

 Undefined or no AIM statement (What are we 

wanting to change?)

 No team charter (What role do we play?)

 Team members (Right number and skill set?)

 Lack of problem-solving process skills (Do we 

have enough CQI training/support?)

 Cycle either too short or too long (Can cause 

frustration or loss of interest)

 Lack of baseline data (Why are we doing this? 

Does data indicate trends in need of 

improvement?)

 Failure to use QI tools

 No pilot testing – Too big to manage!!!!

60
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Goal: 

58.9%

55%

56%

57%

58%

2012 2013

56%

58%

Patients with Diabetes and A1c > 9  or 
No test

Comparison 2012 and 2013

A1c > 9%

Goal:

30%

The study of the data indicated a large portion 

of patients were counted in the numerator 

because they did not have a documented A1c 

yet the laboratory order was present in many 

of the records. 

Recommended consideration for actions:

Missed opportunities at patient visit

 Lack of consistent lab tracking

62
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Develop standing orders for clinical support 

staff to collect an A1c at time of visit if one 

not documented in last 6 months.

Utilize the EHR to create reports of patients 

in need of A1c’s and implement reminder 

calls/letters.

 Call upon call center to assist with patient 

follow-up of laboratory orders in hopes of 

creating greater efficiency and closed loop 

success.

63

 The solution(s) most likely to be successful should 

be implemented. 

 It is often preferable to do this on a small scale to 

see if the change(s) will work.

 Make the data collection easy enough and the time 

frames short enough so that data collection can be 

repeated frequently to allow for trending of 

changes over time.

 Allow enough time to improve performance.
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Study  the data in order to determine:

1. What were the findings? 

2. Did the improvement action(s) effect a change?

3. What were the positive and negative effects?

4. What are the potential causes contributing to these effects?

5. What could have been done better? 

6. What would we change and do differently? 

 Act on what you learned.

 Continue to make improvements in the process 

by going through the cycle again, starting at 

Plan.

 Don’t forget a good outcome starts with a good  

process.
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Questions Anyone?
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12625 NE 204th Terrace

Waldo, FL 32694

352-468-1715

www.Qfhc.com
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