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Watch for Quality Improvement 
Opportunities in Your  
Own Department

Quality improvement 
professionals are used to 
monitoring and improving 

aspects of healthcare all over the 
hospital or health system. But these 
professionals should not forget to 
look for what to improve in their own 
departments.

An important way 
to make sure one is 
operating at peak 
performance is to 
see that each project 
is as efficient as 
possible, says Jim 
Porter, managing 
director at healthcare 
management 
consulting and 
advisory firm 
ToneyKorf in 
Charlotte, NC. He 
has worked with 
many quality improvement directors to 
identify opportunities for improvement 
that affect the department and also the 
entire hospital or health system.

Clinician buy-in often is key to 
success. Make sure everyone involved 
with quality improvement, including 
other departments, knows about the 
goals. 

“You want to make sure everyone 
understands what you’re doing and 
why you’re doing it. Of course, you’re 

focused on outcomes 
and effectiveness, 
and you get into 
more specific 
objectives like 
reducing central line 
blood infections,” 
Porter says. “It’s 
important to sit 
with a very diverse 
group in the 
hospital and explain 
that these are the 
measures, here’s 

the numerator and 
denominator, and here’s how they get 
recorded. They need to understand how 
you’re following this metric and why it 
is important.”

“YOU WANT 
TO MAKE SURE 

EVERYONE 
UNDERSTANDS 
WHAT YOU’RE 

DOING AND WHY 
YOU’RE DOING 

IT.”
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Porter has found that many 
hospital departments will use 
slightly different definitions of 
the metrics they were measuring, 
leading to some duplication of 
efforts and needless expense. 

“A good starting point is to ask 
how well does my organization 
understand what I’m trying to 
do?” he says. “You can achieve a lot 
with the use of time vs. the use of 
money.”

A physician advisory panel 
also can help one secure the 
most bang for the buck with any 
quality improvement effort. With 
so many clinicians working in an 
organization, it can be important 
to ask a group of physicians to help 
assess how quality improvement 
efforts are carried out and convey 
the message to clinicians.

“They don’t want it to feel like 
they are residents again and being 
lectured. Setting up a physician 
advisory panel helps try to blend 
the lofty objectives into something 
practical on the ground so that 
the folks doing the job day to day 
understand what it is we’re asking 
of them,” Porter says. “It gives 
them a forum where they can be 
comfortable hearing how they’re 
doing, the reason for it, what they 
should be doing to improve, [and] 
whether they are providing the right 
information.”

Hospital quality leaders also can 
help the facility’s financial outlook 
by ensuring the organization’s 
contracts correctly correlate with 
services and community needs. 
Porter recalls working with one 
hospital that struggled to create a 
better contract with a particular 
insurance company.

“As we dug into the data, it 
was revealed that it was about the 
number of dental visits we were 
providing to our patient base. It 

quickly became apparent that we 
didn’t have the capacity to deliver 
the number of dental visits that we 
had signed up to do as part of our 
quality reporting,” Porter says. “We 
had a disconnect between the people 
writing the contracts and the actual 
capacity and capabilities of the 
organization. You have to review the 
contracts and be sure that you can 
do what you’re promising, whether 
that is dental visits or monitoring 
central line infections.”

Another critical area to assess 
in quality improvement is how the 
department works with technology 
and IT staff to ensure data are 
collected and transferred correctly. 
Porter has seen instances in which 
a hospital quality improvement 
department was monitoring a 
particular metric but found the data 
were underreported consistently.

“As you investigate it, you find 
that the IT system or the way the 
medical record is set up isn’t capable 
of transmitting the data. When you 
hear things like zero charge entries, 
where you need to record that 
you’ve done something to a patient 
but not actually have it part of the 
bill, that’s something to investigate,” 
Porter says. “It can get very complex 
and get people spun up very quickly 
because they’re doing the best 
they can with an IT system that is 
imperfect. If you have that kind of 
problem, it may not be reporting 
quality data effectively.”

Make the most of the budget 
by not spending money on things 
that others in the hospital already 
are doing or with which they can 
help at no cost. With any potential 
budget expense, assess the potential 
return on the investment and see if 
there is a way to achieve the same 
goal with less or no expense.

“Ask what you were doing 
beforehand to address this need 
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and why do we have this spend 
request now. Is it something new 
that has come up from a regulatory 
perspective, or is it something 
has been done before?” Porter 
says. “Once you start asking those 
questions, it is not uncommon to 
find out that another department 
already has something similar and 
you can make use of it without a 
new expense.”

When an expense is approved, 
Porter notes it is common for the 
oversight and follow-up to fall 
short. The quality improvement 
department should maintain a 
process for assessing the return on 
investment for projects, educational 
initiatives, technology and material 

expenditures, and anything else that 
comes out of the department budget. 
“A lot of times, you will see that 
you have these contracts that were 
supposed to have some dynamic 
impact on quality, and the contract 
keeps renewing and renewing 
without anyone actually looking at 
whether it’s making a difference,” 
Porter says.

Another common area with 
room for improvement is the annual 
budget process. A quality department 
often will treat the annual budget as 
something to be carried over from 
year to year, with just a tweak here 
and there to account for current 
needs and conditions. That is the 
wrong perspective. Instead, quality 

leaders should view the budget 
process as an opportunity to revamp 
and change course.

“Particularly now with how 
COVID-19 has completely disrupted 
hospital operations, a quality de-
partment should take a very much 
bottom-up approach and reassess 
everything, really challenge what you 
are putting in that budget,” Porter 
says. “The biggest mistake you can 
make is thinking everything is going 
to be more of the same.”  n
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TJC Offers Guidance on Accreditation and Effects 
from COVID-19

COVID-19 has affected hospitals 
and health systems in many 

ways, extending to the accreditation 
requirements and processes of 
The Joint Commission (TJC). 
Responding to many questions and 
concerns from accredited facilities, 
TJC recently offered answers in a 
webinar.1

The topics were wide-ranging, 
from the waiver of certain 
requirements to telehealth and 

documentation. One topic of 
concern was the use of “1135 
waivers,” referring to section 1135 of 
the Social Security Act (SSA), which 
can temporarily modify or waive 
certain Medicare, Medicaid, CHIP, 
or HIPAA requirements. A question 
regarding when the 1135 waivers 
would be updated or terminated, 
and whether hospitals would have 
sufficient notice, was addressed by 
Maura Naddy, MSN, RNC-OB, 

CJCP, associate director of the 
Standards Interpretation Group with 
TJC.

“Once the effects of the pandemic 
begin to decrease or diminish at 
your organization, you should slowly 
move into normal operations or 
what the new normal looks like,” 
Naddy said. “Please note that the 
waivers have also been extended to 
match the amount of time to return 
back to full compliance with the 
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“THE JOINT 
COMMISSION 
WILL ALLOW 

ORGANIZATIONS 
60 DAYS AFTER 

THE END OF 
THE STATE OF 

EMERGENCY TO 
RETURN BACK 
TO NORMAL 

COMPLIANCE.”

CMS Conditions of Participation.” 
Despite the hope vaccines are 
providing, the COVID-19 pandemic 
is not over quite yet. On Jan. 7, the 
Department of Health and Human 
Services extended the public health 
emergency declaration.2 On Feb. 
18, CMS extended hospital survey 
limitations for an additional 30 days 
to March 22.3 

(Editor’s Note: At press time, 
neither agency had issued additional 
extensions on top of these.)

To determine what aspects of 
TJC accreditation have been affected 
by the pandemic, Naddy suggested 
reviewing an organization’s extranet 
site and clicking on resources and 
tools, then “learn more.” That page 
will provide details on 1135 waivers 
deferments for each accreditation 
program.

“The Joint Commission will allow 
organizations 60 days after the end 
of the state of emergency to return 
back to normal compliance,” Naddy 
said.

Document COVID-19 

Response

Regarding the documentation 
of COVID-19 response measures, 
Naddy said TJC does not 
require that all those measures 
be documented within a policy. 
However, organizations do need to 
ensure staff are adequately informed 
and educated about new processes 
and procedures implemented. “How 
this is accomplished is ultimately up 
to the individual organization,” she 
added. 

Naddy also addressed a 
question regarding whether 1135 
waivers related to medical record 
documentation would apply only 
to surge areas of a hospital or the 
entire facility. Waivers related to 

documentation can apply to the 
entire hospital. The waivers should 
be used in areas where hospitals 
leaders believe they are appropriate. 

The blanket 1135 waivers issued 
by CMS are available for use by 
all organizations certified by that 
agency.

“There is an expectation that your 
organization has some effect from 
the pandemic and your organization 
also activated its emergency 

operations plan. If you are utilizing 
those waivers, there are no additional 
requests that need to be made,” 
Naddy said. “If you are looking from 
another Condition of Participation 
that has not been waived, a request 
would need to be submitted to your 
regional CMS office.”

Some hospital leaders have 
questioned whether TJC will 
make allowances for a lack of 
training exercises in hospitals due 
to COVID-19 restrictions, but 
Naddy noted TJC does not require 
annual training. Instead, TJC 
directs staff to engage in continuing 
training and education to maintain 
or expand their competency and, 

as needed, when employ duties 
change. Therefore, hospitals do have 
flexibility in redefining competencies 
and training during the pandemic.

CMS 1135 waivers are applicable 
only to deemed organizations, while 
TJC deferments are applicable to 
any organization that is accredited, 
regardless of deemed status. TJC has 
closely reviewed the 1135 waivers 
released by CMS and has adjusted 
scoring guidance based on the 
applicable standards related to the 
Conditions of Participation.

TJC Not Assessing 

Pandemic Period

One webinar participant asked 
how the 1135 waivers will affect 
TJC’s survey process and what 
documentation surveyors will look 
for regarding the waivers. Naddy 
said surveyors will not retroactively 
review compliance during the 
pandemic period.

Instead, the surveyors will 
examine how the hospital has 
adapted to provide safe care 
for patients and a safe working 
environment.

“Our primary focus during a 
survey will be the time frame of your 
last survey up until the start of the 
public health emergency, which was 
March 1, 2020. We will then resume 
survey activity, with our focus being 
on the time after your organization 
has provided your survey-ready 
date or the end of the public health 
emergency, whichever comes first,” 
Naddy explained. “The focus of this 
onsite survey will not be the time of 
the public health emergency.”

As for documentation, organiza-
tions should be maintaining records 
of any activation of the emergency 
operations plan. There will be an 
expectation the hospital has captured 
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how the effects of the public health 
emergency on care, treatment, or 
services are reported to incident 
command and the governing board 
of the organization. 

There is no standardized format 
for recording and reporting that 
information. “However, you should 
be keeping up with how these things 
have impacted your daily work 
within your organization. You should 
do this because you will have to go 
back and evaluate your organization’s 
response,” Naddy said. “Without 
these dates and knowing when to 
look at data, it would be nearly 
impossible to determine how you 
have managed during those specific 
time frames.”

Surveying Low-Risk 

Areas

Theresa Hendricksen, RN, 
MS, FACHE, field director with 
TJC, notes TJC has been surveying 
hospitals in low-risk counties since 
July 2020, with the highest volume 
in October and November 2020. 
An increase in COVID-19 cases in 
December 2020 and January 2021 

caused TJC to curtail surveys. But 
surveys are picking up again in low-
risk areas.

“We take into account various 
statistics to determine that low-risk 
area and that is how we decide a 
county is a go county for us,” she 
said. “We are aware that surveys are 
past their due date, and CMS is also 
aware of it. We will conduct those 
surveys when we are able to do so 
safely.”

TJC is prioritizing initial surveys 
and past due organizations. TJC 
employs several surveyors who have 
received the second dose of vaccine 
and can travel to areas with a higher 
rate of COVID-19. Still, surveyors 
are required to wear a mask and 
follow any additional requirements 
in place at the hospital.

The survey process and 
components will remain the same 
as before COVID-19, but TJC 
encourages hospitals to limit the 
number of people in group sessions. 
Virtual attendance can be used 
to limit meeting size, and TJC 
surveyors can interview patients and 
staff by phone.

If surveyors need to visit a 
different location, such as an 

ambulatory surgery center off the 
hospital campus, TJC instructs the 
surveyors to drive themselves.

“We will not enter an at-risk 
or confirmed COVID-19 zone or 
home. We will avoid visiting a unit 
with confirmed COVID-19 patients 
when possible, though we have 
learned in a short period of time that 
is not always possible,” Hendrickson 
said. “We may have to visit the unit, 
but we will not enter the patient’s 
room.”

Waivers for QAPI 

Program

Naddy indicated there are waivers 
specifically related to the CMS 
Quality Assurance and Performance 
Improvement (QAPI) program. 

Noting that normal hospital 
operations have been disrupted 
during the pandemic, Naddy 
explained TJC does not require a 
specific number or frequency of 
quality meetings that need to occur 
within a calendar year. Hospitals can 
adjust their quality meetings during 
the pandemic, and virtual meetings 
are acceptable. 
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During a survey, TJC would 
ask for documentation of who was 
present for the quality meetings 
and who participated in the QAPI 
process.

Regarding telehealth services, 
Naddy addressed the expectations 
for telehealth documentation when 
only the provider and patient are 
participating, without the screening 
and documentation a nurse typically 
provides.

Quoting TJC guidance released 
in 2020, Naddy said: “Each 
organization defines the scope and 
content of screenings, assessments, 
and reassessments, and how 
such activities are documented 
in the medical record. During 
an emergency, documentation 
requirements, including timeliness 
of entries, may be modified to meet 
their capabilities and needs. When 
temporary modifications are made, 
entries should remain sufficient 
to ensure that safety, quality, and 
continuity of care within and across 
disciplines is maintained.”4

Assessments and the frequency 
they are performed is determined by 
the needs of the individual patient, 
along with organizational policies. 
Similarly, screenings are determined 
by the complaint and diagnosis of 
the patient.

Disaster Telehealth 

Credentialing Possible

A common question regarding 
telehealth involves the credentialing 
of telehealth providers. Disaster 
privileging requirements are found in 
the emergency management chapter 
of the hospital accreditation manual. 
Those requirements apply only 
when the hospital has activated its 
emergency operations plan. Licensed 
and independent practitioners the 

organization has privileged and 
credentialed who would provide 
the same services to patients via a 
telehealth link would not need any 
extra privileging or credentialing, 
according to Naddy. “Medical staff 
determine the services that are 
appropriate for telehealth. Currently, 
it is not necessary for telehealth to be 
considered a separate privilege.”

For licensed and independent 
practitioners who are volunteers 
and are not already credentialed by 
the organization, this group could 
receive disaster privileges following 
requirements detailed in the 
emergency management chapter of 
the accreditation manual.

Infection Control  

Issues Addressed

Tiffany Wiksten, MSN, RN, 
CIC, associate director of the 
Standards Interpretation Group with 
TJC, addressed questions related 
to infection control, COVID-19, 
and TJC standards. A common 
question was whether TJC requires 
organizations to specifically address 
COVID-19 in its infection control 
plans.

The answer is no, according 
to Wiksten. Many organizations 
include COVID-19 by addressing 
broader topics, such as infectious 
disease or high-consequence 
infection disease.

Wiksten offered advice on 
quality improvement opportunities 
related to infection control. “Each 
organization will have improvement 
opportunities that are unique to 
their individual settings,” she said. 
“Common ways that organizations 
identify improvement projects 
include, but are not limited to, 
conducting an event review and 
identifying opportunities that 

occurred during the public health 
emergency, performing a gap analysis 
to compare actual performance to 
what was expected or desired to 
identify process gaps, and reviewing 
internal goals and data. This is 
critical, as the CDC has identified 
that organizations managing 
surges of COVID-19 patients 
may be vulnerable to outbreaks of 
multidrug-resistant organisms.”

A review of external benchmarks 
also is important, including 
reportable hospital-acquired 
infections such as central line-
associated bloodstream infection 
and catheter-associated urinary tract 
infection.

“It is the responsibility of the 
organization to follow their processes 
for prioritizing and selecting 
outcome measures that will align 
with the organization’s goals and 
objectives,” Wiksten said. 

Wiksten addressed a question 
regarding whether policies and 
procedures are expected to reflect 
every CDC or health department 
change related to COVID-19. 

“While there is no requirement 
for policies to reflect every update 
and source citation, the organization 
needs to ensure that there is a 
method for employees to have 
access to the most up-to-date 
organizational processes, procedures, 
and policies,” she explained. 
“The organization must ensure 
that changes are communicated, 
education is provided, if necessary, 
and processes are implemented.”  n
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TJC: Quality Improvement Should Include  
Data Analysis on Equitable Care

The CDC reports people from 
racial and ethnic minority 

groups are at higher risk of 
contracting COVID-19 and 
experiencing worse outcomes.1 The 
Joint Commission (TJC) calls on 
hospitals to use data analysis to 
ensure all patients receive equitable 
care.

TJC recently issued “Quick 
Safety 57: Supporting safe, equitable 
care during the COVID-19 
pandemic,” which suggests methods 
for identifying healthcare disparities 
and addressing them.2

Over the past year, the 
COVID-19 pandemic has put 
a spotlight on the substantial 
disparities in healthcare that have 
existed in the United States for 
many years, says Elizabeth Even, 
MSN, RN, CEN, an emergency 
department nurse at Northwestern 
Memorial Hospital in Chicago 

and associate director of standards 
interpretation with TJC.

“We as a country have gone 
through this pandemic together, 
and data collection is at an all-time 
high in many ways and is frequently 
scrutinized publicly. It is impossible 
to read a newspaper article or tune 
into the local news without some 
kind of COVID-related story,” she 
says. “Unfortunately, particularly 
with reported COVID infection 
rates and deaths and then again with 
the vaccines, the data are pointing 
to definite patterns and trends in 
terms of which ethnic groups and 
minorities have higher COVID 
infection rates and death as well 
as lower vaccination rates when 
compared to other groups across the 
country.”

According to the CDC, American 
Indian and Hispanic/Latino 
populations are almost three times 

more likely to contract COVID-19 
and close to five times as likely to 
be hospitalized.1 Race and ethnicity 
are risk factors for multiple reasons, 
including underlying medical 
conditions that are more prevalent 
in certain ethnicities, as well as other 
issues, such as socioeconomic status 
and access to healthcare.

These groups also may be subject 
to more virus exposure because of 
their occupation, as many of these 
vulnerable populations are frontline, 
essential workers.

History of Addressing 

Inequities

TJC has been supporting health 
equity issues for many years with 
standards and educational resources. 
For example, in April 2016, TJC 
issued a Quick Safety focused on 
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implicit bias in healthcare.3 In 
October 2016, the agency addressed 
cognitive bias in healthcare.4 Those 
are in addition to longstanding 
requirements in standards to address 
health equity across all of TJC’s 
healthcare manuals, according to 
Even. 

Even points to a definition of 
health inequalities from the World 
Health Organization as health 
differences that “are not only 
unnecessary and avoidable but, in 
addition, are considered unfair and 
unjust.”5

“The Joint Commission’s vision 
is that all people always experience 
the safest, highest-quality, best-value 
healthcare across all settings. Not 
only is this the right thing to do, 
but it is also required by the Civil 
Rights Act of 1964, which prohibits 
discrimination on the ground of 
race, color, or national origin in 
hospitals and other healthcare 
organizations that receive federal 
financial assistance,” Even says. “At 
the root of healthcare disparities, 
there are significant systemic 
barriers, such as poverty, access to 
affordable healthcare, and mistrust 
in the medical community, to name 
a few. Healthcare disparities break 
down communities and lead to 
unnecessary pain, suffering, [and] 
loss.”

Even suggests a resource from the 
Department of Health and Human 
Services to address the disparate 
effect of COVID-19 on African 
Americans and other racial and 
ethnic minorities.6

QI Leaders Critical  

to Process

Quality improvement profes-
sionals can play a key role in this 
effort. “There is a saying that what 

gets measured gets managed. Qual-
ity improvement professionals set 
the stage for what data are collected, 
how data collection is prioritized and 
analyzed, as well as next steps taken 
based on the analysis,” Even says. 
“In other words, it’s important to 
understand who your patients are so 
you can develop or tailor initiatives 
to meet the needs of a diverse patient 
population. Regarding next steps, it 
is important that leadership is aware 
of the information collected as they 
play a key role in quality improve-
ment decisions.”

Regarding data collection, Even 
offers an example of the TJC African 
American Heritage Committee 
hosting an event for Black History 
Month in which a speaker discussed 
how the “other” category is difficult 
when collecting data about race and 
ethnicity. The category does not give 
an organization much to go on.

“Now we know that this is a very 
common category, as it is impossible 
to have every single option listed on 
a form. For example, what about 
biracial and blended individuals? 
Which box do they check? Both? 
Several?” Even says. “The point is 
that organizations should take a 
detailed look at the population they 
serve and make their own decisions 
about race and ethnicity data while 
keeping in mind the national 
data used that can serve as the 
benchmark, one category of which is 
‘other.’”

TJC encourages organizations 
to collect granular ethnicity 
information if they want to 
learn more information about 
their population. For example, 
if a hospital serves a large Asian 
population, leaders may want to 
find more details about how many 
patients are Japanese, Filipino, 
and “other” options. “What we are 
looking to avoid is random data 

collection without a real plan as 
to what the issues are or how they 
will be addressed along with the 
analysis,” Even says. 

There are resources that can aid 
with improving data collection and 
training staff on how to do it, from 
admission to discharge, as well as 
resources to ensure compliance with 
law and regulation.7,8

Use Data to Identify 

Needs

Patient race and ethnicity data 
can be used to stratify quality 
measures, to identify potential 
healthcare disparities, and to develop 
or tailor initiatives to address those 
where needed. 

For example, if an organization 
serves a large African American 
population and hypertension is a 
common medical condition among 
patients, leaders may devote more 
resources toward education and 
prevention of high blood pressure 
than an organization that treats a 
large Asian population and does not 
see a high prevalence of high blood 
pressure.

“Perhaps your organization 
invests in a registered dietician as 
a resource to your patients, and 
nutrition counseling is offered to 
at-risk individuals to hopefully 
prevent the need for medications 
or other interventions,” Even says. 
“In addition, a health system may 
partner with community and other 
organizations to support a food 
co-op to address access to affordable 
fresh items.”

Access might be an issue for 
a system’s primarily geriatric 
population, and administrators 
are trying to bundle as much care 
as possible into the same visit and 
to limit the frequency of off-site 
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referrals. The organization might 
partner with community programs 
for drop-off and pick-up programs. 
Telehealth also has exploded during 
the COVID-19 pandemic, and 
communities have partnered with 
local libraries and other public 
resources to assist those in need 
who perhaps do not have a home 
computer or internet access.

If an organization is not 
collecting collecting data that allows 
analysis of diversity issues, it may not 
fully understand the scope, severity, 
or the opportunity. On the other 
hand, a hospital cannot collect data 
on everything. This is where quality 
professionals come in. 

“Understanding the community 
you serve as well as the care offered 
will inform the data to be collected. 
Distilling down to the race and 
ethnicity data within a data set may 
offer additional insights,” Even 
says. “If an organization knows 
that 30% of its patients have been 
diagnosed with hypertension, that 
is one data point. If they also see 
that of that 30%, 70% of them 
are African Americans and 60% of 
that group are males over 40, now 
the organization has a much more 
meaningful place to target when 

deciding how very precious resources 
are used moving forward.”

Outcome data can be analyzed 
to see if goals are met with current 
initiatives as well as patient 
satisfaction surveys to further 
understand the overall feeling of 
impact. 

“Useless data has the real 
potential to waste time and money, 
something that obviously no 
organization is interested in doing,” 
Even says. “Look for trends in your 
data. Set meaningful and specific 
goals as they will set the stage for 
resource allocation. Organizations 
can use comprehensive data and the 
analysis of that data to understand 
where their biggest opportunities lie, 
how effective their strategies have 
been, and ideas for ways to move 
forward in the coming years.”  n
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Hospital Reduces HAPI Rate by Half  
with Huddles, Rounds

A hospital that had struggled  
 to reduce hospital-acquired 

pressure injuries (HAPIs) has found 
success with an approach that 
emphasizes empowering frontline 
staff and consistent, structured 
huddles. After one year, the culture 
has changed, and HAPIs have been 
cut by 50%. Northwestern Medicine 
Lake Forest Hospital in Illinois had 

attempted to reduce HAPIs for years, 
with some success, but hospital 
leaders remained unhappy with the 
rate of pressure ulcers, says Kathryn 
Thomas, MSN, RN, CPHQ, 
director of quality and patient 
safety for the North Region of 
Northwestern Memorial HealthCare.

Lindsay Werth, MSN, RN, 
CMSRN, patient safety program 

manager at the hospital, led a 
new effort that took advantage of 
quality improvement workshops 
in conjunction with Vizient, a 
healthcare performance improvement 
company based in Irving, TX. 
The workshops focused on high 
reliability organization (HRO) 
principles. Thomas and Werth saw an 
opportunity to learn techniques that 
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would help the hospital sustain HAPI 
improvements.

“We had tried to address pressure 
injuries in the past, but nothing 
would really stick,” Thomas says. 
“We really needed to change the 
culture.”

Deep Data Dig

Starting with an effort to under-
stand why patients were experiencing 
HAPIs, the Northwestern Memorial 
team dug into the data and engaged 
frontline leadership. The nurses were 
interested in reducing the injuries 
and eager to find a solution.

“We interviewed almost every 
staff member in the units and 
tried to truly understand the gaps 
in knowledge and assessment, the 
interventions currently in use, to get 
a good assessment of where we were,” 
Werth says. “Having that frontline 
buy-in was instrumental in getting us 
a good assessment of where we were 
and where we wanted to go.”

Thomas says the hospital had 
implemented the well-known best 
practices for HAPI and seen some 
improvement, but over time the rate 
still was not what they wanted to see. 
This new effort put a particular focus 
on the hospital’s own data.

“Not only did we take the HRO 
principles from the patient safety 
workshop, but we stayed data-
driven and fixed what the data was 
showing us,” Thomas says. “We 
wanted to keep our frontline staff 
highly engaged. One thing we did 
was implement weekly huddles. 
The huddles were very focused and 
structured, centered on a visual 
management board.”

Originally, Werth led the huddles. 
Eventually, leadership transitioned 
to the charge nurse. The huddle 
participants examine what the 

barriers were last week and what they 
should do differently this week.

“They were kind of quiet in 
the beginning but slowly everyone 
started opening up, throwing out 
ideas, talking openly about barriers. 
Through that, we discovered one of 
the main barriers for the nurses,” 
Thomas says. “We found that in 
during their skin time-outs, the 
documentation was not in their 
actual workflow. A frontline nurse 
spoke up about it, and then we were 
able fix that and bring the solution 
back to them.”

Gaining Trust of Nurses

Making that change in the 
electronic medical record was a 
significant step forward, even though 
it was not especially difficult to 
achieve.

“It showed the nurses that their 
voices really do matter. They were 
really excited, and the compliance 
with the documentation really went 
up,” Werth says. “Keeping that 
engagement with the team, being 
honest and open, really helped us.”

In addition to weekly huddles, 
the charge nurses check with their 
nurses daily to identify problems. 
Leadership rounding also was 
included in the effort. The hospital’s 
chief nurse began rounding on a 
weekly basis with Werth, with a 
structured format to assess HAPI 
reduction rather than a general 
check-in. “They would start with the 
visual management board, go over 
the data to see how they were doing 
with both outcomes and process 
measures. The chief nurse would ask 
nurses what concerned them most 
about pressure injuries that day, what 
barriers they were encountering, 
what interventions they were using,” 
Thomas says. 

The rounds with the chief nurse 
have been reduced to monthly 
intervals, but Werth conducts weekly 
rounds with a nursing director to 
check on HAPIs on all units.

Another important change was for 
Thomas and Werth to “stop being the 
doers and start being the coaches,” 
Thomas says. That meant teaching 
people how to fix their own problems 
rather than trying to fix everything 
themselves. It also meant focusing 
less on the presentation of data and 
more on encouraging frontline staff 
to use that information effectively.

“We had to learn that display of 
data doesn’t have to be pretty and 
perfect. Our visual management 
boards are not PowerPoints with lots 
of colorful, perfect graphs,” Thomas 
says. “Our visual management boards 
are literally graph paper where they 
plot how they are doing on whatever 
process they’re watching, and another 
graph paper where they can write 
with a pen where they’ve had any 
events. They can write in any barriers 
for the week, and that becomes a 
focus of the huddles.”

Thomas says through consistency 
with huddles and other measures, the 
strategy became the new normal. “It 
was all about change management. It 
was changing everyone’s perspective 
about their role in managing a 
problem,” Thomas says.

On Track for More 

Reductions

The hospital is on track to reduce 
HAPIs by another 50% this year, 
Werth says. Looking back on the 
effort, Thomas says support from top 
leadership was crucial to success, but 
perhaps they could have involved 
middle management more. 

“I think better prep of our middle 
management might have been 
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helpful because it does change their 
workflow the most,” she observes. 
“It is quite an adjustment for middle 
management. If we had more 
training and education for them up 
front, it might have been a smoother 
transition.” 

Werth emphasizes patient 
safety and quality leaders should 
not assume they know what it is 
happening on the front line. “Not 
only does going to that unit show 

you what is actually happening, but 
it also builds confidence among your 
frontline nurses and techs, everyone 
on the front line, when they actually 
see you there,” Werth says. “There 
are days when I sit in my office all 
day long, but we make an effort 
now to go out there and round with 
a purpose. We want them to know 
that when they are experiencing a 
problem, this is a problem that we all 
should work to solve together.”  n
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Hospital at Home Model Benefits from Traditional 
QI Approach

The Hospital at Home care model 
is gaining favor with hospitals 

and health systems as a way to pro-
vide hospital-level care in a patient’s 
home while lowering costs by almost 
one-third and reducing complica-
tions. The approach is receiving more 
attention now as a way to avoid ask-
ing patients to come to the hospital 
during the COVID-19 pandemic.

The program was developed at the 
Johns Hopkins Schools of Medicine 
and Public Health and tested at 
multiple hospitals. (More information 
on the model is available online at: 
hospitalathome.org.)

The results are promising, but 
where do quality improvement activi-
ties fit into this new model? The good 
news is the traditional tenets and 
goals of quality improvement remain 
the same with Hospital at Home, 
says Summer Knight, managing di-
rector in the life sciences and health-
care practice at Deloitte in Philadel-
phia. “Although in many ways novel, 
Hospital at Home is not so different 
from a virtual hospital wing, but the 
infrastructure is digital rather than 
physical steel and concrete,” she says. 
“If quality management is done well, 
then QI and patient safety fits into 

Hospital at Home in the same way it 
fits into other aspects of care.”

The starting point involves similar 
metrics that affect standards of 
care, such as blood clots from lack 
of movement and anticoagulation 
(e.g., DVT, hospital-acquired infec-
tions, length of stay, and mortality). 
Since care from Hospital at Home is 
connected to the hospital digitally, 
quality professionals can collect data 
throughout the care process, even to 
specific date/time stamps to examine 
timeliness of care, such as medica-
tion administration and response to 
events.

“Expected outcomes from a 
patient perspective will still be 
measured to assess if a problem has 
resolved clinically or returned to the 
level of functional status that was 
expected,” Knight says. “Did you 
receive the attention you needed and 
expected when you most wanted 
it? Was the cost of care from your 
perspective, out of pocket expense 
and copays, what you expected? 
Instruments for comparing satisfac-
tion should evolve as patients pivot 
from the familiar inpatient environ-
ment to the new Hospital at Home 
programs.”

These program administrators 
will continue to assess clinical qual-
ity, both outcomes and process, 
along with service and cost. As more 
tech-care partnerships form to en-
able similar programs, and as acute 
care moves from inpatient settings 
into patients’ homes, service-level 
agreements increasingly will carry 
provisions that affect QI and patient 
safety metrics.

“While QI professionals focus 
on data, the sources of the data, the 
speed and frequency at which it is 
delivered, will move to continuous 
feeds and then to proactive advanced 
analytics that can forewarn of future 
events. In some respects, this repre-
sents both an expansion into a new 
arena as well as a shift of professional 
capability,” Knight says. “The use of 
this raw data to improve the delivery 
of care is an opportunity that has 
not been fully captured to date in 
‘standard’ care.”  n
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1. What is a common failing 
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the impact of expenditures
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improvement needs
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b . 60 days
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was March 1, 2020 .
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4. In the project that reduced 
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Medicine Lake Forest Hospital, 
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