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QA/PI 
QUALITY ASSESSMENT  

&  
PERFORMANCE IMPROVEMENT 

WHERE TO START? 
Presented by: 

Cathy Montgomery, RN 
President 

 

WHY DO WE DO QA/PI???  

CMS 

AAAHC 

 TJC 

AAAASF 

 IMQ 

THE REAL GOAL 

PROVIDE QUALITY PATIENT CARE 

 STREAMLINE SERVICES 

 IMPROVE PATIENT CARE/OUTCOMES 

 

                       THE NEW FOCUS 

                PEOPLE                 PROCESS 

 

“DOING THINGS RIGHT THE FIRST TIME” 
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MOST COMMON APPROACH 

 IMPORTANCE OF QUALITY ISSUE IDENTIFICATION 

 

 INCIDENCE, SEVERITY (death, wrongs, return to OR) 

 PREVALENCE (falls, outdated meds/supplies)  

 COST (sharps injuries, laundry service) 

 SAFETY (medication errors, instrument cleaning) 

 COMPLAINTS (long wait times, painful IVs) 

MOST COMMON APPROACH 

CLARIFICATION OF THE ELEMENTS 

 

 INITIAL DISCOVERY – DESIGN 

 FACILITY WIDE INVOLVEMENT – MEASURE 

 ANALYSIS – ASSESS 

 ACTION PLAN – IMPROVE   

 

 

MOST COMMON APPROACH 

VERIFIABLE EVIDENCE (PROOF) 

 

 COMMUNICATION 

 

 SUSTAINABLE RESULTS (ROUND TWO) 
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QA/PI 

GENERAL RULES 

 ONGOING 

 DATA DRIVEN 

 ANNUALLY 

 WRITTEN DOCUMENTATION 

 CONNECTION TO INFECTION CONTROL ISSUES 

ORGANIZATION 

ORGANIZATION 

 SCOPE 

 

 DATA 

 

 ANALYSIS 

 

 ACTION 

 

 REPORTING 
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1. WHAT & WHY? 

FOCUS OF STUDIES 

 SAFETY ISSUES 

 PRIORITIZATION / RELEVANCE 

 INFECTION CONTROL 

 ADVERSE PATIENT EVENTS 

 GB OVERSITE 

1. WHAT & WHY? 
EXAMPLES OF WHAT 

 HANDWASHING 

 PATHOLOGY REPORT RECONCILIATION 

 INFUSION SITE COMPLICATIONS 

 PRE-ANESTHESIA ASSESSMENTS 

 FLASH STERILIZATION 

 HEALTHCARE ASSOCIATED INFECTIONS 

 HOSPITAL TRANSFERS 

 ANTIBIOTICS – ADMINISTRATION TIME 

 ENVIRONMENTAL CLEANING OF THE OR 

 PPE COMPLIANCE 

1. WHAT & WHY? 

EXAMPLES OF WHAT 
 STAFF ORIENTATION 
 PROSTATE CANCER SCREENING 
 AFTER HOURS RESPONSE TIME 
 HEPATITIS B IMMUNIZATIONS 
 CREDENTIALING & PRIVILEGING 
 ASTHMA MANAGEMENT 
 PHYSICIAN/PATIENT INTERACTION TIME 
 OR TEMP & HUMIDITY CONTROL 
 SHARPS SAFETY CONTROL 
 MEDICATION ERROR REDUCTION 
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1. WHAT AND WHY? 

Example  

of  

Scope  

Statements 
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2. HOW? 

 TOOLS 

 

 PHONE CALLS 

 

 SURGEON/PHYSICIAN  FOLLOW-UP 
 

2. HOW? 

1. Design the tools you will use 

2. Document  details: 

 By whom 

 Where 

 When 

 For how long 

 Percentage or entire universe 
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3. ANALYSIS 

What does all this data mean? 

 

Numerator  

Denominator 
 

Show your work! 

 

 

4. ACTION PLAN 

 

 PROCESS CHANGE / WORK FLOW 

 STAFFING CHANGE 

 PRODUCT CHANGE 

 VENDOR CHANGE 

 CAPITAL EQUIPMENT 

 EDUCATION / TRAINING 
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5. OVERSIGHT / REPORT 

QI COORDINATOR 

 

MANAGER 

 

ADMINISTRATOR 

 

GB 

Staff Meetings                               GB Meetings 

SUSTAINABLE RESULTS? 
Round Two 

YES NO 

FLAWED  

CONCLUSIONS 

FLAWED 

INITIAL DETAILS 

PROCESS FAILURE 
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QUALITY IMPROVEMENT 

1. A statement of the purpose of the QI activity 
that includes a description of the known or 
suspected problem, and explains why it is 
significant to the organization.   

QUALITY IMPROVEMENT 

1. Recent observations have caused concerns  
that staff may not be consistently and 
properly washing hands. Healthcare acquired 
infections have been linked by the CDC to 
poor handwashing techniques.   

QUALITY IMPROVEMENT 

2. Identification of the performance goal against 
which the organization will compare its 
current performance in the area of study.  
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QUALITY IMPROVEMENT 

2. Current performance goal desired is 90% 
compliant.  

QUALITY IMPROVEMENT 

3.  Description of the data that will be collected 
in order to determine the organization’s 
current performance. 

QUALITY IMPROVEMENT 

3. Observation will occur in all areas of the 
facility on a targeted basis. Indicator Data 
Requirements will include: 

 Wash with soap and water when visibly soiled 

 Before & after patient contact, procedures  

 Before & after gloving 

 Before & after eating or using restroom 
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QUALITY IMPROVEMENT 

4. Evidence of data collection. 

QUALITY IMPROVEMENT 

4. Monitoring tool used in each area of the 
facility one time weekly on a unscheduled 
basis.  

QUALITY IMPROVEMENT 

5.   Data analysis that describes findings about 
the frequency, severity, and source(s) of the 
problem(s). 
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QUALITY IMPROVEMENT 

5. Over an 8 week period, it was observed in 
general, a 70% compliance rate, with the least 
compliant area being the pre-op area upon 
removal of gloves.  

QUALITY IMPROVEMENT 

6.  A comparison of the organization’s current 
performance in the area of study against the 
previously identified performance goal.     

QUALITY IMPROVEMENT 

6. Compliance rate 
exhibits a 
deficiency of 20% 
in performance 
against a goal of 
90%. 
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QUALITY IMPROVEMENT 

7.  Implementation of corrective action(s) to 
resolve identified problem(s).  

QUALITY IMPROVEMENT 

7.   

 Staff meeting 
scheduled with 
training on 
handwashing. 

 ABHS availability 
increased 
throughout the 
facility.  

QUALITY IMPROVEMENT 

8.  Re-measurement (a second round of data 
collection and analysis to objectively 
determine whether the corrective actions 
have achieved the sustained demonstrable 
improvement).   
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QUALITY IMPROVEMENT 

8.  8 week re-measurement study performed. 

QUALITY IMPROVEMENT 

9.  If the initial corrective action(s) did not 
achieve and/or sustain the desired improved 
performance, implement additional 
corrective action(s) and continued re-
measurement until the problem is resolved 
or is no longer relevant.  

QUALITY IMPROVEMENT 

9. Compliance now at 90%, which does meet the 
overall objective. However, it was noted that 
99% of the non-compliance rate was 
attributed to employee NO 29. Additional 
corrective action involved individual 
counseling of this employee. Study to 
continue for an additional 8 weeks. 
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QUALITY IMPROVEMENT 

10. Communication of the findings of the quality 
improvement activities to the governing body 
and throughout the organization, as 
appropriate, and incorporation of such 
findings into the organization’s educational 
activities.  

QUALITY IMPROVEMENT 

10.   

 Report to Facility Administrator 

 Communication of findings to staff at the 
monthly staff meeting (include in-service). 

 Report to Medical Director 

 Report to GB  
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Patient Label # of 

Specimens 

RN Initials Courier Name Date/Time 

Picked up 

Date report 

Received 

Date filed 

in chart 

Follow Up/ 

Initials 

Surgery Center XYZ SPECIMEN LOG 
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The ASC Quality Collaboration 

 

Endorsed by the National Quality Forum (NQF) 

1. Patient Burn 

2. Patient Fall in the ASC 

3. Wrong Site, Side, Patient, Procedure, and Implant 

4. Hospital Transfer / Admission 

5. Prophylactic IV Antibiotic Timing 

6. Appropriate Surgical Site Hair Removal (not 
mandated) 

 

QA/PI 

www.ascquality.org 

http://www.ascquality.org/
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www.ascquality.org 

www.ascquality.org 

www.ascquality.org 

http://www.ascquality.org/
http://www.ascquality.org/
http://www.ascquality.org/
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www.ascquality.org 

www.ascquality.org 

MEDICARE 2014 

 

1. Colonoscopy: Appropriate follow-up interval 
for average risk patients. 

 

2. Colonoscopy: Interval between procedures for 
patients with previous adenomatous polyps. 

 

3. Cataracts: Improvement in vision at 90 days. 

http://www.ascquality.org/
http://www.ascquality.org/
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MEDICARE 2014 

 

 Approved November 2013 

 

 Data collection CY 2014 

    *Data will be a “sampling”, details yet to come 

 

 Effects payments CY 2016 

 

Society for Healthcare Epidemiology of America 

4/1/11 Dallas Conference 

21 month comparison of 4 ASC HH compliance 

 

http://shea.confex.com/shea/2011/webprogram
/Paper4704.html   

 

 

QA/PI 

QA/PI 

http://shea.confex.com/shea/2011/webprogram/Paper4704.html
http://shea.confex.com/shea/2011/webprogram/Paper4704.html
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EXCERPTS FROM CMS SURVEYOR 
TRAINING 

  

  “Ask the ASC to show you documentation 
for performance improvement projects 
currently underway, as well as those 
completed in the prior year.” 

EXCERPTS FROM CMS SURVEYOR 
TRAINING 

  

“If a large, complex, or high volume ASC 
has only one project underway, is the 
scope of that project such that it is likely 
to have a significant impact upon the 
ASC’s quality of care or patient safety?” 

 

“When there is a team surveying the ASC, 
the survey of the QA/PI Condition should 

be coordinated by one surveyor.” 

EXCERPTS FROM CMS SURVEYOR 
TRAINING 



12/10/2013 

22 

“The ASC is required to focus on high risk, 
high volume, and problem-prone areas… 

  The incidence, the annual incidence of 
emergency transfers to a hospital would 
be the rate that results when dividing 
the number of such transfers by the total 
number of surgical cases during the same 
year.” 

EXCERPTS FROM CMS SURVEYOR 
TRAINING 

“The prevalence, ie. How widespread 
something is… 

Appropriate measure might be periodic 
observation of the hand hygiene 

practices of all staff providing direct 
patient care, in order to assess the 
prevalence of good versus deficient 

practices.” 

EXCERPTS FROM CMS SURVEYOR 
TRAINING 

“The severity of problems. For example, 
any single instance of a transfer of a 

patient to a hospital represents a serious 
adverse, unplanned outcome of the 
surgical procedure, and it would be 
appropriate for an ASC to track and 
evaluate all such cases, due to their 
severity, even if they are low volume 

incidents.” 

EXCERPTS FROM CMS SURVEYOR 
TRAINING 
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“Ask the ASC’s leadership to describe the 
QA/PI program, including staff 

responsibilities for QA/PI and the 
quality/safety indicators being tracked.” 

EXCERPTS FROM CMS SURVEYOR 
TRAINING 

“Ask what the rationale is for the particular 
indicators that the ASC has chosen to 
track. Are they based on nationally 

recognized recommendations? If not, 
what evidence does the ASC have that 

the indicators it has chosen are 
associated with improvement in patient 

health outcomes and safety?” 

EXCERPTS FROM CMS SURVEYOR 
TRAINING 

“The ASC must not only have identified a 
number of indicators or measures of 
quality and patient safety, but it must 
actively collect data related to those 

measures at the intervals called for by its 
QA/PI program.  Staff responsible for 

collection of the data should be trained 
in appropriate techniques to collect and 

maintain the data.” 

EXCERPTS FROM CMS SURVEYOR 
TRAINING 
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“The ASC may choose to use contractors 
for technical aspects of the QA/PI 

program, including analysis of data, but 
the ASC is also expected to actively 

involve the ASC staff in the program and 
the ASC’s leadership retains the 

responsibility for the ongoing 
management of the program, even when 

a contractor is used.” 

EXCERPTS FROM CMS SURVEYOR 
TRAINING 

“The ASC must also have a method to ensure 
that the improvements it makes are sustained 

over time. For example, if an ASC QA/PI 
program identifies problems with hand 

hygiene in the ASC staff providing care to 
patients, the ASC must be able to demonstrate 
that whatever solution it adopted to address 

the problem continues to work over time.  
Generally this means that the ASC must collect 
data on the indicators that measure staff hand 

hygiene on an ongoing basis.” 

EXCERPTS FROM CMS SURVEYOR 
TRAINING 

EFFECTIVE QA/PI PROJECTS 

 IMPORTANT ISSUES 

 TEAMWORK 

 ACCURATE COLLECTION OF FACTS 

 ANALYZING CAPABILITIES 

 LOGICAL INTERVENTION 

 ONGOING ACTIVITIES 
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QUESTIONS & ANSWERS 

Cathy Montgomery, RN 

cathy@excellentiagroup.com  

636.875.5088 ext. 105 

mailto:cathy@excellentiagroup.com

