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I. INTRODUCTION

Development of the Problem

Health care professionals in the Navy Medical Department are

continuously concerned with improving the quality of health care provided to

its beneficiaries. To determine whether quality health care is actually

provided to the consumer, the care is reviewed and evaluated through various

mechanisms. The methodology most frequently used in the past was the

"Performance Evaluation Procedure for Auditing and Improving Patient Care"

(PEP).' This was developed by the Joint Commission on Accreditation of

Hospitals (JCAH) as a retrospective medical care audit. Additionally, related

quality assessment review functions, e.g. pharmacy and therapeutics, infection

control, blood utilization, delineation of clinical privileges, and nursing

care audits were conducted evaluating patient care and clinical performance.

These functions however, were not coordinated with the medical care audit

activities. JCAH recognized the medical care evaluation programs met with

limited success. It was recognized that improvement in patient care and clinic

performance was not adequate nor apparent to the extent anticipated. In lieu

of the diverse medical care evaluation programs at the local level, a more

systematic approach was needed to coordinate and evaluate quality health care

as well as meet the new JCAH quality assurance standards.

The new quality assurance standards developed by JCAH are intended

to assist medical treatment facilities in implementing an over all quality

assurance/risk management program designed to assure delivery of optimal

patient care. This requires meJical facilities to coordinate and integrate, to

the degree possible, all quality assurance/risk management programs.



The Naval Medical Command (formerly Bureau of Medicine & Surgery)

(BLUMED), recognized the need to provide central coordination and direction to

all naval medical facilities in establishing quality assurance/risk management

programs. To accomplish this goal, the Quality Assurance/Risk Management

Manual (BUMEDINST 6320.62) set forth guidelines for program development.

This instruction provides specific guidelines but still allows considerable

flexibility in implementing and administering the program.

Naval Hospital, Bethesda, therefore, developed a Quality Assurance/Risk

Management Plan according to the guidelines of BUMEDINST 6320.62 and the JCAH

Accreditation Manual for Hospitals 1981 Edition. However, during a JCAH

accreditation survey on November 12, 13, & 16, 1981, many discrepancies in the

plan and documentation of the hospitals' quality assurance/risk management

program were found resulting in serious doubts regarding the future

accreditation of Naval Hospital, Bethesda.2 The Accreditation Committee of the

Board of Commissioners decided to continue the accreditation status of the

hospital contingent upon the findings of a Follow-up Physician Visit within

sixty days of the decision.3 Additionally, a BUMED-27 team review on November

4 & 8, 1982, consistently found two critical elements, "integration of

problem-focused reviews by departments and committees, and top level

coordination of all quality assurance efforts", missing from the program.4

Changes wre made in the quality assurance/risk management plan and program

prior to the Follow-up Physician Visit. This visit on June 29, 1982 resulted

in a continued accreditation with a full JCAH Survey scheduled for the fourth

quarter of 1982.5 By the time of the JCAH Survey on November 16, 17, & 18,

1982, Naval Hospital, Bethesda had made tremendous progress in the area of

quality assurance documentation6 resulting in a three-year accreditation.7
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The changes which were made in the quality assurance/risk management

program were done to result in more efficient tracking and accountability of the

quality assurance/risk management program. However, the end result, which is

now apparent, is a horrendous paper exercise which is done manually. In the

last six months, there have been three incidents in Radiology resulting in

malpractice claims and three falls involving civilian employees with lost work

days which were not picked up or acted upon in a timely manner within the

quality assurance/risk management activities.8 The centralization of the

quality assurance/risk management program and the tendency for all problems to

flow to the top for resolution was further complicated by the

restructuring/reorganization of the Naval Hospital which occurred in 1982.

The reorganization of BUME in September, 1982 resulted in a more

decentralized organizational structure in Naval Hospital, Bethesda. Originally

all areas of the hospital fell either under the Director of Clinical Services

(DCS) or the Director of Administrative Service (DAS). With the restructuring,

the areas were divided in five directorates reporting through the Executive

Office (XO) to the Commanding Officer (CO). Organizational charts reflecting

these different structures may be found in appendix A. The new struc.ture has

resulted in an increased numbec of personnel in the chain-of-command. This is

an important factor contributing to the difficulty in the quality

assurance/risk management program although not causative in nature.

The QA/RM Program was obviously not meeting its mission in view of the

centralization, problem flow to the top and the new organization directed.

Therefore, the problem is to determine the optimal feasible model for the

Quality Assurance/Risk Management Program at Naval Hospital, Bethesda.

3



Problem Analysis

Statement of the Problem

The problem is to determine the optimal feasible model for the quality

assurance/risk management (QA/RM) program at Naval Hospital, Bethesda.

Objectives

This study is meant to be a comprehensive study of the current Naval

Hospital, Bethesda Quality Assurance/Risk Management Program. Therefore, the

objectives of this study are to:

1. Conduct a comprehensive review of the literature to increase the
researcher's fund of knowledge and to provide a foundation for
conducting the study.

2. Analyze Naval Hospital, Bethesda's current Quality Assurance/Risk
Management Program.

3. Determine alternate models for a Quality Assurance/Risk Management
Program.

4. Compare the existing program with the alternative models based on
pre-established criteria to determine the program's efficiency.

5. Effectuate recommendations for implementation of an improved
quality assurance/risk management model at Naval Hospital,
Bethesda, and possibly, Navy wide.

Criteria

The criteria for this study shall be:

1. The QA/RM program shall meet the standards set forth by JCAH
in their Accreditation Manual for Hospitals.

2. The QA/RM program shall meet the requirements set forth in
BUMED Instruction 6320.62 by Naval Medical Command.

4



3. There shall be 100% compliance by all departmets/divisions
within Naval Hospital, Bethesda in maintaining the tracking
system for QA/RM problems.

4. The QA/RM program shall result in less than 2% of the QA/RM
problems forwarded to the QA/RM Committee being deemed by
the Committee as having solvable at the department or
directorate level.

Assumptions

For the purposes of this study, the following assumptions shall be made:

1. Although the Naval Medical Command is currently revising
the BUMED INSTRUCTION 6320.62, it shall result in no
significant changes in requirements for the QA/RM program.

2. Other Naval facilities are experiencing similar difficulties
and the information resulting from this study shall be of value
to other Navy hospitals.

Limitations

This study shall be limited by the following factors:

1. To fully develop a model for a hospital QA/RM Program
Navy wide would require an indepth analysis of data for
all Navy hospitals, an effort which is beyond the scope
of a Master's level research project. Additionally, the
guidelines for the Navy QA/RM Program are currently being
revised by Naval Medical Command.

2. The model developed must follow the new organizational
structure of Naval Hospital, Bethesda.

3. The model developed shall require no additional manpower
or budget.

Despite these limitations, it is believed a meaningful study can be conducted
and, as a result, viable recommendations made.

Definitions

5
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For the purpose of this study, it is pertinent to define the following

terms:

Quality Assurance is "the measurement of the level of care provided

(assessment) and, when necessary, mechanisms to improve it." 9

Quality Assessment is "the evaluation based upon what happens in the

course of treatment7 it considers the professional management of patients."I0

Risk Management is "the results-oriented approach to protecting the

assets of a business so that its operations can grow profitably."ll

Research Methodology

The objectives of this study were carried out in a four-phase methodology.

Phase One, the Preliminary Phase, involved an extensive literature review.

This was done partially in preparation of this graduate research project;

however, due to the voluminous amount of literature available on the subject,

the literature review entailed an ongoing process throughout the research

effort.

Phase Two, the Evaluation Phase, comprised a comprehensive appraisal

of the current QA/RM program at Naval Hospital, Bethesda. Of prime consideration

was the flow of information and tracking of QA problems through the system.

This was accomplished by becoming thoroughly familiar with the QA/RM instruction

for the hospital, interviewing the QA/RM personnel at all levels within the

hospital, and tracking QA/PA problems via reports, minutes of meetings, etc.,

through the complete QA/RM system to determine the actual flow of information

and paper. Models such as flow charts and procedural flow charts were

utilized to display the information gained. Additionally, the information was

compared to the predetermined criteria. Criteria 1 and 2 were evaluated by

6



comparing the program against the requirements in the JCAH manual and BUMEDINST

6320.62. Criterion 3 was evaluated by sampling the departments/divisions within

the hospital and on the basic of documented records determining compliance with

the tracking system so that no problem was lost. Criterion 4 was measured by

looking at the QA/RM Committee minutes and checking for determination by the

committee that the problem should have been handled at a lower level or

immediate referral of the problem back to the originating department/division.

Phase Three, the Procedural Analysis Phase, developed the proposed

optimal feasible model for the QA/RM program at Naval Hospital, Bethesda. The

positive and negative aspects of the existing system were analyzed and the

proposed model was then designed and analyzed according to the criteria.

Phase Four, the Recommendation Phase, consisted of specific

reconmendations based on the preceding phases being promulgated.

1 Charles M. Jacobs, and Nancy D. Jacobs, The PEP Primer: The JCAH
Performance Evaluation Procedure for Auditing and Improving Patient Care,
(Illinois: JCAH, 1974), p.5 .

2 "A Navy Problem", The Washington Post, 7 April 1982, Sec. 4, p. Cl.

3 JCAH Letter of 7 May 1982.
4

BLMED Letter of 15 June 1982.5

JCAH Letter of 24 August 1982.

6
Naval Hospital, Bethesda (Maryland). Minutes of the JCAH Summation

Conference, 18 November 1982. (Typewritten)

7
JCAH Letter of 21 January 1983.

8
Interview with CDR Jeffrey W. Baldwin, MSC, USN, Director of Hospital

Administration, Naval Hospital, Naval Medical Command, National Capital Region,
Bethesda, Maryland, 9 August 1983.
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9 N.O. Graham, ed., Quality Assurance in Hospitals, (Maryland: Aspen Systems
Corporation, 1982) .p.306.
1.0

Ibid.

W.R. Fifer, "Risk Management and Medical Malpractice: An Overview of the
Issues," Quality Review Bulletin (April 1979), p.12
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II. LITERATURE REVIEW

Within the last ten years, a tremendous amount of literature has been

written on the area of quality assurance. However, for the purpose of this paper

only the specific areas of trends and factors leading to the development of

quality assurance, legislative and organization influence on quality assurance,

quality of care, quality assurance in health care, evaluation,

organization,structure, control, and studies within the military health care

system will be discussed.

Trends and Factors Leading to the Development of Quality Assurance.

Within the last half of this century and especially since the advent of

Medicare and Medicaid, a number of forces and trends have been discernible.

Consumerism, a movement which has as its mission to increase the rights and

powers of the purchasers of a service or product, in their relationships with

the providers or sellers, has become a permanent part of the United States

culture. The consumer movement has been directed toward accountability,

equalization of bargaining power and establishment of regulations. The concept

of "buyer-beware" philosophy has been eroding for those services and products

related to performance and quality.1

In the health field, the problems have been related to accessibility,

quality, quantity, and cost of health services. For example, in 1976 in the

area of cost, health care spending reached $139.3 billion, representing

more than 8.6 percent of the U.S. gross national product. 2 However, the

inequitable distribution of health resources and health care among different

9



social and economic classes and geographic areas has become a major concern.

The care delivered to minority or low income groups in rural or urban areas has

been characterized as fragmented. In addition, the failure to provide

citizens the latest developments in scientific & technological health care has

led to increasing dissatisfaction with the present health care delivery system.

However, the majority of today's health care consumers have gained a higher

life expectancy than non-consumers, are better educated and have a higher

income base. Yet, they are confronted with the problems of mounting inflation

and expect health care at reasonable costs. This combination of forces has

given rise to consumer movements, spiraling costs of diagnostic equipment and

services, the rising consciousness of minority groups, failure of equipment,

lack of accessibility, maldistribution of providers, and impersonality in

health care institutions.
3

One special group of consumers, the third-party payers (insurance

carriers, unions and government) have played a growing role and are a force in

the quality assurance movement. They have been especially concerned about

costs, allegations of excessive utilization of services and ineffective care.

The prospect of a national health insurance has caused additional concern in

regard to the quality of services rendered. Health professionals can no longer

render services that are accepted unquestionably. This questioning attitude,

markedly noted on the part of the third-party payer, has permeated the complex

negotiations that are giving rise to a national health policy and is

influencing legislation.

The emphasis of the social accountability of professionals, now extended

to the institution or to groups representing the profession, is a new and major

force. Some health professionals frequently overlook the fact that they operate

10



under a social mandate.4 This mandate implies that services are performed for

persons, and the services are recognized as legitimate. Concomitant with the

giving of this might is the expectation that quality of service and the effects

they produce are accountable. With the increase in knowledge by the public

about professional practice, an insistent demand for quality became more

apparent. Health institutions are now being asked to account for quality of

services given by practitioners to their patients and clients. Furthermore,

there is a growing attitude among the public to self evaluation, whether it is

done by the direct provider or by the patient, is not enough. Evaluation must

be supported by a system of surveillance and correction, a system that results

in reports that can be shared with the public.

Legislative and Organization Influence on Quality Assurance

Current health legislations which include a mandate for quality

assurance had its origins in the 1960's when concern increased for equal

health care for all. Health care for every U.S. citizens is a right, not a

privilege. This was the overriding phase. Congress passed Public Law 89-749

in 1966 specifically stating this right: "The fulfillment of our national

purpose depends upon promoting and assuring the highest level of health

attainable, for every person, in an environment which contributes positively to

healthful individual and family living".5 This established the necessity for a

financing mechanism enabling all citizens to purchase health care. In

response, bills have currently been drafted to offer a more comprehensive

payment plan. The intent of these bills is to insure that low-income, disabled

and the elderly have a right and financial access to health care.

11



McClure 6 pointed out that the health care system has two incompatible

roads; namely, either the increased governmental regulation or management of

the health care system, or initiating basic structural reforms to make the

system more self regulating in interest via traditional mechanism of the market

and consumer choice.

To prevent government control several self-regulating programs have been

proposed and implemented. One proposal was a national health insurance

introduced in the 93rd Congress. The proposal was designed to establish a

program of comprehensive health care benefits for all citizens of the nation

through a reorganized, coordinated and financed health care delivery system.

This system aimed to bring together community health resources and maximize the

potential for local and state determination of meeting health care needs. This

House of Representatives Bill (H.R.I) proposed to establish a national focus

for health programs, consolidating federal health programs administered by the

Department of Health, Education, and Welfare in a new Department of Health

headed by a Secretary of Health at the cabinet level. When passed by Congress

in 1972, it created the Professional Standard Review Organization (PSRO). The

official title is Section 249 F of Public Law 92-603, the Social Security

Amendments of 1972.7,8 The general provision of this law clearly states:9

Sec. 1151. In order to promote the effective, efficient and economical
delivery of health care services of proper quality for which payment may be
made (in whole or in part) under this Act and in recognition of the interests
of patients, the public, practitioners, and providers in improved health care
services, it is the purpose of this part to assure, through the application
of suitable procedures of professional standards review, that the services
for which payment may be made under the Social Security Act will conform to
appropriate professional standards for the provision of health care and that
payment for such services will be made-

1) only when, and to the extent, medically necessary, as determined in the
exercise of reasonable limits of professional discretion: and

12



2) in the care of services provided by a hospital or other health care
facility on an impatient basis, only when and for such services cannot,
consistent with professionally recognized health care standards,
effectively be provided on an outpatient basis or more economically in
an impatient health care facility of a different type, as determined
in the exercise of reasonable limits of professional discretion.

As a quality assurance system, the scope of PSRO is limited in two important

ways. Only the care delivered to persons enrolled in a federally financed

program will be reviewed, and only service rendered in a hospital setting and

the nursing homes providing medical care are subject to review. Although the

present law is focused primarily on hospital care, it is apparent that eventual

review of quality care in the ambulatory setting will receive increased

attention in the next few years.

Since the original law specified that only physicians would be directly

involved in PSRO, other health professionals including dietitians,

nutritionists, nurses, midwives and other allied health professionals are

confronted with the challenge of improving their professional services through

the review system. Recently, Dr. Jonathan Fielding, Acting Director of the

Division of Peer ReviewlO indicated that the PSRO is required to provide

evidence over time that "non-physician" health care practitioners have become

involved in the development and on-going modifications of norms, criteria, and

standards for their areas of practice. The other avenue of involvement of

non-physician health care providers to the PSRO is through direct service to

the advisory group that has been established in each state or district council.

The Health System Agency (HSA) involved with the PSRO is a health planning

group dedicated to the achievement of equal access to quality health care at

reasonable costs to all health care consumers. Established under P.L. 93-641,

the National Health Planning and Resources Development Act of 1974, its primary

responsibility is health planning and resources development.11 It is responsible

13



for data collection, development of health systems plan with a detailed

statement of goals, issuance of grants and contracts to assist agencies in

planning and program development. In addition, it coordinates its activities

with its counterparts PSRO and other regional health planning and

administrative agencies. The HSA government body was designed for broad

consumer and provider representation, with consumers representing the majority.

Equitable distribution of quality health care which the consumer can afford is

another responsibility of over two hundred HSAs in the United States.

Another legislative body involved in quality assurance programs is the

Experimental Medical Review organization (EMCRO). Its purpose is to develop

working models with which to test the feasibility of conducting systematic and

on-going review of medical care under auspices acceptable to the several medical

professional communities, to the public, to the government and to the

third-party payers. 12

Health Maintenance Organization (HMO) legislation has also influenced the

need for developing methods for assessing quality health care. This legislation

requires an on-going quality assurance program which stresses both health

services and outcomes, and assures that health services provided meet quality

standards. 13

The American Hospital Association (AHA) recently implemented a quality

assurance program to improve the quality of patient care in the hospital.

Surveillance was a necessary but limited part of the total program that was

designed to bring about change primarily through continuing education. The AHA

feels that the provision of medical services is the primary responsibility of

the hospital and that the responsibility for such belongs to the hospitals, but

that authority and accountability for the conduct of the program are delegated

14



to the medical staff. 14 , 1 5

The Joint Commission on Accreditation of Hospitals (JCAH), in its

regulatory role assigned and supported by health professionals and hospital

organizations, was concerned with the assurance of quality patient care in

hospitals. Porterfield1 6 states that JCAH is now more pointedly concerned with

explicit quality assurance measured for the medical care in hospitals. The JCAH

required that a system of quality assurance be initiated and documented no

later than 1973 and be carried to complete implementation without delay. The

JCAH goal was to make it possible for every accredited hospital to demonstrate

its right to exemption from review by its Regional Professional Standard Review

Organization by virtue of its own effective system before January 1, 1976.17

Implementation of the laws and health organization activities for quality

assurance in health care are likely to continue at a rapid pace during the next

decade. The goal of assuring the highest level of health attainable for every

person is not easily achieved, however, the profession is obligated to fulfill

its responsibilities without reservations.

Quality-of-Care

With these foregoing activities in mind, it appears appropriate to

examine the concept of quality-of-care. Quality is a term with various

definitions, and there is some risk that it will become a slogan before it

becomes a valid indicator of health care. Approached from several vantage

points, quality-of-care can be expressed in two particulars.18,19, 20 The first is a

concept that defines quality from a health provider-patient interaction

viewpoint, and the second is to define quality of the health care system as a

15



. *...m ",, .. i. - . , .- - - •.

whole.

Explaining further the two concepts as elaborated by Brook & Avery21 ,

health provider-patient interaction includes the following quality care

variables : 1) adequacy of the "art-of-care", 2) adequacy of the technical

management of the symptoms or signs which the patient presents to the provider,

and 3) the adequacy of the efficiency of care. Art-of-care refers to the

manner the health care provider relates to the patient as an individual as

measured by its sensitivity, openness and non-authoritarian nature. Technical

care is taken to represent the adequacy of the performance of preventive,

diagnostic and therapeutic procedures for the patient. Efficiency refers to

the ability of the provider to arrive at an favorable solution to the patients'

problem while consuming the minimum amount of resources.

In formulating the definition of quality-of-care as a whole, two

additional areas are implicitly considered: 1) accessibility of the service

and 2) availability of the service. A broader scope would include health

professionals other than physicians and extend throughout an entire episode of

illness as opposed to an isolated visit. The input of nurses, dietitians,

nutritionists, therapists or pharmacists who make independent decisions should

be considered in a statement about the quality of health care systems as

a whole.

Clearly, quality then is a multidimensional concept involving an

overlapping and often unspecified value and measurement system that ranges from

outcomes of care (e.g., days in bed, number of dietary consultations) to

quality during the process of dying (reflected in phrases like "death with

dignity"). In most instances the concepts are compounded by the biases of the

evaluators. However, in order to define quality in the analytical sense,
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objective measures are needed. Unfortunately, aspects of quality-of-care are

not well established in all aspects of the medical program. This is perhaps

due to the complex interaction between process and outcome which makes it easier

to define no quality or poor quality rather than to assess good quality. The

judgement of quality derives, in the main, from the standard of management

acceptable to the leaders of the profession at any given time. 22 Those standards

apply to particular situations and must, therefore, reflect current knowledge

and orientations, and are subject to change as knowledge advances and the scope

of the provider responsibility is redefined.

Quality Assurance in Health Care

Among the earliest efforts to assess adequacy of medical and nursing care

and its impact on the recipients is the work of Florence Nightingale. 23 By

comparing mortality experience in the British Armed Forces during the Crimean

War among civilian populations, Nightingale in her notes on Matters Affecting

the Health, Efficiency, and Hospital Administration of the British Army,

published in 1858, brought forcefully to the attention of the government and

the public the lack of standards of care. Although, by today's standards, the

data were crude, the report was nevertheless instrumental in bringing about

basic reforms in the living standards and health services of the British

Armed Forces. In 1908, Groves 24 issued a plea for the uniform registration

of the results of surgical operations. The basis for his plea was succinctly

stated:25

If a surgeon makes a speciality of some disease or operation and
tabulates all his own results, or another by chance has some notable
successes and records them, or the author of a textbook collects
published records of various writers and summarizes them, is it not
obvious that such collection of figures will represent the best and
not the average results?
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In order to obtain information about "average results," Groves conducted

a survey of the fifty hospitals in Great Britain with over two hundred beds.

Data from twenty-seven hospitals showed a 44% operative mortality from radical

operations for malignant diseases, 24% mortality from prostatectomy, and a 9%

mortality from appendectomy. The result of his survey raised two important

points: 1) the need to develop an acceptable standard classification for

diseases and operations that would permit comparisons of data from different

hospitals, and 2) the need to establish a follow-up system for particular

categories of diseases, that would allow assessment of long-term results.

In 1914, Codeman, a surgeon at the Massachusetts General Hospital, lamented

the lack of outcome assessment in the United States. 26

One might say that the instruction of the students is irrespective
of the results to the patients, but let us suppose, in surgery, for
example, that all the operations which have been watched by these
students have been misdirected efforts at the cure of the disease,
and the students have learned to do something which is not worthwhile
and does not really improve the patient. The product of the hospital
in this case, even as regards student instruction, would be nil-even
worse than nil. We are therefore, referred again to the classification
of disease and the results to the patients, because a student wout d
naturally wish to receive his instruction at a hospital where the
treatment was shown to be of benefit to the patients. We may then
say that the product in the number of cases treated, depends on
whether or not the cases are well treated.

In an effort to determine whether patients were well treated, Codeman

attempted to institute a follow-up system at the Massachusetts General Hospital.

Not being successful, he instituted a follow-up system in his own hospital.

From his study. Codeman was able to determine whether diagnosis was correct,

the operation was a technical success, or the patients had benefited from the

operation through an intensive follow-up system be designed.

After considering the significant contributions that Nightingale, Groves,

and Codeman made to the field of quality assurance, little substantive work was
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done during the next three decades. However, by the turn of the 20th century,

Flexner reported a study of the poor state of medical education in the nations

institutions. 2 7 His report prompted major improvements in the structure and

content of medical education in the United States. By 1913, the American

College of Surgeons was established and became the accrediting organization

that generated standards for physician's education and performance.

When interest in assessing the quality-of-care began again in the late

forties and fifties, the focus of these efforts had undergone a striking

metamorphosis. No longer was the assessment of quality-of-care based on

end-results of care. Instead emphasis was placed on examining the adequacy of

diagnostic investigations and therapeutic interventions which involved the

process of medical care.

Three landmark studies of this period were: the study of the quality of

ambulatory care provided in the Health Insurance Plan of New York City by

Morehead; 28 the study of the quality-of-care rendered in a select group of

short-term general hospitals in Michigan by Payne 29 ; and the study by Peterson30

on the quality-of-care delivered by general practioners in North Carolina.

Morehead reported that assessment relied on physicians' judgements of the

process of care, arrived at both by reviewing medical records and talking to

the physicians who gave care. Payne judged adequacy of the process of care by

comparing the information contained in the medical records against a set of

explicit, disease-specific criteria established by a group of physicians.

Peterson observed the general practioners while they were providing care,

scored their practice on the basis of adequacy of the history, physical

examinations, therapy, and type and amount of follow-up care.
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Other attempts to assess quality-of-care during the period of the 1930's

and 1940's focused on structural variables, such as innate characteristics of

physicians (e.g., age, length of training), facilities, staffing

patterns and organizational structures. The best known proponent of this type

of assessment was the Joint Commission on the Accreditation of Hospitals

(JCAH), which sent experts to hospitals to evaluate quality-of-care against a

check list of minimum standards. The first scientific method for this type of

assessment was described by Lembocke in a series of self-developed criteria for

expected physician performance.31

Perhaps the most significant contribution to the identification of the

current state-of-the-art in quality assurance in health care is described in a

monograph of a Conference on Quality Assurance of Medical Care held in January,

1973.32 The purpose of the conference was to bring together a large number of

experts, knowledgeable in quality care, who would present their views and

findings upon conclusion of the conference. Pellegrino closed the conference

with the following statements:33

The amount of effort dedicated to quality assurance, as well as the
extent and variety of approaches, is impressive. One can detect the
beginning impingement of social needs upon the health care apparatus.
But, the overall impression is that the effort is still piecemeal and
without direction. There is clear absence of a rational, consciously
developed plan applicable to the entire nation. There is no clear
focus on the social purposes to which the whole process of quality
assurance should be dedicated and from which a larger design can be
deduced.

Therefore, in spite of the many efforts, the state-of-the-art in quality

assurance still lacked a systematic plan.

Brook has written an extensive and comprehensive review of medical care

evaluation literature.3 4 ,3 5 ,3 6He pointed out major classic studies in the medical

care evaluative field emphasizing the methods rather than results obtained.
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His conclusion was that reported major studies measured the process of medical

care and not the outcome of medical care. However, process and outcome

measures should ideally be used in combination. Few studies measured the whole

of the traditional medical care process; rather, the emphasis was placed on a

single component of the process. He further concluded that when outcome was

measured, usually one of two parameters were assessed, such as mortality or

unnecessary operations. Very few studies attempted to relate the process of

medical care to the outcome of medical care. The chief reason for this

contradiction probably lies in the difficulty to define health, which is

required if outcomes form the frame of reference for the study of

quality-of-care. Health is an ambiguous concept that can be narrowly or

broadly defined to embrace fewer or more numerous areas of human performance

and welfare. 37 , 3 8 Siegel maintains that it is theoretically impossible to define

health.

This review supports several conclusions about the state-of-art of quality

evaluation which are directly relevant to a description of present day attempts

to regulate the quality of medical care. It is apparent that new conceptual

frameworks have not developed in the last two decades. Although three time

honored approaches stand out - evaluation of quality using structure, process,

and outcome criteria - there is no consensus as to which produces the most valid

judgements of quality-of-care. In each approach, judgements of quality have

been based on either implicit or explicit criteria. Here again, no consenses

exists regarding which type of judgements provide the most valid result.

Evaluation Studies on Quality Assurance

Evaluation is an essential element in a quality assurance program. Greater
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awareness of the importance of the systematic and scientific approach to the

determination of the success or failure of social institutions and their

program of activities is increasing the need for evaluation by many

disciplines. One result is a growing volume of literature dealing with the

subject of evaluation and quality assurance.

Evaluation can be defined as the process of collecting data to acquire

information for decision making. 39 Evaluation can focus on a worker's job

performance, a new procedure or a new technique. The purpose of quality

evaluation is to point out those areas of acceptable performance and give

credit to those involved in contributing to quality, and to locate those areas

of unacceptable performance where improvement can be accomplished. What

is common in the process of evaluation is the notion of judging merit. The

evaluator is examining the weighing of a phenomenon against some explicit

yardstick.40 ,41

Several studies have been done on the subject of health care evaluations.

Each has provided valuable information on the overall use of evaluation,

guidelines for conduct, and examples of applications. Schulberg, Sheldon, and

Baker have produced an excellent collection of specific studies on program

evaluation in the health fields, which include contributions on general

conceptual and methodological issues, as well as precise techniques of design

and measurement, application of findings, and experiences and problems in

implementing research findings.42

Weiss4 3 defended the field of evaluation and cautioned that evaluations

are not the drones of the research fraternity, methods and techniques drudging

away on dull issues and compromising their integrity out in the corrupt world.

Rather, an evaluator is a highly skilled researcher who can make research work

22



when it is dealing with the complexities of real people in real programs run by

real organizations.

In a conference sponsored by the American Institute of Research in 1970

a forum was provided to discuss means of solving problems encountered in using

known techniques of evaluation. Differences between ideal and actual practice

were clearly recognized as a problem. The conference ended with a recommendation

that the process of evaluation be improved in order that programs of social

change may have the proper leverage to move forward. 44

The field of education has also demonstrated concern over the lack of a

unified approach to evaluation, as expressed in a yearbook published by the

National Society for the Study of Education.4 5 Contributors pointed out that

evaluation has not kept pace with new concepts of educational practice. Too

frequently evaluators are measurement experts segregated from the changing

social and educational environment in which learning and teaching are conducted. 4 6

In the same publication, Stake and Denny concluded that there is no one right

way, no one value, no one truth. 4 7 Further, education evaluators have done

little thus far in devising procedures for establishing meaningful and useful

standards. Successful evaluation depends on recognition of many purposes,

many outcomes, and many values and it depends upon a methodology that portrays

these complexities throughout the educational process.

There is an agreement by most authors of evaluation literature that

evaluation should be a continuous process in every social action program because

its findings can serve to modify goals and provide insight to redesign certain

aspects of the program. There is also agreement that the task of determining

the effectiveness of an entire program is extremely difficult. As the program

becomes more complex, so do the problems of evaluations as Suchman pointed

23



out . 4 8

It is not so much the principles of research that make evaluation
so difficult, but rather the practical problems of adhering to these
principles in the face of administrative considerations.

Theories of Organization

In reviewing the literature only slight differences were found in the way

various theorists view organizations conceptually. Stogdill defines the

organization as a structured system of behavior with the position and roles

accompanying it have the potential of being prestructured.49 Barnard views the

organization as a system of consciously coordinated personal activities or

forces, a system of interrelated activities. 50 Thompson depicts an organization

as a highly rationalized impersonal integration of a large number of

specialists operating to achieve some objective, upon which is superimposed a

highly elaborate structure of authority. 5 1 Davis describes an organization as

groups of people w orking together to accomplish an objective. 5 2

Henry Tosi explains five generic characteristics of organization he has

found in his research of organization theory. These are discussed below: 53

1. Large size is an implicit characteristic. In general,
organizations treated in theory are of such a size that
within them it is extremely difficult, if not impossible,
to maintain close interpersonal relationships with a large
nunber of the members, relative to the total membership.

2. Formalization derives partially from the large size of
the organization and the need for some kind of control
structure. Formalization simply means that procedures and
policies are written and stated in such a way that they
become stable, quasi-permanent directions, ranging from
very general to very specific, for interaction and decisions.
It provides a degree of stability to interaction patterns,
regardless of the incumbent of the position in the
organization.
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3. Rationality is another attribute sought by large
organizations. The purpose of imposing a structure
is to bring order to a system of activities intended to
achieve a goal. The system should be ordered on the
basis of "logic and science." The activities of the
members should be directed toward the goal. If activities
are goal-directed, then resources can be more effectively
utilized. Rationality is partially achieved by "goal factoring."
The organization has a general goal. This goal is factored,
or broken down into subgoals. These are assigned to lower-level
units. If these units achieve their purpose or goal, the general
organization goal will be attained. Individuals in lower-level
units essentially "assume" the goal of the unit when they accept
a position. In addition to the obligation, an incumbent will have
certain prerogatives to allocate organization resources to
accomplish these subunit goals. These prerogatives are often
called "authority".

4. Hierarchial structure is therefore related to the nature of
the factored goals. Hierarchy is the existence of different
degrees of authority at various levels of the organization. It
is the chain of formal authority relationships from the top of
the structure to its bottom, tying different levels of the
organization together. The degree of authority at a particular
level may be defined in terms of the range of discretion an
individual has over resource allocation, both physical and human.
In general, individuals in higher positions tend to have greater
discretion and are accorded more status and deference than those
at lower levels. It is through the authority structure that the
various activities of the organization are tied together in order to
achieve some degree of coordination in attaining goals.

5. Specialization is another dimension of the complex
organization. Specialization refers to the particular grouping
or configuration of activities performed by an individual. The
range of activities assigned to a particular position, or individual,
should be "rationally" grouped in such a way as to make sense in
terms of effectiveness and efficiency. Specialization may be one
two types. First it may refer to the division of labor. The
particular task is analyzed and broken down into subtasks, which are
its primary components. An individual then is assigned to perform
these subtasks, which are essentially simpler and more repetitive
than the total task requirements required to achieve a result.
The individual is able to learn the tasks quickly and also its
concommitant skills.

Drawing on organization theory, a hospital is an organization, therefore

requiring leadership and management to exist. Peter F. Drucker asserts that an

organization exists for a specific purpose and mission, a specific social

function.54 Thus the organization known as a hospital is no different and based
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on the value system of our society, the social contract, has a great social

responsibility. Additionally, Kerr White explains the social contract that

exists between health care and society. The present system will not be allowed

in the provision of health care if it does not meet the perceived needs of

society. 5 5

One of the foremost concerns with the health care organizations today is

fulfilling the social demand and social responsibility to provide delivery of

quality health care. The milieu surrounding hospitals is quality assurance and

meeting this need within the organization.

Structure

Drucker feels structure is a means to attain the objectives of an

institution. Therefore, logically one must start with objectives and strategy

to finish with a structure, i.e. structure follows strategy. An effective

structure makes possible achievement of objectives and purpose of an

organization. 56

Structure may be defined as the establishment of a pattern of relationships

among the components or parts of an organization. Structure is prescriptive

and the result of explicit decision making. It serves as the blueprint of the

relationships of activities, represented by a printed chart, and set forth in

organization manuals, position descriptions, and other formalized doclments.

It functions as the general framework, delineating certain perscribed function

and responsibilities among them. 57
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Koontz, O'Donnel, and Weichrich define an organization structure as a

functional element consisting of either a person or group of persons, such as a

department or branch that has been designated to meet and accomplish

organizational goals and objectives. 5 8 This definition will be used in this

research project, i.e., a person performing the organizational duties of QA/RM

is a QA/RM Coordinator. The QA/RM office is a group of persons under one

office performing the duties.

Control

Over twenty-five years ago Lembcke stressed that the purpose of QA systems is

to insure that the full benefits of medical knowledge are applied effectively

to meet patient needs. 5 9 Since Lembcke's seminal work on QA, the other major

components of QA systems, criteria setting and measurement of performance, have

undergone extensive research and testing. Extant today are numerous

methodologies of sufficient reliability and validity to measure and detect

large variations in quality of care. Several studies of the effectiveness of

QA systems, most notably the 1976 study by the Institute of Medicine, have

found that their major failing is not in the quality assessment components of

QA systems but in the quality assurance components, i.e., closing the education

feedback loop so that assessment results are applied to improve physician's

behavior in ordering services.60 ,61,62

1979, Michael Goran, a former director of the Professional Standards

Review Organization (PSRO) program responsible for overseeing the quality and

efficiency of hospital care, commented:

The evalution that has taken place in PSRO hospital review
improves the local PSRO's ability to detect problems in the
quality and utilization of hospital services. Nowhere near
the same progress has been made in correcting problems once
they are detected.63
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To determine the reasons for this failure to close the educational feedback

loop one must examine and contrast three methods of control intended to apply

the results of assessment to quality assurance.

Laissez-Faire Self-Control

The first method, the one most commonly used in QA systems is laissez-faire

self-control. Most QA systems, recognizing the medical profession's claims to

autonomy and self-control, have delegated to physicians the function of

providing feedback of quality assessment results. The method typically

advocated is one requiring the provision of continuing medical education. This

method, often associated with medical audit, is characterized by retrospective

feedback (i.e., after a patient's hospital discharge) of assessment results

coupled with an educational program designed to remedy deficiencies in medical

knowledge detected by the assessment. Despite a few notable successes, the

bulk of studies evaluating the effectiveness of continuing medical education
have found little or no improvement in quality.64 ,6 5,66 A number of reasons can

be posited for this lack of effectiveness:

1. the educational efforts - whether informal discussions with
members of the medical staff or formal lectures on the assessment
topic - is frequently not sufficiently relevant to the asses -ment
topic and detected deficiencies in treatment-

2. participation in the educational effort is usually voluntary,
leaving the possibility that those who could most benefit do not;

3. the retrospective nature of the feedback is temporally
divorced from the actual treatment of patients;

4. the deficiencies in treatment result less from inadequate
knowledge than from inadequate application of knowledge.
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Requlatory Control

When laissez-faire self-control has failed, achieving control is sometimes

attempted through regulation by agencies external to physicians and hospitals.

Regulatory controls can be characterized by the imposition of rules, regulation

and sanctions that serve to define acceptable medical practice and limit the

discretion of individual practioners. Examples of such controls include the

Medicare requirement for certification and recertification of a patients need

for hospitalization, the requirement of a patients need for hospitalization,

the requirement of many Medicaid programs for pre-authorization of admissions,

health care insurer's retroactive claims denials, and the use of the legal

system to enforce physician and hospital liability in the rendering of quality

care.

As with continuing medical education, there are a few studies documenting

the effectiveness of this approach. 6 7 , 6 8 The majority, however, are inconclusive

or show no improvement in physician's performance in ordering necessary and only

necessary services. 6 9 , 7 0 , 7 1 ,72,73,74 Critics of regulatory controls argue that they

engender hostility and resistance from physicians and often result in denying

patients access to necessary services-in large part because physicians feel

harassed by the "bureaucracy" involved in certifying the necessity of such

services. Other critics maintain that much of the improvement ostensibly

caused by regulatory control is merely "paper compliance" resulting from

improved documentation in medical records. Moreover, resorting to the courts

to enforce quality compliance may have the untoward consequence of increasing

provision of unnecessary services because physicians feel they must practice

"defensive medicine."
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As discussed, regulatory controls do have a constructive role to

play in the design of effective QA systems. This role, however, is limited to

situations in which cause-effect (i.e., therapeutic process-outcome) relations

are relatively certain and subordinate to control by "mutual adjustment."

Control by Mutual Adjustment

The third method of control, mutual adjustment, is characterized by

providing systematic feedback governed by professional discretion in the use of

its informational content. Control by mutual adjustment is similar to the

laissez-faire self-control in that it employs feedback of assessment results to

activate self-control. It differs from laissez-faire self-control, however, in

that the feedback is systematically provided, typically on a concurrent basis.

The feedback is provided to a particular physician about a particular patient

at the time the physician is treating the patient in the hospital. Thus, the

feedback is relevant to that particular situation and is temporally associated

with the therapeutic decision-making process for the situation.

Compared with regulatory control, control by mutual adjustment shares the

characteristics of providing information that intrudes on the physician's

decision-making process. However, with regulatory control the information is

in the form of rules and regulations prescribing the appropriate manner for

ordering (or not ordering) services. With control by mutual adjustment, the

feedback is not necessarily prescriptive- rather it is timely information about

the patients progress toward the expectations of the QA system. Specifically,

the informational content relates to the service ordered to restore the

patients' health (i.e., the medical care outcome). Futhermore, where

regulatory control employs sanction to enforce the expectations contained in
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rules and regulations, control by mutual response permits the physician to

employ his or her own discretion in deciding it and how to use the

expectation implicit in the feedback. The intent of the feedback is to provide

the physician with information about the service ordered that he or she can use

in the decision-making process, not to provide rules to replace this process.

The argument that mutual adjustment is more likely to achieve control

in QA systems is a result of the intensive technology necessary to cope with the

recipocal interdependence of therapeutic tasks and the patient in an acute

hospital environment. This interdependence makes therapeutic tasks what

William Scott terms "active tasks": activities performed against an object (in

this case, a hospitalized patient) offering variable and unpredictable response

to the desired outcomes of the activites. 75 In other words, cause and effect

between the process and outcome of care is uncertain and dynamic. Each patient

has unique needs, and a hospital must offer custom services designed to meet

these needs, and achieve the desired patient outcome. In these individually

varying situations, unlike long-linked technology, the mosL dp.LupLiate method

of controlling task performance is to permit individual workers to exercise

discretion in handling their tasks:

The proportion of errors associated with performing active
tasks can be reduced by allowing individual performers to
assess the amount of resistance [to achieving the desired
patient outcome] with which they are confronted at a given
time and to adjust their activities accordingly.

76

To the extent that this discretion is permitted, subdivision of these

tasks among several individuals is not desirable according to Scott. Similarly,

a regulatory mechanism to coordinate and control these tasks activities of a

regulatory control mechanism ay will be "inappropriate to meet the particular

amount of resistance encountered at a given time, [thus] standard approaches to
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active tasks will entail a high proportion of errors or failures."7 7 The

regulatory approach to QA would thus fail because of incongruity with the

active tasks and reciprocal interdependence of the therapeutic process of caring for

hospitalized patients. Instead, considerable discretion, congruent with the

amount of resistance encountered in the task, should be permitted to physicians

in selecting the task activities appropriate for providing quality health

care.

Studies Within the Military Health Care Sector

Within the military there are few studies available in the literature.

O'Brien, King, and Mangelsdorff looked at the feasibility of the Army Medical

Department (AMEDD) constructing a list of Quality of Care Indicators with which

it could monitor the care given in its hospital system. They concluded that

rather than constructing a single list of indicators the AMEDD should utilize

automated patient data systems to allow the construction of varying lists of

indicators tailored to the unique needs of individual users. The study also

concluded that the management of quality assurance programs at the MEDCOM level

requires different management techniques than previously envisioned by the

AMED.78

Piper determined the need for a Quality Assurance organization structure

within the health care institutions to meet JCAH quality assurance standards.

To determine the need, he distributed questionnaires to hospital staff and Chief

Executive Officiers (CEO) of hospitals within the United States. As a result

of his study, Piper recommended that an institutionalized education program be

developed to improve the staffs level of awareness toward quality assurance.

Additionally, he recommended a quality assurance coordinator as part of the
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organization structure element leading to the development of a QA department

within five years. 7 9 Baker evaluated the current QA reporting, documentation,

and the problem identification-prioritization-resolution system at Kenner Army

Community Hospital against JCAH standards and Health Services Command (HSC)

regulations, identified areas of noncompliance, and recommended polices and

procedures to correct these deficiencies.80 Baker also evaluated patient

perceptions and staff opinions as to the value of these perceptions in QA

activities.81
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CHAPTER III

DISCUSSION

Chapter I of this paper dealt with the development of the problem and

the problem analysis which ascertained the problem to be the determination of

the optimal feasible model for the quality assurance/risk management program at

Naval Hospital, Bethesda. Additionally, criteria were designed with which to

evaluate both the existing and the proposed program. These criteria were:

1. The QA/RM program shall meet the standards set forth by JCAH in their
Accreditation Manual for Hospitals.

2. The QA/RM program shall meet the requirements set forth in BUMED
Instruction 6320.62 by Naval Medical Command.

3. There shall be 100% compliance by all departments/divisions within
Naval Hospital, Bethesda in maintaining the tracking system for QA/RM problems.

4. The QA/RM program shall result in less than 2% of the QA/RM problems
forwarded to the QA/RM Committee being deemed by the Committee as having been
solvable at the department or directorate level.

Chapter II consisted of a through literature review of the pertinent

areas of quality assurance applicable to the problem. The knowledge gained

during the literature review will now be applied during the discussion of the

existing and proposed program. From this foundation, Chapter IV will cover the

conclusions and recommendations drawn from the prior chapters.

General Information

The Naval Hospital, Bethesda is a complex, multi-specialty, tertiary care

facility located in the metropolitan Washington, D.C. area. The hospital, with

544 beds and twenty outpatient clinics, requires more than 2,000 personnel to

operate efficiently. A breakdown of professional, technical, skilled, and

unskilled labor requirements follows:

39



Military Enlisted Personnel

397 General service hospital corpsmen 12 ENT technicians
14 Cardio-pulmonary technicians 35 X-ray technicians
17 Occular technicians 28 Pharmacy technicians
9 Physical Therapy technicians 5 EEG technicians
42 Operating Room technicians 7 Urology technicians
39 Neuropsychiatric technicians 3 Dermatology technicians
101 Laboratory technicians 8 Dental technicians
9 Respiratory Therapy technicians 43 Other technicians
6 Nuclear Medicine technicians 8 Other Enlisted

Military Officer Personnel

408 Physicians 12 Dentists
185 Nurses 8 Chaplains
4 Physician Assistants 4 Dietitians
20 Health Care Administrators 6 Optometrists
9 Therapists (PT/Or) 11 Pharmacists
14 Medical Technologists 16 Psychologists
4 Radiation Specialists

Civilian Personnel

164 Nurses 15 Social Workers
11 Nurse Practitioners 44 LPNs
49 Medical Technologists 10 Pharmacists
259 Other professional/clerical 142 Skilled/Unskilled labor

Naval Hospital, Bethesda also functions as a primary receiving facility

for patients requiring special care referred from Europe and the northeastern

United States. Annual workload for the hospital included more than 674,500

ambulatory visits, more than 177,000 inpatient days, more than 1,000 births,

and more than 6,000 surgical procedures during calendar year 1982.

Due to the size and complexity of the hospital, the number of personnel

involved, and the workload of the facility, the quality assurance/risk

management program has become a major task. JCAH states "The hospital shall

demonstrate a consistent endeavor to deliver patient care that is optimal

within available resources and consistent with achievable goals. A major

component in the application of this principle is the operation of a quality
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assurance program."l To fulfill this principle JCAH's standard states "There

shall be evidence of a well-defined, organized program designed to enhance

patient care through the ongoing objective assessment of important aspects of

patient care and the correction of identified problems."2  Additionally,

Naval Medical Command has issued the policy statement, "Each medical center,

hospital and clinic shall demonstrate a consistent endeavor to deliver health

care that is optimal, within available resources, and consistent with the

mission of the command." 3  Charged with meeting the standards of, and

being accredited by JCAH, Naval Hospital, Bethesda has faced a tremendous task.4

The evolution of the QA/RM plans can be seen in the pertinent instructions

in appendices D, E, and F. An additional influence on the evolution of the

program was the difficulty with the JCAH Survey in November 1981.

Existing QA/RM Program

To understand the existing QA/RM program, the quality assurance/risk

management organizational structure pre-reorganization of the Navy Medical

Department must be contrasted to the organization of the QA/RM program after

the reorganization. Pre-reorganization, the Quality Assurance/Risk Management

Program was coordinated by a Quality Assurance Coordinating Committee

consisting of the Director of Clinical Service, Director of Administrative

Services, Chief of Nursing Service and such other members as might be appointed

by the Commanding Officer. Copies of all minutes of the various

Department/Service meetings were forwarded to the committee for monitoring,

assessment and making recommendations, as necessary, to the Commanding

.Officer for appropriate action. All minutes of the various committees and

reviews under the sections of the surveillance activities, regional activities,

safety activities, and risk management activities, as seen in appendix G, were
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forwarded to the committee for monitoring, assessment, and recommendations, as

necessary, to the Commanding Officer for appropriate action. The Committee was

assisted by a Quality Assurance Coocdinator.

By October, 1982, due to the difficulty with the November, 1981, JCAH

Survey and the reorganization of the Navy Medical Department in October, 1982,

the organization of the QA/Rm program had evolved to a QA/RM Committee

consisting of the QA Director as chairman, the Director of Medical Services,

the Director of Surgical Services, the Director of Nursing Services, Director

of Ancillary Services, and the Director of Hospital Administration. Copies of

all minutes of the various Department/Branch meetings are forwarded through the

Directorates to the Command QA/Rm office staff with documentation of QA/RM

problems identified and corrected or identified and referred to the QA/RM

Committee as seen in appendix H. The military staff of the Q.A. office are

special assistants of the Commanding Officer and report directly to him in all

QA/RM matters. The staff serves as advisors to the directors, department

heads, and advises and investigates for the QA/RM Committee and the

Commanding Officer. Only with approval of the Commanding Officer or Executive

Officer will the QA staff investigate problems on the department or directorate

level. The office is tasked with ensuring compliance with all Navy Department,

Naval Medical Command, Naval Hospital and JCAH quality assurance standards are

being adhered. The QA staff also oversees the JCAH accreditation process. The

staff has full access to all minutes, reports, command files and meetings of

the Naval Hospital and full access to all hospital spaces.

The QA Committee initiates QA investigations when necessary, acts upon

problems referred from either the Directors or the Commanding Officer, and

provides the Executive Committee of the Medical Staff with monthly reports.

The committee has a representative from each directorate and has whatever
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inhouse or outhouse consultants that are required. The Committee meets

monthly. Any problems which cannot be corrected by the Committee are referred

to the Commanding Officer with documentation stating why the problem cannot be

corrected on lower levels.

Following is how a problem, once identified is put into the tracking

system. The problem is documented through the entire process. Copies of

documentation must be provided to the area identifying the problems from all

levels of the QA ladder.

1. Quality Assurance problems are identified by all members of the staff
and users. Most problems originate at the Department level. Documentation
begins at this level using the formaL demonstrated in appendix I. Problems
identified at the Department level are noted in the monthly staff meeting
minutes with status and action being noted. Problems are then listed on the QA
Problem Status Records shown in appendix J. and included with the monthly
report. The monthly report with the problem flow sheet is then submitted to
the Department Head's Director.

2. The Directors then review the submitted monthly reports and attempt
to correct problems referred by the Department Heads. This action is the most
important in correcting problems in a speedy manner. Communication between the
Directors should usually get most problems corrected. The Enlisted QA
Coordinator assigned to the Director makes a list using the QA Problem Status
Record of all problems referred to the Director by his Department Heads. The
list is reviewed by the Director weekly. All actions taken by the Director
must be documented and a copy given to the referring department. Problems that
cannot be corrected by the Director will be forwarded to the QA office for
investigation and possible action or referral to the QA/RM Committee. The flow
of this process is depicted in figure 1.

3. The QA/RM Office then reviews all problems submitted and
investigates those problems being reviewed by the QA/RM Committee. Those problems
that can be handled and corrected by the QA/RM staff using the authority
granted to it by the Command are documented with the steps taken to correct the
problem. The documentation is then reviewed by the QA/RM Committee at its next
scheduled meeting. Problems not corrected by the staff are put on the QA/RM
Committee agenda. The Committee should take an aggressive problem solving
approach and all actions are d .umented. Results of the Committee are
forwarded to the Commanding Of icer. All problems not resolved by the
Committee are forwarded to the Commanding Officer with all documentation: This
process is depicted in figure 2.

4. The Commanding Officer is the final step in the QA/RM process.
Actions taken at this level are final.
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The aforementioned quality assurance flow cycle depicts the QA/RM Program

as structured in the QA/RM Plan for Naval Hospital, Bethesda. If the plan is

compared with five essential components of a sound quality assurance program as

stated in the JCAH Accreditation Manual, on paper the plan could be said to

meet the requirements as stated below: 5

1. Identification of potential problems, or related concerns,
in the care of patients.

2. Objective assessment of the cause and scope of problems or
concerns, including the determination of priorities for both
investigating and resolving problems. Ordinarily, priorities
shall be related to the degree of impact on patient care that
can be expected if the problem remains unresolved.

3. Implementation by appropriate individuals or through
designated mechanisms of decisions or actions that are designed to
eliminate, insofar as possible, identified problems.

4. Monitoring activities designed to assure that the desired result
has been achieved and sustained.

5. Documentation that reasonably substantiates the effectiveness
of the overall program to enhance patient care and to assure
sound clinical performance.

However, the manual does not describe how to achieve and manage the

program. This is where the existing program did not meet the full intent of

the JCAH standards. The existing program in actuality was not resulting in

"implementation by appropriate individuals or through designated mechanisms of

decisions or actions that are designated to eliminate, insofar as possible,

identified problems."6  Instead, the problems were being identified by the

department/branch, forwarded to the directorate, and usually then forwarded to

the QA/RM Committee without any action or staffing work having been done. It

evolved into a "pass-the-buck" situation with all items being forwarded to the

QA/RM Committee, including those that could have been handled on the

department/branch or directorate level. Therefore, Criterion 1 of this study

was not being meet by the existing QA/RM Program.
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Criterion 2 of this study required that the program meet the

requirements set forth in BUMEDINSTRUCTION 6320.62. The requirements are as

follows:7

1. A comprehensive systems approach to developing and maintaining
a quality assurance/risk management program.

2. A problem focused approach for reviewing and evaluating patient
care and clinical performance.

3. Integration/coordination of all quality review assessment
activities by services to minimize duplication, enhance communication,
and reduce cost.

4. An annual program assessment.

5. Evidence of improvement in patient care and/or clinical performance.

Here again, the existing program on paper meets the requirements, but

not in actuality. Requirement 3 is not met due to the department/branches and

directorates making little effort to solve their problems and forwarding

everything to the QA/RM Committee for resolution.

Criterion 3 of this study required 100% compliance by all

departments/divisions within Naval Hospital, Bethesda in maintaining the tracking

system for QA/RM problems. To determine compliance, it was decided to sample

the departments/branches within Naval Hospital, Bethesda and on the basis of

documents determine whether the tracking was done. It was determined to use the

Directorate of Ancillary Services as the sample. This directorate encompases

Laboratory Services, Pastoral Care, Physical Therapy/occupational Therapy,

Radiology/Nuclear Medicine/Radiation Oncology, Social Work, and Pharmacy. Due

to the size and complexity of services covered by the directorate, it was felt

that it would serve as a good estimator. Each department/branch and

directorate is required to submit a Quality Assurance Problem Status

Record (PSR) as seen in appendix I with the minutes of the monthly meetings.

These status reports were studied. For the departments/branches, it was
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determined that of the 46 problems found on the status reports between August

1983 and October 1983, 10 were lost form the tracking system for at least one

month or completely (21.7%). Additionally, of the problems referred to the

directorate, two problems were not picked up by the directorate in its status

report. Therefore, the existing plan does not meet Criterion 3 of this study.

In order to determine compliance with Criterion 4, less than 2% the QA/RM

problems forwarded to the QA/RM Committee being deemed by the Committee as

having been solvable at the department or directorate level; the minutes of the

QA/RM Committee meetings of August 1983 to October 1983 were reviewed. Of the

19 new problems referred to the committee in this time frame, 12 (63.2%) were

referred by the committee back to the directorate or department. This does not

meet Criterion 4.

Proposed QA/RM Program

After analyzing the existing QA/RM Program and determining that the program

did not meet the criteria of this stucly, it was necessary to determine what was

needed to bring the program int- compliance. It was determined that the main

problem area was the cer-tralized program. Therefore, it was felt that the

optimal model would be one of decentralization of the QA/RM Program as

reflected in figure 3. This model would lend itself to a more efficient

tracking mechanism of QA/RM problems and referral to the QA/RM Committee.

This should result in more action being taken at the lowest level possible within

the organization. Additionally, it was decided that there should be a designated

person within the office of the Director of each directorate, who would be

responsible for the tracking and documentation of quality assurance problems

within the directorate. Only the quality assurance problems determined to be
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beyond the resources of the directorate to handle and requiring command action

would be forwarded. With each directorate responsible for action, documentation, and

tracking of the problems identified, the tasking is decentralized allowing the

QA/RM Office to concentrate on the higher priority issues to the command and a

better utilization of the time and personnel of the office.

After approval of the proposed system, a meeting was held on 07 September

1983 with the Directorate QA Coordinators outlining the new responsibilities

and actions to be taken. The proposed system on paper meets the criteria

determined for this study. However, in order to determine the effectiveness of

the system, sampling of documents was necessary. Again, the Directorate of

Ancillary Services was utilized. After analysis of the minutes and problem

status reports, it was determined that of the 11 new problems documented by the

departments within the directorate, between November 1983 and February 1984

only 1 problem (9.1%) was dropped out of the status report without reflecting

completion or referral. Additionally, it was determined that of the 3 new

problems referred to the directorate, none were lost from the tracking mechanism.

Futhermore, no problems referred to QA/RM Committee were determined by the

committee to be inappropriate referrals and returned to the directorate. It is

felt the proposed system meets the criteria of this study.

1 Joint Commission on Accreditation of Hospitals, Accreditation Manual for
Hospitals, 1983 ed. (Chicago: Joint Commission on Accreditation of Hospitals,
1982), p. 151.
2

Ibid.
3

U.S., Department of the Navy, Bureau of Medicine and Surgery, Health Care
Quality Assurance/Risk Management Program, BUMEDINST 6320.62, Washington,
D.C., 29 May 1981, p. 1.
4

Ibid.
5

JCAH, Accreditation Manual for Hospitals, p. 152.
6

Ibid.
7

U.S., Department of the Navy, Bureau of Medicine and Surgery, Health Care
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Quality Assurance/Risk Management Program, BUMEDINST 6320.62, Washington,
D.C., 29 May 1981, pp. viii-ix.
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CHAPTER IV

CONCLUSIONS AND RECOMMATIONS

Conclusions

A comprehensive study of the current literature on quality assurance/risk

management has been conducted. A tremendous amount of literature is available.

Therefore, only the areas of trends and factors leading to the development of

quality assurance, legislative and organizational influence on quality

assurance, quality of care, quality assurance in health care, evaluation,

organizations, structure, control, and studies within the military health care

system were covered. An analysis of the existing QA/RM Program was done

utilizing the predetermined criteria of this study. After determining the

non-compliance of the program, the weak points of the program were analyzed

leading to the model of the proposed QA/RM Program. On paper the proposed

model met the predetermined criteria, however, a sampling of the documents and

records was done. On this basis the proposed model was determined to meet the

criteria of the study. However, this determination was based on a sampling of

one directorate and four months of documents of the department/branch,

directorate, and QA/RM Committee.

Recommendations

Because of the short time frame of the analysis of the proposed QA/RM

Program, it is recommended that the proposed program be reassessed after six months,

utilizing the established criteria. Additionally, in order to maintain control

within the program, the Command QA/RM Office must set up monitoring of the

records of each Directorate QA Coordinator to establish compliance with the new
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program.

Although the decentralization of the tracking of the departmental and

directorate QA problems will decrease the tremendous load in the QA/RM office,

the office must still track the problems referred to the QA/RM Committee,

coordinate activities, and monitor the work done within the directorates.

Therefore, it is recommended that a numbering system be incorporated in the

problem status reports of the departmental, directorate, and command. This

would facilitate monitoring and tracking of identified problems. it is

suggested that the Command QA Department issue specific memorandum guidance on

a master numbering system for use by all departments reporting quality

assurance problems via monthly meeting minutes. The system could utilize the

departments' organizational code (TRI-SARD: 52), the year the problem was

identified (1984), the chronological order of its being recorded, and the

level at which the problem is accepted for resolution and monitoring (Dept.,

Dir., or Com.), e.g., "TRISARD Implementation Status Report response strategy"

52-84-01-Com. The master numbering system has the added benefit of being

easily converted to a computerized tracking system.

Because of the size and complexity of the requirements of the QA/RM

Program at Naval Hospital Bethesda, it is felt that a computerized system is a

requirement to effectively coordinate, integrate, and monitor the quality

assurance activities of this hospital. With computer support, the quality of

the QA process could be stressed by the command QA office rather than the

tremendous manual effort.
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APPENDIX A

Definitions



The following definitions are offered to help clarify the terms used in

the study.

Ambulatory Health Care Center: A public or private organizational unit

which provides directly or through contractual arrangements health care

services to meet the needs of non-institutionalized or non-housebound patients.

Assessment: An evaluation of how all objectives have been achieved

according to specified standards and criteria.

Categories: General organizational structures which can be used to

define patient populations (e.g., nutritional diagnosis, developmental stages).

Characteristics: Refers to the distinguishing features of the model

components.

Competency: Is the minimum knowledge, skills, affective behavior,

and/or judgment which a person is certified to posses based on a set of

criteria and level of expectation.

Criteria (criterion): Designates variables selected as relevant

indicators of the quality of health care; measures by which health care

is judged as good; predetermined elements against which aspects of the quality

of health service can be compared. They are developed by professionals relying

on professional expertise and on the professional literature.

Effectiveness: The extent to which pre-established objectives are

attained as a result of an activity.

Efficiency: Is the attainment of quality health care reviewed in

relationship to the manpower, supply, equipment, space and other resources of

the provider and appropriateness, acceptability and cost to the consumer.

Health Care: Consists of elements concerning the health of an

individual including environment, nutrition and patient care.
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Health Care Consumer: An individual who is a user of health care

services or a potential patient and whose primary source of income is not based

on the delivery of health care or health care products.

Non-Physician Health Care Practitioners: Those health professionals who

(a) do not hold a Doctor of Medicine or Doctor of Osteopathy Degree; (b) are

qualified by education, experience and/or licensure to practice their

profession; and (c) are involved in the delivery of direct patient care or

services in hospitals and other institutional or non-institutional settings.

Norms: Numerical or statistical measures of usual observed performance.

Norms are derived from aggregate information related to the health care

provided to a large number of patients over time.

Outcome: Is the measurable end-result of care that is shown by the

change in the state of health of the client after an intervention is given.

Patient: Any recipient of health care services.

Process: Is the sequence of events and activities involved in the

delivery of health care.

Peer Review: The formal assessment of health care practitioners of the

quality and efficiency of services rendered or provided by other members of

their profession.

Quality: A group of properties characterized as "good"; the degree of

excellence.

Quality Assurance: Activites performed to determine the extent to which

a phenomenon fulfills certain values and activities done to achieve changes in

practice that will assure the highest level of performance.

Quality Assurance Program: One that includes the establishment of a set

of standards and criteria, and for the assess..ent of the level of practice in

terms of those standards and criteria. It allows for the actual change in the
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behavior of the professionals who will translate the findings of assessment

into changed behavior that is useful socially and of benefit to the patient.

Quality-of-Care: Involves two concepts: The quality of the technical

care, and the quality of the art of care.

Technical Care: Refers to the adequacy of the diagnostic and

therapeutic process.

Art of Care: Relates to the milieu, manner, and behavior of the

provider in the delivery of care and communicating with the patient.

Reliability: Consistency with which a measure yields similar outcomes

or repeated measures of the same phenomenon.

Standard: An established measure of quality or value, an example for

comparison and a criterion of excellence.

Structure: Includes consideration of the purpose of the institution,

agency or program, and its legal authority to carry out the mission-

organizational characteristics: fiscal resources and management; qualifications

of health professionals and other workers; physical facilities and equipment

and status with regard to accreditation, certification or approved by

appropriate voluntary or governmental bodies.

Validity: Degree to which a measurement has produced a "true"

representation of the phenomenon being measured without the influence of other

phenomena.
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APPENDIX C

Naval Hospital, Bethesda
15 December 1982

Organizational Charts
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NATIONAL NAVAL MEDICAL CENTER

BETHESDA, MARYLAND 20014 it REPLY ftEP1N TO

NNMCINST 6320.14B
NNMC:CO2A:yl

2 February 1981

NNMC INSTRUCTION 6320.14B

From: Commanding Officer, National..Naval Medical Center, Bethesda, Maryland%20014

Subj: Quality Assurance Program

Ref: (a) Accreditation Manual for Hospitals, JCAH, 1981
(b) The Quality Assurance Guide, JCAH, 1980
(c) BUMEDINST 6320.54, Medical Care Evaluation

Encl: (1) National Naval Medical Center, Bethesda, Maryland
Quality Assurance Program

(2) National Naval Medical Center, Bethesda, Maryland
Quality Assurance Organization Chart

1. Purpose. To insure the highest quality of patient care is provided through-
out the National Naval Medical Center through implementation of a comprehensive,
coordinated, and integrated Quality Assurance Program in accordance with refer-

ences (a) through (c) and enclosures (1) and (2).

2. Cancellation. NNMCINST 6320.14A

3. Background. The Joint Commission on Accreditation of Hospitals requires
that a hospital demonstrate a consistent endeavor to enhance the delivery of
quality patient care that is optimal within available resources and consistent
with achievable goals. To demonstrate compliance with this requirement, each
medical care facility must have a written plan which defines a comprehensive
organized program designed to coordinate all quality assessment activities,
provide for identification and the correction of identified problems, follow-
up on corrective action taken and at least an annual evaluation of the plan.

4. Action. The Quality Assurance Program outlined in enclosures (1) and (2)
is hereby established as the official program for the National Naval Medical
Center. Any command instructions or notices in conflict with this instruction
will be modified to conform to therequirements of enclosures (1) and (2). In
addition to the specific responsibilities and duties outlined in enclosure (1),
the following general responsibilities exist in this program:

a. Chiefs of Service/Departmental Chairmen, and all other individuals
in positions of authority will support and participate in the Quality Assurance
Program to the fullest extent. In addition, they will ensure that personnel
within their areas of responsibility are fully aware of the goals and objec-
tives of the Quality Assurance Program as delineated in references (a) through
(c) and as established by this instruction.
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NNMCINST 6320.14B

b. All staff members shall familiarize themselves with the requirements
of the Quality Assurance Program and should report areas of concern through
the chain of command for evaluation through the program established herein.

5. Evaluation. The Quality Assurance Program shall be reviewed, at least
annually to assure that the program is operational, comprehensive, and
.effective in improving patient care, clinical, and administrative performance.

Distribution:
I.c., III, V.a.
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NNMCINST 6320.14B

2 FO~ iopi
NATIONAL NAVAL MEDICAL CENTER, BETHESDA, MARYLAND

QUALITY ASSURANCE.PROGRAM

Purpose. The goal of the National Naval Medical Center's Quality Assurance
Program is to maintain and enhance the delivery of quality health care that
is optimal within available resourtes and consistent with achievable goals.
This goal is to be achieved through analysis, review, and evaluation of
clinical and administrative practices within the Hospital. The objectives
of the Quality Assurance Program are to monitor, coordinate, and integrate
quality assurance activities and to focus on accountability for such activities.

Scope/Comprehensiveness. Every person attached to and working at the National
Naval Medical Center affects the quality of health care given either directly
or indirectly. Therefore, it is everyone's responsibility to assist in identi-
fying problems and effecting their solutions. The Chairmen/Chiefs of the
Clinical Services and the Chiefs of the Administrative Services are responsible
for an on-going, active program to identify, resolve if possible, and monitor
results in their areas affecting the quality patient care.

Administration/Coordination. The Quality Assurance Program at the National
Naval Medical Center shall be coordinated by a Quality Assurance Coordinating
Committee consisting of the Director of Clinical Services, Director of Admin-
istrative Services, Chief of Nursing Service and such other members as may be
appointed by the Commanding Officer. Copies of all minutes of the various
Department/Service meetings will be forwarded to this committee for monitoring,
assessment and for making recommendations, as necessary,.to the Commanding
Officer for appropriate action. All minutes of the various committees and
reviews under the sections of the surveillance activities, regional activities,
safety activities, and risk management activities, as delineated in enclosure
(2), will be forwarded to this committee for monitoring, assessment, and recom-
mendations, as necessary, to the Commanding Officer for appropriate action.

Responsibilities

Commanding Officer. The Commanding Officer has the sole power to approve or
disapprove any decision or recommendation pertaining to health care at the Nation-
al Naval Medical Center.

Executive Committee. The Executive Committee shall provide support for the
Quality Assurance.Program by ensuring staff compliance with recommendations
that are essential to achieve the goals and objectives of the program.

Director of Clinical Services. The Director of Clinical Services shall be
responsible for the operation of the Quality Assurance Program in the clinical
services and shall meet at least monthly with the chiefs of clinical services to
coordinate such matters.

Director of Administrative Services. The Director of Administrative Services
shall be responsible for the operation of the Quality Assurance Program in the
administrative services and shall meet at least monthly with the chiefs of admin-
istrative services to coordinate such matters.
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NNMCINST 6320.14B

Chiefs of Clinical/Administrative Services. Each Chief of Service shall
establish and maintain an on-going quality assurance program within the
service. The program shall be based upon pre-established criteria which
shall be designed to identify departmental deficiencies in meeting quality
standards. The quality review against these criteria shall be reported at
least monthly to the appropriate director of services along with problem areas
and corrective action. The Chairmen/Chiefs of the variouiservices shall es-
tablish the priorities for problems which are unique to their service. If
the problem cannot be resolved witIhin the Department/Service and/or if the
-problem involves more than one service, the identified problem shall be referred
to the Quality Assurance Coordinating Committee for their recommended prior-
itization and submission to the Commanding Officer for approval.

Quality Assurance Coordinating Committee. The Quality Assurance Coordinating
Committee shall coordinate and integrate the quality assurance activities refer-
red to them by the various committees, reviews, and departments.

Quality Assurance Coordinator. The Quality Assurance Coordinator shall assist
the Quality Assurance Coordinating Committee in its staff functions.

Credentials Committee. The Credentials Committee shall review applications
and determine qualifications for clinical staff privileges for purposes of edu-
cation and problem resolution. This committee shall ensure that the mechanism
for annual re-evaluation of credentials is carried out according to current
instructions and shall report through the Director of Clinical Services to the
Commanding Officer.

Quality Assurance Activities. The committees and reviews under the sections
of the surveillance activities, regional activities, safety activities, and risk
management activities shall report on-going quality assurance matters to the
Quality Assurance Coordinating Committee.

Problem-Focused Approach. The National Naval Medical Center Quality Assurance
Program is an on-going process designed to ensure quality and to identify
problem areas upon which to focus corrective action. While there is no set
method for problem identification, criteria used to define the problem must be
valid. Once a problem has been identified, it must be prioritized and action
taken to resolve it, if possible. It is recognized that all problems identified
may not be amenable to solution due to factors such as lack of resources, federal
regulations, etc. Problems which are amenable to solution and for which cor-
rective actions are taken shall beevaluated'to see that the corrective actions
taken do indeed correct the problem. All problems and actions taken as a result
shall be documented in appropriate minutes to provide follow-up and to provide
a guide as to the status of the Quality Assurance Program and whether quality
assurance efforts are successful. If the decision is made to take no corrective
action in an identified problem area, the rationale for the decision must be
documented.

Enclosure (1)
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Evaluation. The Quality Assurance Program shall be reviewed on a continuing
basis and recoimmended changes may be forwarded to the Quality Assurance Coordin-
ating Committee at any time. Annually, 6n the anniversary of this instruction,
the program shall be reviewed formally by the Quality Assurance Coordinating
Committee to assure that it is comprehensive and effective in improving clinical
and administrative performance in providing the highest quality of health
services to both outpatients and inpatients. A written report of the annual
review shall be made to the Commanding Officer and shall be made a permanent
part of the files of the Quality Assurance Coordinating Committee.

72 Enclosure (1)
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APPENDIX E

NHBETH INSTRUCTION 6320.14
Quality Assurance/Risk Management

Program
28 October 1982



DEPARTMENT OF THE NAVY

NAVAL HOSPITAL

NATIONAL NAVAL MEDICAL CENTER

BETHESDA. MARYLAND 20814 IN REPLY REFER TO

NHBET~iNST 6320.14
!;H:OIA:JFP:me

28 October 1982

NHBETHINST 6320.14

From: Comnanding Officer

Subj: Quality Assurance/Risk Management Program

Ref: (a) Accreditation Manual for Hospitals, JCAH
(b) BUMEDINST 6320.62

Encl: (1) Format for Departmental Minutes
(2) Q.A. Study Abstract

(3) Quality Assurance Problem Status Record
(4) Quality Assurance/Risk Management Program Problem

Identification Sheet.

1. ?urpose. This program is designed to enhance patient care at the Naval Hospital
through the ongoing assessment of important aspects of patient care and the
correction of identified problems as defined and explained in references (a) and (b).
The main objective of this program is to monitor, coordinate, integrate and establish %
accountability for quality assurance. All departments (Clinical, Administrative,

and Supportl, all medical disciplines and all staff members and health care

practitioners, military and civilian, are required to participate.

2. Policy. Each section, branch, Department and Director shall demonstrate a
c~nsistent endeavor to deliver health care that is optimal, within available

resources, and consistent with the mission of this command.

3. Definitions. The Quality Assurance/Risk Management Program is the plan for
assuring the provisions of quality health care at the Naval Hospital, Bethesda.
The Quality Assurance/Risk Management Program (henceforth referred to as the Q.A.

program) should be:

(a) Comprehensive

(b) Flexible enough to permit innovation and variation in the

approaches which are used to:

1. evaluate, in diverse instances, whether the "optimal

attainable outcome" of health care has been realized:

2. identify problems which result in failure to attain this

result and:

3. hasten and facilitate problem solution.

L. Sccpe.

a. All !;aval hospital personnel have a direct or indirect impact upon the
quality of health care rendered to patients. It is incumbent upon all to assist in
the identification of health care related problems and in effecting solutions to
rotlems.
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28 October 1982

Subj: Quality Assurance/Risk Management Program

b. The Heads of Departments are responsible for the continued identi-

fication and resolution (where practical) of problems affecting the cuality of

patient care within their areas of supervision and to continuously monitor the

results of these efforts. All problems identified that are outside their areas

of supervision and responsibility will be referred to the Director of the Service

they come under for furth-r investigation and corrective action.

I c. Problems identified and addressed by Special Care Units within the

hospital are reviewed by the appropriate Clinical Directors.

d. Identified problems which cannot be resolved at the Director level

will be referred to the Q.A. Conmrittee. The Director's Administrative Assistant

or Q.A. Coordinator shall notify the Command Q.A. Office in writing before

submitting problems to the Q.A. Committee to insure that necessary preliminary
investigations are initiated.

e. All problems submitted to the Q.A. Committee, whether solved or

unsolved will be fowarded to the Com..,anding Officer for review or further

action.

f. Evaluation and review should be PROBLEM FOCUSED (i.e., should identify

problems), should be effective in resolving problems and should not merely be

intended to document how well care is delivered.

g. Documentation is mandatory in Quality Assurance. This documentation

will be accomplished using the forms approved by the Comand. Enclosure (1) is

the only approved formt for departmental minutes. The example provided will be

adhered to by all Departments. his example provides guidelines which will be

followed by all submitting Departments and all topics listed will be addressed.

Other enclosures listed in enclosure (1) will be used. Enclosure (2) will be

submitted anytime a Q.A./R.M. study is completed. This form provides documen-

tation of required studies (e.g, radiology monthly retake rates, patient waiting

times, medication studies, nursing service studies). Enclosure (3) will be

submitted with all monthly minutes even if there-are nc problems identified in

the monthly meeting. N'o changes are permitted in the format of these forms

without prior approval of either the Q.A. staff or the Ccmittee.

5. Frcblez Focused. The Q.A. Trogram is intended to be dvnaric, identifying

procioms upon which to focus corrective actiora, and ensuring the delivery of

high cuality health care. There is~dt singlE best method for problen identification.

,.-en guidelines are used against which to evaluate the cuality of health care,

they will be defined in writing and approved by the in-,'vec department, the

Department Heads and the Q.A. Director. If the Q.A. Director cuestions any of the

cuidelines subm.itted, he will foward them to the full C.A Co.m.ittee for ap-roval.

All guidelines will be reviewed annually. Eaving been identified, a probler will

have a priority assigned to it on all levels and action taken tc resolve it. Some

problems will prove incapable of being rescived with available resources. These

problems will have corrective actions applied and then will be periodically

reviewed to assure that they remain active until resolved. A monitor will be

assigned by name to these problems. All identified prc*lems and all ccrrective

acticrS taken will be documented in the apprcpriate mtnz* s. Documentation will

ne such that one can clearly trace the m7ethod cf -ro7 er 'denti:fcatlcn. ".-is

includes the identified problem, the corrective actions uncertaken and the

follow-up results of those actions through a sequential review of the minutes.

inclosure (4) will be used to document problems within the eapartient and also
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Subj: Quality Assurance/Risk Management Program

being forwarded to the Q.A./R.M. Committee. Should a decision be made for any
reason not to correct an identified problem the rationale for such a decision
will be clearly documented.

6. Responsibilities.

1. Commanding Officer. The Commanding Officer of the Naval Hospital,
Bethesda has the authority to approve or disapprove any decision or
recommendation relating to health care provided at this facility.

2. The Directors. The Directors of Ancillary, Administrative, Nursing,

Medicine and Surgery Services will provide support for the program by

ensuring staff compliance with the goals and objectives of the Q.A. program.

The Directors will ensure that all problems identified to them are recorded

using the formats given in enclosures (3) and (4) and that no problem is

inadvertantly dropped short of being resolved. The Directors will ensure
that any corrective action that can be taken ct the Directorate level is

initiated. Communication and documentation at this level is extremely

important. Each Director will be assisted in the performance of their Q.A.
functions by both their Administrative Assistants or Quality Assurance
Coordinator and a full time E-4 or above Hospital Corps Q.A. Assistant.
The Administrative or Q.A. Assistants to the Directors shall prioritize
problems identified using a numerical system starting with one (1) which
will be the most urgent problem and numbering down. The priority assigned
will remain with the specific problem until it is completed.

3. Heads of Clinical and Administrative Departments. Each Department Head
shall establish and maintain a Q.A. protocol which shall be submitted to the
Q.A./R.M. Office for review and approval. Assessment of care, as determined
by the protocol, and documented in the monthly minutes shall be reported
to the appropriate Director with a copy to the Q.A. Office and shall
include identified problems as well as corrective actions and their results.
If the problem cannot be resolved within the service involved it shall be
highlighted in yellow and referred to the Administrative Assistant of the
areas Director. The Department Head will only use the reporting format used
in enclosure (1) to document the monthly staff meeting.

4. Command Quality Assurance/Risk Management Office Staff. The military staff

of the Q.A. Office are special ssistants of the Cc-..anding Officer and report

directly to him in all QuaIity'Assurance/Risk Manageent matters. The staff of

this office will, serve as advisors to the Directors, and the Department Heads,

and as advisors to and investigators for the Q.A./R.. Committee and the
Commanding Officer. Only with the approval of the Ccmmanding Officer or M

Executive Officer will the Q.A. staff investigate problems on the department

or directorate level. This office will be tasked with ensuring all Navy
Department, Naval Medical Command, N<aval Hospital and JCAH quality assurance

standards are being adhered to. The Q.A. staff will also oversee the JCAH

accrediation process. The staff of this offire will have full access to all
minutes, reports, command files and meetings of the Naval Hospital and will

have full access to all hospital spaces.

5. Quality Assurance/Risk management Coordinator. The incumbent will coordinate

all Q.A. assignments as far as education anc training. The Q.A. coordinator

will establish and maintain a Q.A./R.M. training program for the entire staff

of the Naval Hospital. The coordinator is further tasked with establishing
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Subj: Quality Assurance/Risk Management Program

and maintaining a training program for MSC officers and senior enlisted
members of the Hospital Corps in accrediation standards and JCAH procedures.
If this position is vacant the training responsibilities will be jointly
assumed by an officer of the Medical Service Corps who has received Q.A.

training and the Q.A. Office Adminsitrative Assistant.

6. Quality Assurance/Risk Management Director. The Director of the Q.A.
Program shall be a senior officer of the Medical Corps. As such, he or she
will be responsible for the Q.A. staff and it's functions. The Q-A. Director
shall be the Chairman of the Q.A./R.M. Commnittee and the officer in charge

of the Q.A./R.YM. Office. The Director is responsible for overseeing the

entire Q.A./R.M. program at this command.

7. Ouality Assurance/Risk Management Committee. The Q.A. Committee shall
initiate Q.A. investigations where necessary; and shall act upon problems
referred from either the Directors or the Comnm.,anding Officer. The Q.A.
Committee will provide the Executive Comittee of the Medical Staff
with monthly reports. The committee shall have a representative from each
Directorate and will have what ever inhouse or outside consultants that are

required. The Committee shall meet monthly and will act upon all problems
submitted to it. Any problems that cannot be corrected by the Co7inttee will

be referred to the Commanding Officer with documentation stating why the

problem cannot be corrected on lower levels.

7. Committees Reporting To The .A./R.M. Co.mittee.

The Credentials Com-nittee shall obtain pertinent informezion regarding each
health care practitioner excepting nurses and speech pathologists from the

Q.A./R.M. staff prior to making a recomnendation for annual re-certification

of the practitioner. The Credentials Committee will provide the Executive
_ Committee of the Medical Staff with copies of all decisions reached and a

monthly report of any pending action.

8. The O.A./R.M. Flow Cvcle. The following is how a problem, once identified is

put into the Q.A. tracking system. The problem will be documented through the entire

process. Copies of documentation must be provided to the area identifying the problem

from all levels of the Q.A. ladder.

1. Quality Assurance problems will be identified by all members of the staff and

users. Most problems will originate at the Department head level. Documentation

must begin at this level using the format demonstrated in enclosure (4). Problems

identified at the Department level will be noted in the monthly staff meeting report
with status and action being noted. Prciblems will then be listed on enclosure (3)

and included with the monthly report. The monthly report with the problem flow
sheet attached will then be submitted to that Department Heads Director.

2. The Directors will then review the submitted monthly reports and will attempt

to correct problems referred by the Department Hiads. This action is probably the

most important in correcting problems in a speedy manner. Communication between

the Directors will usually get most problems corrected. The Enlisted Q.A. Coordin-

ator assigned to the Director is make a list using enclosure (3) of all the problems

referred to the Director by his Depart7,ent Heads. The list will be reviewed by

the Director weekly. All actions taken by the Directcr must be documented and a

copy given to the referring department. Problems that cannot be corrected by the

Director will be fowarded to the Quality Assurance Office for investigation
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and possible action or referral to the Q.A./R.M. Committee.

3. The Quality Assurance/Risk Management Office will review all problems

submitted and will investigate those problems that are being reviewed by

the Q.A./R.M. Committee. Those problems that can be handled and corrected

by the Q.A./R.M. staff using the authority granted to it by the Comnand will

document steps taken to correct the problem. This documentation will be

reviewed by the Q.A./R.M. Committee at its next scheduled meeting. Problems

not corrected by the Q.A./R.M. staff will be put on the Q.A./R.M. Committee

agenda. The Committee will take an aggressive problem solving approach and

all actions will be documented. Results of the Committee will be fowarded to

the Commanding Officer. All problems not resolved by the Committee will be

forwarded to the Commanding Officer with all documentation.

4. The Commanding Officer is the final step in the Q.A./R.M. process. Actions

taken at this level are final.

J . 3. QUN

Dist: II
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FORMAT FOR DEPART.ENTAL MINUTES

From: Head, Department

To: Commanding Officer

Via: Director, Services

ubj: Departmental Minutes for (month, year)

Ref: (As necessary)

Encl: (As necessary) Branch reports would be listed here.

1. (Paragraph number 1 should describe the nature of the meeting (i,e.,

monthly, weekly with monthly summarization, etc.), the date and time of the

meeting and list attendees and absentees. If preferred, attendance/absence

may be listed on an enclosure).

2. Old Business.

a. This paragraph should discuss all items of business which were not

completed at the last meeting and are pending. This includes problems which

have been solved and currently are due for reevaluation as scheduled on the

Department Problem Summary Sheet. Each item must contain clear statements about

CONCLUSION(S), ACTION/COMPLETE and NONITOR(S).

b. Where action is requested of other Departments, the minutes plainly

should state the apparent problem and request action by that Department. A copy

of the Department minutes should be' forwarded to the other with a cover

memorandum which states the reason for referral and provides applicable stan-

dards or references to these standards and enclosed pertinent data upon which

the request is based. The Department receiving such a request must document re-

ceipt, assessment and resolution in its minutes 9nd provide the referring

Department with a copy of the minutes documenting problem resolution.

c. Vhen all appropriate action has been completed and resolution of the

problem is beyond the control of any Department, the problem shculd be referred

to the Director of that Department. 80



Subj: Departmental Minutes for (month, year)

3. New Business.

This section is for documentation of discussion of new items of interest

and problems discovered since the previous meeting. Each item must contain

'clear statements about CONCLUSION(S), ACTION/COMPLETE and MONITOR(S).

4. Morbidity and Mortality.

This area should be included in each monthly minutes. Statistical sum-

maries may be added as appendices; subjects discussed will include case re-

views, missed diagnoses, medication errors, etc. Each case or discussion

item must contain clear statements about CONCLUSION(S) and ACTION(S).

Care must be exercised to protect the privacy of patients and staff and in-

terests of the Naval Hospital. Departmental minutes are not an appropriate

forum for indictment of individual or corporate performance. These matters are

handled through formal or informal investigations (authorized by the Co-=nand-

ing Officer), the Quality Assurance/Risk Management Co=..,ittee or staff or the

Czeentials Committee.

5. Quality Assurance.

This section is used to report Departmental activities in the area of

Quality Assurance. Problems affecting any aspect of patient care, appropriat-

eness of admission, diagnostic procedure or treatment and efforts to identify

and study patient care for overall, improvement of quality are suitable for

discussion. Documentation of Departmental activities are problem-focused and

deal with the specific steps of:

a. Problem identification

b. Problem prioritization

c. Problem assessment

d. Problem resolution by solution or other means
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Subj: Department Departmental Minutes for (month, year)

8. Problem Summary.

This section should list, in priority order, problems currently pending in

the Department. The Problem Summary Sheet, Enclosure (3) will be used

and is a required enclosure for Service minutes and is recommended for

Branch minutes. Failure to meet "Milestone Date" requirements should be

explained in the minutes. An item will remain on the list until the

"Current Status" is "complete"; a "complete" itemusually should be assigned a

future review date to assure that the problem addressed does not recur.

9. The meeting adjourned at (time)

(Signature of Department Head)

NOTED AND REFERRED TO APPROPRIA7Z

DIRECTORATE.

J. J. QUINN
Co-manding Officer

Copy to:
Quality Assurance Office
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auumiEting ifepartment:_________
Contact Point and Phone No:________

QA STUDY ABSTRACT DATE

Problem Statement

History

Study Objectives Sample

Group(&)

Size

Criteria

Methods of Data Collection, Summary and Reporting Date Start

83 Date Complete
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QUAL ITY. A SSURANCE /RISK MANAEMENT PRORAM
PROBLEM IDENTIFICATION SHEET
NRBETH (01A) (REV. 10/82)

SUBMITTING LOCATION OR DEPARTMENT: __________________________

DATE SUBMITTED: _________CONTACT PERSON & PHONE NUMBER:___________

1) PROBLEMv IDENTIFICATION:

2) ACTIONS AND OR RECOT1ENDATIONS:

3) FOLLOW-UP:

4) SUBX TTED TO THE QUALITY ASSUANCE/RISK MANAGE ENT COITTEE OR OFFICE:

5) APPROVED BY THE QU'ALITY ASSURANCE/RISK M.ANAGEMENT CO>12'ITTEE OR RECOxt'-NDATIONS
MADE BY THE Q-A. CO>2ITTEE OR STAFF:

6) CO'AN-'!,DING OFFICERS REMKARKS:
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APPENDIX F

NHBETH INSTRUCTION 6320.14 A
Quality Assurance/Risk Management

Program
1 June 1983



DEPARTMENT OF THE NAVY

__ - NAVAL HOSPITAL

NAVA L M EDI.CAL COMMAND. NAT IONA L CAP TA'L P.EGION

NKHT* !NS-T 0320.1-'A

1 D'UNE 1983.

3 Z7 I" S 7 RUCT10 N 6 3 2 01A

rorm: czamriding Of ficer

Suh: QUa_:-t issurance/?Risk Y-anagezen: ?7czgra=

Reff: (a) A cc rei a tion anu a! f: r !'cs--:a!. s, .7CA:
-b x:S7 5320.62 (Under revi'siom)

(2 C.';ali: Assiuance ?rob~e= 5:a:uIs ?RECzrd
(2) Qali:v Szu& As : 7a C

a~ Q.Ii v Assurac./Risk Yaase~en: ?-rc-gra~ ?:ro -e=:en:~c:c 5 ue:

(6)Ir~~.d R?eor: ?lUr up eet

3) NY.C:NST 6320.52 (unde7 revision)

t nC et 77e:7 is progran is desigmed toc ennance a:ien: care :71~ te ongoing
:z~r~n:asapec:s c: aazn cr nc cr~

-n M O -Zxii-e t~ e , '7,: e 7 C a Z a'-nd. C:C Ln Z a--

I-z. q 11, L .1~u;r~ S r 2-1CCAndi sk -,Panag e-en t . Al 1 d e~ rzme r. zs ( C 1 1_- c al Sd- ~'a iv C
inci lsuppnr-t), all medical dic~insadall staff menboers and heal:h care prac:z-
t~orncrs, n-4-itzcr' and cv1aare reqcuired to ;ar:41c4i-.ate.

2. CeC-c!la~iOn: N.E S?632C.14' and 6320.31A are hereby cance-l-ed.

3. 'o1 Cv: rac*h sct:L., bra-n, departnenz and i_4rEctor sh a*ll cedsn=tae a C07-
~C7C n ~z :0 e~ hea'l c :~: iScz::-.a" ih~ v~Uers~

ri~ i _c: *:- ' e 77 ss-.c7 if :-e Ccz a ad Naval dica Ccz.and :ao~i~cy.

it, 1The Qualit:y Asuac/skMznagse7: 'rm~ram is the o~an fc7 as-

Sti o~ pp s' 4-f- C::A~ 4_c p,: n events .o t.a~ty Assurace
'~:~n~ y,.r~ln (encczr:7rzere" to as :*;e Qr. ?rcgr a:-) bnu~ e:

W ucmb t' -permit jrncv'iCn and variatio n tx-i:'he :ra S

oVi ii:1~ cAre lhas heen reali%',d.

(2) 7-enc i fy p roblems '.h .Chre=St?.1: i4n fa Ilure to att:a in zh.s r esu,;t.

(3), --sten and faclilitate arc*-'e-n solutio-..
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C. Physician supervised.

* S. Scooe.

a. All. health care pezsonne. have a direct or indirect ---pact upon the cu;al-
*icy of health care rendered :o patients. It is incunmbent u-non all to assist in cne

identificacion of health care related problems and in effecting soluti~ons to t:,ese
pro'blems.

.0. 1me Hieads of Departnenzs are responsible for the cortinued iden:fficazion

wihin:eraeso unr:sa n occniul ior :e -rl g t u a o of te
Ce0orts. A11 :YroblE=S 4:der.:::.edc-ta: are Outsid :*ei areas Of s5' e-:i-son and

:nve~igtibe r:erreA to :he ir-eczcr: c-ne 3zer-ic ' e under c-r
Eur~erinvstt~azon -Ccorrective action.

c. Problems identified and addressed by Special ar Un4:s n4 t' he 7os:,izal
are rev~e;ve: by zzne a-::=rzprS:e Medi c_'al C-fi cer su er-;7sing -:iese -,nit's. Th aS e Spec-

i~ are >.i-s are t~as*-ed wiz~h reeting 1the sane_ re-.or:inc cri:er-4a as any othner de-
par:menz the. a city

d Pi ooblens idCentified, no 7atter ho~- sali, =ust be dccumaere. As
be explained furt~ner in: o this imsz-r-c~iz a!:, areas of tis Saityn :e o
snal =%s: provide the co~'and W4iz a =i:en nnhlv repor: of act.ivi_'ti*es as ce-1-

must be identifried to the cden;arznent-head_ having ccrol over these areas. Tnis--
4:6enifcat"on wi;:ll take place e:zher utiiizin, thZncfdn eor rte ult
Lss,:anc/'._sk v--_Ig-e- .zzeza c:n~c:o sn;n-~ '~ -

CmJiS in'7sZ:CtCin the 7use of ZI >-2 n re:zor: 'i t e exiine .n nre detai.
'Basically. the in-cidea: -re:zr is to be used f:r r int4 o . events or a:t-
penings. The mmedica.1 fac-iiy incident report torn NI'SD 61-0C/il has been designmed
co incltide necessar-; ncrmo about any r)-pe of incident. A-- incident: rezpcrt fcz-
musz he co=nleted regardless of how, =ncnr the nroblem or irnciden:t ant:ear-s to be.
wh)Iile the incicent retort form 4is used for reporting one-tmL=- inci_-ents, :he Qualitv
ASSU 7anICZ1Risk Management ?r-ogran Problem dent if icatio Sheet (NFET 0 Lk 63 20/ "33
REV 12/82) (enclosure (L) wilbe used to retocrt continuing rbl~ zeurnci-

ctcr-zec::ve ac:z n. An exa=le of thi's would '- ea thoatn (iesunot
L~n~nC~eivredfo t,.; o t'eedastraighnt. zonrexa-e Of. t-I-s :

ucii .. s.n insz7rum,.enzs fTo= surgical -.acks or ?,ublic ;crks roo.e=., faiz-,y -. e
o...: are not_ corretted vithin a re=asonable tin:-e z eriod that affect the creratio'n of
the det arnent or area. Neither the inidntrtort nor the OU" i'Zv _ssurance/Ri sk

e-e~~~ .-"' n~e .)awneu~ice the tnh1 nue s
~.ee rtors nstbe sbic se:zarate'>. to the denarznen: s directorate anm :~e m

to the Co-pnd Quality Ass-urance Office.

e. Tcentified vrobens whnc- can-zot be resolveA at :n earrn ea6 'eve,~
will be referred :c the director s adiicaive assistant or- QA Coordin-;ator. 7h e
ad-n:7_4InI'S tratZiv- e a SSi-*S t ant or C A Cordin ator wil 14-n _ or= th'Ieir di 4rector of the :;roble~is

rerred; to them and recuest assistance -cro= that dJirector -_' tryinmg to co=-lete or
correct the proble:ns identified f-rom their res-oective de:artne-ts. ?7rcbl-ezs thI at are
unable to be Cor-ZeCted On the director level tgil be itenized by :nrior:v an-- sub'- -t-

ted to teCor--and Qual!4:y Assurance Officer by the tenth working day Of ean =onth.
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: 3Tj TIST 6320.14

She CoadQa.a surneOffcrv then reviev,. the Droblem as
Submitted cc himn or n-er. iTne Cozrnand Quah-:y Officer w4i2. =aimtaim a cn:t4nu.ous

gnoing 1Itst L.g off problems under each directorate. Thi s naster listing w41Ll be
maminted by citiendar year and i1 shoW prob'le-s tchat are acti.ve and z;robe!S

cna~~ 1.vf hcn c n itd. Any complet ed problems : .a: are -ident ified on the list
I~rn.:ec-,-th Command Quniity Assurance O.Fice mus: have su'zar.:Ja:ing doc,-

nmenrat"inn ns to their completion.

g. The Cor=r.and Quality Assurance Officer wtill present. to the '-Eos=stital x-
cc~llvc Cor=.itee *.ihserves in the func.ion. cf the -uli -ssurance Conzi--_t:ee
n- sin: problens : a: b-ave not beeznCo=)zoleted. *T s w1l be One a :-h
..r.nn -.1 xecutive taz~:ee meE:": ng ?r:blens : a: are r- -- -e 7Executi--ve
Conri::ee -- ill t'hen be acted-- upon by th-e frive directors with the ___.:v 2fcar
beirn; resoonsible for insuring that action is :a-en on these o.roobes.

h. ll rob!le-s 7e~cer- d :o the Executiv.e '-4:tee. whte sle r Un-
sol-ved, w4i11 b-e for-w:ardecn :o :he Co.nigOff icer fcr reiw 7 e aC,:f0M.

i. valuat :on and review shotl_! be rblnfcued(.e, s~o~ on
P700b.ens, shoul1d be e ffe cti4ve ina reaso>:n ?rob 1e ,s , an d sho ul no =ere v bein
-encec t do doc-unent novw w.ell care i-s delivered.

j.As menticnec_ before, documentation is =andatory in Qul kv ssur-ance.
This docunencation willI be accoplished using the forts a-:rcoveci by the Ccn-nd
A-1d jC!AM;. Encl-osure (1) is the ornlv a-.oro7ved fi7=a: :or cE-oa::e7: ninuces. De-

n:s nSn C; ote C orZaeS no ac- r n--------------------- ..r e-

ncvie by 0nlSur e (1. nov '_daes guielne s W,.c- - ---- llo.edb
~~tt:depirtmmen:s and all topics li1sted %:i_1_ be adressed. Oth-er enclos-,res

Iiscod In enclosure (1) will be used. Enclosure (3) 0A study abstract, will be su-
mittod to the Cor=Amd QA office any time a QA study is conoleted. A QAk study is rz--
C.'.ir-ed to be) submitted by every depart_-enc* at escmce a cuarter . 7- 1s forC pro 0-
v a cs d ncunme nt atC4ron ct cn-lese required studies (e.g., ra=cov o:hly retake rates,
p-IL ;-lotiti tines, med~cation studic:es ,nursing se-_,ice studies, disaster drill -S.).

2, 1. -e s1: te %7tn a'-- Minn' UZE- s even I: te are no Srt~
---- --- :e 1t.~ neea i n g. No cnanzas are oen::c rna: or tnese

:orn~ w:nouc oior aorovaj. of eit'her t-e QA cff: cer or :-e~uie or Co_-ndinc
Officers.

6. ?roob.em :-c-usec: The OatvAssurance ?7ogra= is inenedt be cvnanic, iden-
t~ ~ D07. :n :b.nsu hch to -- cu-:s corzec:ive actio n, and ensuring :*e ce,-:vezry of

high qua-: -ealthi care. 7nere is no single be)st zetncc -0oro:)c 7en=e::: ~n
Wh~en guidelines are used against whnich to evaluate the cu.a"lity o: hlealth care they
will be- decfined in - riting and aoo,.roved bv t*ne invclved de:arrnent, the de: arz-r-en
-ends and :'ne QaiyAssurance Office:. 7l t'he Quai4:y Assurance Offi4cer questz.cns
~-.ny 0'. the -Uidelines subrnitted, he- il forw.ard then: to the fl Excuiv O :ee

r rova nnpm3. All guideli-nes will be revi;ewec Hnu.~.?aving been identiffet, a
*'r,,hncrr w.lll1 have n 7nriori t y a sslgned to it on a'-" leve-s and actionr tak:-en to rsl'

i( Sornc prnblems w-11 p'rove incapable of being resol-ved vihaalberescurces.
t.S( pi nH-'5i %ali 1-have cnrrective acti-ons apnlied and_ then pel be periodicall re-

V icwed co aissure rhcitey rena.n active unt~il resolved. A. mcnior !il be ass igne d
y npmu to tliese problems. k I ide nt ifie d p rob "Le -s a nd al corr:ecti-ve aczfonsta

wilbc documenced in t'he a;orrrat niue.~unainvlIh uhtat
can cl.cariv trace the mechnod of :)robliem identification. Thi-:s 4inclue te idenz ftfied
pro~iem, the corrective actions undertaken an,- the flo- result: u f those acticns
th rough a sequential review of the minutes.
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En iirL (4). Problen WLr;ic:I,jOn ShCCC. Wil be h sued to document prob~ems
wtzrhin chc dcpartment and' also will be forwarded to Cne Quality Assurance Officer.
Sliould a decision be made -or anv reason riot cc correct an, idenzified problemn, the ~
ratitinale for such a decision will be clearly documnned both in the mon:*%'y ;
utes and in a written statement signed by the depar:zent head amd subm-4tted co the

*Qtlilitv Assurance Officer.

* 7. Res-ponsibility.

*i Co-anding Officer. The Ccanding Cficer has the authority :0 approve
or diszpprove any decision 7con,=endation relating to the health care provlded
at a: tis facility.

b. Thie Directors. -- e Directors of kncillary, Adczinis :rative, Nursing, !hed-
icrinc and Surz2ical Ser.rces w-ill provicde suvpor: ror e program by ensuring sta::-
comn'pi ance w.ith the goals a-& obJectives of the Q'.a!li*y A-ssurance ?zograz. 7 h
dtreccors will ensure that all problens identified by the= are recorded using thIe
furma:s given in enclosures (12 through (-) and that no PrOble= is inadverzent:lY

* drooped short of being zesclvec. 7he directors .7ill ensure that an- corrective ac-
:ion that can be taken a: :.-e direc:crace level is ini:-iated. Each director w4_ll

-,si~:ec In :r-e -oer~ornance o-' the'r Qualitzy Assuran~ce fumccions by both cI teir
ndnministrative assi s-ants or Quality Assurance Coordinator. The adniinistracive
(ual2ftv Assurance assistants :o :ne crec:crs shall orio : t-*Z e :)rob.C,lens feifd
usiinz a nunTe-rtcal .svs-.en szFa::i-z .rith one (1) whch vill- be the =ost u7 en: prob-

,,.7r and runberina do-.-n. 7-e :cr-9assigned wll re=ainwthta specifi-C rb
len un I it is commletec..

C. hasofC:Ini-,ca. =-nd --ii~a~v ea~n~s ac- de-oartnen: 'nead
sial e~az.:n ad nin~~na Z-.zi surance ortczccl hihsh-all be sub:*-i:ted .

to tne ~ ~ 'te for rev-ew a-,aorv~
-- , ualit-*y Assurance of .A ---Oa.rssessnent of care, as

decer-n±ned by thFe protocol, and documented in the monthly minutes slaall be reported
cc) the apprzoprziate director with one copy to the Quality Assurance office and shnall
includc identified Problems as well as corrective actions and their resuls fi the
prohicm cannot be resolved within the service involvedi it snalI be hglgtd~

*yellow and referred to zne adzninistrative assistant of that area's director. Th-e cia-
pa1r:nenr head will only use re norzing format used in enclosure (1) to document the
ncnthlv staff' neeting.

d. Cco-nrnd Oual ity Ass-urance Cf:: ce .. 7The =;ilitary staff for the Quality As-
skirnlnce R.4sk Manaqemenzt c:-LJce are specia' assistants of the Coanctng Officer and
report directly to "him in all Quality Assur ance/RIs,4-k Mana gemen: matters. T-he Co-n-
m and ing 01fficer ard th-e Exe cut ive Off -icer will serve as -v.s icianr advisor s and coun-
selors to the Cor~and Quality Ass-urance ?rogran and will furt-er be t-e oh'vsician
suoervisczs of the Quality Assuirance Office. The staff of the Qualityv Assurance
0Office will serve as advIso-s to the directors, and the deparrzent hedand is ad-
visor to and investigators for the Executive Co=_ ztee of the hospital and the Exec-
u:ive and Co;ard:Lng Officers. Only -ihthe a-:-prcva o: the Con=anding Of-ficer or
Executive Officer will a Quality Assurance staff inves:igate tr7oblens on the dezart-
=ant or directorate level. This office will be tasked with in-suri.ng all Navy De,;ar-l
nenc, Naval Medical Corn-and, Naval ':cspi4:al, and JCAH cualirJ'v assur;ance standards are
6cinig adher-ed to. 7he Quality Assurance szaff w-:ll also oversee the jcA. * actedita-
tiorn process. The o:afc this office wilhave full access :o al!m~~:s reports,
c'jn~n 4iles and neetings of the Naval 'Hosoizal and will have full access to a-!l ho
PZI~ Spaces. Since Quality Assurance 4inoacts or. all p',ases off ha=t:-. care de-.4very
the Quality Assurance staff will be an integral -part in planning a7= testing Proce-
dtircs IL the Naval Fospical.
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'V- i The i& try A'ssLr.1nc~e .'taff wil I also be- noi. tric' in the event of any m. jor eme:-
y~-lc ; (iI:!c .Mck-C'cte J0CllmcIitL Lulw: l nlg])I bo ,a ;irtud at One soonest Possible '.1-

Illoil hi 'r poss iblh v I ck rr;nL,nY.nIr ca;.

C ~ . Qii.iI iLv Assuzance/Ri-sk ManagemenL OVrLccr. The Inc-umbent will coordinate
all QtialloIy Assurance and Risk ! amagemenz. assignmen~ts as rar as educa-.icn, train-
ing, invest igat ions, and act-ions required by the Exec-utive Comitree or the Corn-

* mad. Te Quli:' Assranc Oficer will establish and :maintai a Quality Assur-
ance Risk M1anagement progra= :or Z*-e entire s:a::. The Quality Assurance
Officer is :rertas'Ked w-ith establishing and maintaininmg a training program for
MSC officers and senior enlisted members of the 1Hospi:al Ccr-:s in accreditation
standards and ,C-A: procedures. Thie Quaity kssurance Officer, Zn :ne autn'cr-;-7
delegated to him or her. by the Cor-an-di-ng Officer, is responsible for overseeing
the entire 'Quality kssurance,Risk M.azagemenr ?rogram at the C-And.

S. E:xec-.tive Coz=-: ee /Qua! _4:v Assur7ance Co=i:tee. 7he 7_xec-ut4iVe CCmittee when
acting in the mode of Ouali:y Assurance shmall initiate 0,uali:.-i 'kss.uramce/?'-isk !1an-
.gemenz investigations -- nere necessary; and shall act upon pro . ems referred rroz:
ci: ner thie Co--nanding O4fficazr or the Quality Assurance Officer. The Executive --
mittee in :he mode oa: the Quali:y Assurance Co~izcee will' provi;de the Executive

md Cmn.~din 0f'Cers w4:h monchly- reoocs. The om :eeshall mee: monthMly and

il 1 1- ~c upo.i n 1 pro b Ie ms s t m :ec :o ::t Any problem7s :nat cannot be corrected
by the Committee ;.;i be referred to th*,e Com..anding C'Eicer wit-4h documenzacion s--at-
ing wihy the problem cannot be correc:ad on lower levels.

9. c~~n.:ee sRe:Ocr:f'c t"he Ou.al ::v Ass,. ramcelR sk Mne~:'x~:v o-~
L.eCS. -;"e Creo6en::t C215 ::e Sn-a" 7owZ~, n 'nertine-t 1 r-~ az n eac.
healzn care oractitioner excepcing nurses and speech pa:*Iologists from=h Quality

* Assurance/Risk Y.anagernent officer prior to making a reco=-:ndation for annual re-
certificati~n of the practitioner. The Credentials Co±::tee w:ill oro-vide the EZx-
ecutive Comi::ee/Quaity Assurance Comittee with copies of all decisions reached
anc .nozchly re-oor: o'f any pending act-ion.

10. The Quality Ass-urance glow,. Cycle. The following is how a Prcblent, once iden-
tI.Fied, is put into the Qualit:y Assurance :racking sy;stem. :he problem w-4ll b e
cocumented th-rough the entire process. Copies of documentation -- st be provided
to the area identifIrying the problem from all levels of the Quality Assurance ladder.

O~ ual ity Assurance problems ;.il- be 4denrifie by me=-ers of the staff nd
uscrs. MOSL problems. ;-il originate at the deoparzmental level. Documentati~on =ust:
he 1n n I tis" I ovel usi*ng the format demornstrated in enclos-ure (1) . ?roblems iden-
t IFICd a-, the de 'nartmenc. level will be noted in the monthly staff meeting report
v!Ith xZ--I,-lS- :lCtion and Monitor being noted. ?r.oblens will then be listed in en-
c1ns'ire (2) and included with the monthly minutes. The zonthly minutes (origi-zzl &
rnny) 'ihteProblem status record attzach-ed il ten be s-ubmizted to that depart-

* men: head's di"rector by the 10t*- day o c .e month. Monthymnte ilno esb
mitted directly to :he Commanding Officer's Suite or the Quality ss'urance office.

b. 7The direcccrs _rill thnen reie te SubnI-.4ted zZ.:arportS ad wl :

Ce.to: correct :roblems referred by the denartmenc. heads. This action is Oro,-
ab ly t,.e -.zst -=,or: ant in ctorrect ing prooi-ems in a speedy manner. CC=nunI'4-cat ion
b.e:ween the dirett:ors will1 usually get. rest problems correct.ed. .hekdz'iszra: ive

assiscancs assigned to the director will -zke a list usi~ng enclosure (2) or all the
?7oble-ns re.erred at the director by his department heads. Te i st will be review-
ad to the director week~y. All actions taken by the dir*-ector- must be documented and
a cop! ;iven to o:e~ reerig depart.nz ?roblems that cannot be corrected by the



0 i-cctor wtfl h e forvarded to the Quality Asstirance Office for inveszigation. and
It i~ Iia ;I cC :on or re Ferra I to the Quzl iry Assur an ce/Execu~t ive Co=:.::ee. Dtrec-
L~wr.' wil I subit .il ffumnthly7 riniicei; and copiCt; to che C.,rziand OA of'zice by zhe

All iimntily :iidc lutatirly romiiLtcn ml iuLits (or iginal jiid I copy) willI be
Ii (d It (I,(- Cisinnaiid (1A\ t I ti- Wlilcu II Iel

d.. Tlt' ()11;11 Ii y AsurintC/{ ik lianagerxenc Or'ce will review all. problems sub-
iniL it-ml ntul w[1 1 ifve~tigaLc ClhjSt problem~s that are lheizg reviewed by the Executive
Co'~mjH t 11(V,- 1osc irohiems chn-,c can be handled and corrected by the Quality Assu7-
:iiiL' staff tlslnv t-ne autliority granted to it by the condri wiul docun:entz steps
mkcn to corree: the proble=. This documentation will be revieu.ed b-, the Quality

Assurance CCznit:ee/-xecu~zive Co--:tee ac its =ext schedule =eri-ngo. ?zoble=
not correc:ed by the Qualiity kssurance/R~isk YManagemer.: staff Zvl- be VUt cn : . e
Quality Assu~rance/Executive Ccr-i.::ee agenda. The Co~itzee viltake at aggres-

sivepro ~-sovi~appzzach and all ac:ioris ;;il.l be documented. Resu-l-s of tlhe
QAI/Executive Coznmrizzee ;-ill be for-aarded to the CoC-Pndi4:g& Officer. A-1 or cb e7-

mot raso1-;ed by the Cor.-itt-ee ;;-1-1- be for-c;arded to th e Co==znd4ing Officer -.4-:h -7J
pertinent documencation. The ConigOffifcer will review the deprcmezza.1/ccm-
m.i:zee minu;res provided by the Caand QA Office. Signatur-e or -.he Co-nding Cf-
'cer on the :,inu:es and exp)ressed approval or any reco--endatons, corrective ac-
tions or solutions to the problems noted in the minutes. Non-approved departe-mcal/

rnltec' minutes ;jill be sent back to the oadQA Office for further -;vesziga-
Wo anrd rc-stubnirre-.

C, . h Administrative Assistant -Director of ~opt1Adm-inistration W46i11
rrirm ill the ndi nis."rati'e assistants of the five directors when the deoartn--en:al
,ninwcus lwvc b~..signed by the Com andln; Officer. --ac, d"reccrz~ate is tasked %vith

dj ~ ~ A mon th diito e Assistant, D recz: of -'os-piza.A s~',l .11n- -

fnrm heands off each comittee regarding the status of approval on their co-ttee

nil t.as. Heads of respective committees will be responsible for obtaining-a copy of
--he approved commizzee =mutes.

Th CnnndngOficer iste'nle Quality Assurance pocess

Actions talken at this level are -final.

11. llphysicians, nurses, MSC's and Senior 1Enlisted sta: aze recuir-ed to be :a=-
i) Loar %ai:h the contents of references (a) and (b) . These references sn,-ail be =ain-
:.nPned in all departmen:s and branches and updated as required.

RTSL( PAE~ ROGRAM

IlIlI lon: "ilic Wisl( M.n-toement. Progrozi is the process of inras the qualtity
'11 11c.:11,1 vntrc by lclcntlf y in. evaltm:inmg, redicing And/or preventing risk or -

tviiii :m'lvcrs( meVCts LO i)Zt ent-s, srarf ind visitors.

~ T o iiwcrvn:ic tile quality of pacient cqre and mininize financial loss tzo the
Nnvy Ch-ott:h interrated system of risk- dz :ection, risk* eval.uation and zisk preventicn.

?7~s ~i-ry em hasis of this program is to prevent ha= by identifyi zng the lunder-
'LvInf, prohlem that lead to ad-verse events and i~lemenzing policies, procedur7es, in-
StrU'c:ions and training of health care providers to avoid ~ccurr-:ences of adverse e-
vcncs.
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obleccives:

ni. Toi pro~vide an ozganized reporting mechanism to the Co=.andlng Officer

reglvrdfn& incidents, equipment malfunction, patient disatis!faction, potential
1 iab il Ity claims or unusual circumnstances that are not consiszent with the rou-
ttine operation of the hos-pi:al or clinic.

b. To provide for an early detection system through the analysis of data
by 'identifying proble= areas before conpensable events occur.

c. To mnnimize oozent-ial liability once a= adverse event has occurred.

d. To Drovide a cross-reference for liability conzro. t-hat integrates
wit~h the quali:y assurance/risk management problem solv ing app roach ihi h

cozanc.

e. To reduce potential or actual liability claims through the reduction
of inciden's.

Elements of ?2sk 'anavenent ?7ozram

a~. Risk detection- (problem identification)

b.. Risk evaluation- (problem assessment)

c. . Risk prevention (pzolble= solution)

a. Risk detec:--on- is the collection and analysis of data to facilI tate
~denz if Ication, of problems or risks. The oUalitV assurance/risk -anage=-n: OE-

ficer is responsible for the data gat*Ihering function that sarves tvwo purposes:

(1) it centralizes risk information and pi-ovides the basis for a co~lete acc-urate

fie or lecal p)urp.oses in the event the medical facility =ust defend t care, and
('2) it provides for periodic analysis to identify the =edical facilit-ry'shi-rs

n1reos.

Encident Reporting Systems .;ill utilize as the primary source of data for risk de-
tection. Incident Revor:ing System will be used by all healthn care providetrs and
staff in identifying potential risk cases.

1. Medical in~ltvTcident Report Tor= (NAYD 6300/lj.)-(enclosur.e 5)

The medical facility incident report form AVf 6300/11 (enclosture (5), has

b-een designed to incl-ude necessary ifo:onabou;t any type of inc-ce t. Tne

fdlo~dngfactors =,us:: be cc-.side:ed -Inen b:t an icidezt 'Reaort into the
sys tem:

a. The individual initiatilng the incident report -us: recoi ractual, spe-

cific and conpiete info7-:aton, and =usc refrain from extraneous co--_enc=s based on
?ersonlal opinion, conjecture or editorial conent.

b. An incident renor: for= =ust be co---;e ted regardless of how mno~cr thne pro-
blen or incident appears to be.
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c. The incident report ;'o--- is a working docunent for the 'hospital, and
nttsc not becom'e a part of :ne patiezt :rearzanc record or depaxtrmenz mizutes..

-d- when a patient incident occL:-s, the medicat* record should s±=ly doc-
imenr whnt occured.. It should factually state, in the record what action was"

L;xkcn for the pacient. It will not state that an- "incident" or "accidemt"
Occurrcd. It will not state chat an incident report ':-or= was f iJled_- or that the
qual icy assurance risk =angement coordi--iaor, or other- like individual, was no-
rified.

c. Confident-Laity must be maintained at all rJines. 10 COPT7S 07 NArr-D
6300/i1 'I*L BE hADE.. The reports shall be mainzained in a secured file aznd iz
nn area of limited access by conzmd Q! office or-1y..

f. in order- to maintaiz the free flow of ~nomtothere must be re-
nssur~inces that the tncident report form and the info-aton on it- ca--t. be tused.
ozainst ain individual: fo=- the basis of-diLscip-linary action- A separ-aze legal in-
vestigation must be used for that. pupose..

g. The incida- re-)ort =ust be co=--)leted izzediatedly unom or-cu-ce of an
accident ot incident... Incident reporzting loses its eftfect~veress if' l: is- delayed.

h . ;;henever an- incJdem: is remcrted,.. adional docu~enta:ior. or ol-u
action may be recuired. Zncliosure. (6) w--: be used =~ provi;de this. docu=Mtatior.
This follow~-up for-= should be started' by the Quality Assurce 0 r it t is feltc
that additional docvrnentatorn. is reured,

'--'t.:dent renrt !or- wil be used for dc' ...entat~ion of 'acide=rS Cr7 -

Incfdents i-nvol.ving patient-. visitor, staf f or- private ccnt::rac:cr-perso-.=e'_ wizlin
the hospitals area of responsibility-

2. Incident Follow-U-0 Revort- Form.

The ncient ollw-uoreprt frm s a supplemental form -to be usedbyrn

qtinl[ty assurance/atsk. -management oL ~ce or the co~zrding officer's avpoi-nted in-
vctnor if an inciderit rec u-ires additional documentazion an.d izveszigatior.. Tfl
vomipiccing the !o-- the inves=:igator wi reco-rd' dates and cta noma i

1hrotivlogical order. U-,on comletion. of the imcidenc follow-urn renort frorm, t ='st
he Attached to the original incident report for= and rezained in the ccnfi-dential
File of the qualit-y assurance/risk maagement of-fice. This form shall not be used
alone but in addition to the incident % reporr form.

3. Incident Reoor-t RoutIne

1he following routing steps w~i be followed -by all mmbers of the hosni'tal
staFf and no exceptions are. permitted.

.. ?ROTOCCL FOR ALL DIRECTORATES EXCET0 NURSING

1) All1 incident reports generated vill be submitted to the head of the de-
pa;rcmvnv .-fztcr an occurrence of an incident.

2) Aftcr the Input by tlie departxerit head, incident reports -,i-sc be stibmitL
t o licepirtment head's directorate for action -(if necessary) .

3) Admntistrative Assist.nts for each Directorate %.ill submit incident reports
tt, C-he Command PA Oftice for additional in VTC.



4) The c=o;leted --incident wiZh any additional doc-uren~ation/co-rectiv
nction., will be sUbMni::ed :h:e Cozn gofficer wit 24. hours oz :re ~
c iden:.

5) A1l incidents involvinz Datient care must Conta' n Drhvsjcian's inDuc
and assess-men: o: :-e- 4ncCen:.

6) Any incidents occ-zring after hours or om w.eekends r-Ts: be re~orzed
on 'an Incident Report and su'onitred ita.reediatelv; to the .O.

b. ?zC'OCOTL --OR NIE OCCURR-mG ON A \ JRSE7NC JR

c. .-.e folw.gsteps snal. be followed by al! ne=bers of N srsing Stzaf f
when an inciden: occurs on. a nursing wardl:

1) Any nursing personnel involP:Ed with incident, shall generate an im-
Ctdent 72r:7.

2) W4ard Mledical ficr or ?bys~f'- a rns exaznining pa:Jen: vill- report his
F~in~sc7, :.he reverse 0: inc~cent re-;c-r:s. 1f t~he s:)' a doe no.e n
rniecor sign zthe incidcent re-ar: wihn2husof inc ce-nz, the nurse cor-ps

Hicer will note this in R7D ink and for-wardit

3) 7ne incidenc repcr: sh-all then- be hand carried to :he ?a:_4ent Care
roordinacor .wh-o will. in turn, hand carry 4it to Direc~zor of Nursing Service via
:1h e Nu rs g; Q A Co ordin at:o r.

7*n:-e Nursting OA cri.f orw-ard n re:oort :o :he OadQ
a n V a I n a an o reo r a nd w1thin 2 - 7 U 0or of re Cei

5) 711e Q! will log the report in and forward i4z :o the Director ofSeic
tie pat en: belongs to, who will report his/her findings back to the Co~andI QA
CIFFice . T'e reoort wilbe brought to.thre. Ccomanding.Officer by the Cc-;nd Q
0cr icez.

d~. Aftor 'hours, nig;hts and HoI4days the fallowing steps slhall be taken:

1) Any nursing perscnnel involved with incicents slhall generate an in-
C: Ldent roPort.

2 ;a'~d Medical Officer or atnngPhysician exainirg Patietwl
reoor: -ns,"e:r indings cn :'ne reverse of report. (:f %sician. coes not see
cr s4ign incident re-porz with-in 2 hours of incident, teNur-se Corps Officer
w--. note :*nis in RD iLn. and: ::rw.arc ' to the \tursinz Su~erisom, who wilfo-
ward inc_*dent report to the Comzrandin3 Officer.

3) All incidents zill be kent by the A.DO focr the Cc=mand QA coo7r,'nztor,
to be z-vcn to the Director of Nursing Service via Nursing Q1A coordinator at tne
Inc,-innln-4 cr -,he next workin - day.

I,) The incleccnt report s')all then follow the p-roced'ures described in the-
P rr, r.~ co r Ic idlOOL c c-. i r ing on a n)u rs in g w rd

ti('T Vie-: All -,L;Irr membcrs must rc-port? any atoidant or incz.dent faling
li dfl IC m o( f :[s instruction. Zo additilon, any unfavor7able deviation

oil uxp*c*,it' !ons 'Invni v~ , p.,tionc care that nov be th-e resul: of medical manage-ent
rnfisc be :'ePorted. Any incident involvin; security, safety or we-'-. ,nd discil-line



Add i t I n aI at a so rcc-, i1 b tid r v I VIe oiA/ 1RX07 OF jCe to ac4  :a e

r i.k m-1 LC Imi. Spec c )t~ g d. i n(c vovc rn I nw roat tng and T)r o co I w 11 'oeb r e-
I (rcnccd ncxt Co en," sorce.

-i.nbility Claim~s -(CCRST5830.-2A)

-JCAH Surveyc, 1ns-_ector Ceaeral, Medical

-IC Reoorts, Navy Audi: Services Revorts

-Depar:menc Mtozbidity & !Morzali:y Minut;es (NYE :S T 6320.*4.A)j

-Ucilizttin Review Qa: of Care issues 'N31YS 630.29

-Co=.and Commictee h'in:es \- E T'ENS7 6320.28)

-Med ic al Records (N-::3ETE:'NS7 6320.29

-?atient Contact ?roaram (N BE I\',S' 6320.28

-? A:ienc Satisfactiocn Survjey \,mC N7S 6320.62 (R~)).

-Prcblem d e nticaior. Sheet - NES 62.7~

-?roble-n ScAtus Record (-r BE T I-,NST ~3 20.14A)

->fora Investigation (IJC JCYI,

-T:enn2 'ReV4e-'j, Report 0- (Nr7:iINST 7500.1

a . R.isk eval.uation is the process of objectively assessing the cause and
scop oft.e -rb~ orrs identified. High risk or proble= areas f:Qenti:ted

throug'I the collection and analysis of data will be assessed to dete~ine t-he

$co'.e Of the vroble= and how the -.roblerm is :o be resolved. 7he assessenz =ay

he acr.. ihdby :'he quality: assurance/:4sk =anagemer: officer or coi-tee, or

h~e cu;altty assurance/risk n-anage~en: coz~i:-ee =v refer the p.roble= -o a specifi
iidi~dua. ~cu- o~r service for assesszment:.

IZ "'rVenZ ior,/ResolUtiOn

R .'lsk prevention is the nroass o' p2 ann-Ing and ~rlnnigcorrecztve ac-

t~uo -,lesoive id.en:.4-fied nrzob7ens. ? isk prevenzcion =s: focus On prevenz:g:u-
z re -rao lems and allnmnac'ngo dcinC:iss All per:so-nel, cv anand nl

icrv ae resvronsIble for nmaking chnevsa-d;are of the content of thsinstruc-

::on and enclosur:-es and giving it the'. fu su.,-oor:.

D is: 7 au: ion
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YCC'4.AT FOR E.ZNA "N7S

From: Sicad, __________De~arcmt~e

Tv.: Cormmanding Officer

r (As necessary)

Fl l (As necessa:-y) 37a nc- 70ports woule be li4S~ec Inere.

3.(ro;~number Ishould describ*:e Zhe riazure c:- t'ne nee:iJng i .

mnonr.v, ve - aibnnhysuaiain ::.), :hIe date a-.- :4ze of :h-e

meeting and list attendees and absentees. I?-referzed, atzenanceiabsemce

may be listed on an enclosure).

2. Old Business.

a. 7,14-S aagahs*hould discuss all1 ite~.s Of bu,.siness -.h-h -:eren:

cnn:ereda:. th.e las: mee:ing and are pending.c This incl_,4es bo.as.i

mnive been solved and C-r7en:'V are cue :ror ree~a~c.as scnededo:e

Dcnartnent Problem Su~ary Sheet. Eachf, ice= -- s: contain clear tae.z abZout

c:CUSZ (~; A:ZN/ZZU~Eand mcg:::R( S'

V. ,Cre o: 4Sz :s eClested of- o:her ea7nns t-)e rn~sr

sh~mIld staze the apparen: pzroblem and recuest action by that Department. A cooy

oC the Deparzment mn-nuces should be _Forw,-arded co the ozher vizh a cover

ecdnwihsza-zes the reason ror refezra'l andC orovides a-.-;'bl 4z*7 2Stan-

dards or references to these standards and en.cl.osed perzinen: data u .:,ocn

:,e re;uesr is based. 7he De; ar:tnenz receijving suZ'. a rec-uest =.sz 7u~n e-

ce4irt, assessnen: anc rescluto-z -4,-:s =4nuzes and prove :he zeferrin

Departnen: %;-_th a copy of the :nesdocu_,enc4:ng rcl resolutic=.

c. ~hnall aroort jate acti:on has . ee-, co=Iezed and et :: of :*-e

problen is beyond the control of any De: ar:nen:, :he -oroble= slhzu.c 'be rerto

the Di-rector of ha Devar:n.en: and t~hen t-o :he Cc=--and Q.A. Office for fuzrth-,ez actionr.

Sohj ______ Departmental Minutes for (non7 h, year)

3. Nev Business.

Thris section is -7or cocumentation of disvissicri of ne-4 itE.s o: .nz:est and -oroo-

jems discovered since :he prvicus le:ng ach i:em zms: ccn:ain clear s~a~en7eZ:s

atbout ON~SI(), CTNC.LE ad OTO(S)
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-his area should be included in each =nzhlv =inues. Scat'istical su=:ries

may- be added as appendices; subjects disc-ussed w-ill include case revieuws, missed

dinacnoses, redicazion errors, etc. Zach case or discuss4.o- .oze=n --stoti clear

scate.nen:s about CONCLUSION(S) and kCTCON(S) - Care -- st be exezcised to- prot-ect tne

privacy o: pa:-ienrs and scaf: and interests of the Naval Hospital. Denpazczental

utes are no: an a:ronri4ae .-or%:= for inite:of indivi'dual or ccrn.ora=:e _)er:=zance.

T1hese r.azters are handled thr7ough vor cinfora2. i-nves:ig;a1_"os bayhrie Z- :

-Corm--ndinsg Officer), the Qua2i.L-y Assurance/Risk Management Coi::'zee or stafzf or the

Credenzialis Comr-itzee.

5. %zalizv Assurance.

-.ssection is used to ze-.c--: De:az~zen:Ca2. acz4ivitz_-es in -he are of Qual~zv

Assurance. -27oblets a::eoting any aspect of pa-cient care, a-nnrconria:ane ss of ad=4s-

Sion, c-_a&7ostic lrocecure or 'treatmen: amd efforts to icenzi~ff and stu dy n:e care

overall i'pro-:enentc ofcuiy are suita :ble for disc'assion. Dc~~:o oZF De-

oar~nn~a.activities ar-e z.bl.e=--ocuse-d anid 6eal -ait~n the s~ieci-: trso:-

?-oble= nror .i 'zat 4-0

c. Pr-oblem assessmven:

c. P-r o bIe-, resolut-ion by solut on or other means

___________ fleparzrient -Denar:-nental Yhinuzes for (rn-th, yeazr)

Th !., do c%;me n :ntof n:ur:"er should i-ndcace that the Quali_':y Asu:-rce ac:_-v1 'es

;Ile ro-nrrc I ensive, integrated and continuous in their scone and n.er4 orzance. Su-

~rrcs of sur;7veys, audits arnd other studies are included anid thne stud-- s:ova.ec as an

enc Ios-urc. Tne Quality Assurance Agenda is a re-u'-ec enclosure to the A.p-1mn

,tes. 7-Js shiould present the future Service plan. for 2 years ofQu44- Assurance!

'-Usk Managenent studies. Goals v"ich are. establi4shed should be met or th;e failure to

nee: zhn ex-plained. Agenda itens shiould :iclude studies or acti4ons recuir_4ed for ac-

Cornartnon yDu-poses (e.g.., =ontnhly or quarterl~y studies) and those landas th!'e re-

silt of- ot*her problem-finding activi.ties.

1h;s section rust docu-nenz a'! educat~onal e::orts carried ou: by :eSe-. ice.

7shou' d documient training and education. provided-to othners as -. ell as teintra-

S;L.%.4ce accivities. At least a portion of continuing educacion of irsezvice tra~nn

:)u~ e the result of probleI ident ificati on study and solu,;ion under sujch to.ics



as oiy/ioraltycasereviev or Qua2.i:y Assurance. This should be do:,.ner.:ed

n che n-inuces.

7. Service Connr.rtee and Branch Reoorts.

Laz;e Services may find that it is advantageous and effic.4enc co comdu-c: an% or

ill cz4 che above activities on the level of Branches. 1If this is so, Branc and

Cnmiee ~n~sshould be s-u;,-r4ized In thi-s secti-on of the Service Minu, es. n

-10tn i:ems 7ecu-ring :urther acz::on should be noted as discussed belc%;u

S~j ___________ Service Departme:al Hinutes for (n.Ion':h, y.ear)

:'-s sacztion should 1-4s:, in proivodr roble-s currently 4-niZg i:'he

Ser::"ce. Terr.n Su~arv Sheet ~nlbe used and is a recu..red anzlcs- ra foz 5c-

7-,: and i s 7e coeancec -'oz Bzamcn nts ilr to nze: '~e~n ate"

7ec'uir4enentS S'-ouI-d be exnlained im the minutes. -An ize= -vili re~a., om :'-. list until

h 'urren: Status" is "c4ee" co-2er"ien usuall-y should be assi-'ned: a:-

...re rev4 ew a to ass-are z:nar-:', me roblen addressed does not recur.

'ne 7 ee:T-n& a :Our7.d a: re

(S4 cnarure of-Chief of Se-7vi-;ce)

'- 1.) to:

eQu~.l4tv Assurance Coord inator

NOT7D A-ND RETZR.RD To A_?R?: --7

J. J. QU:7NY
Co=Z7ndin-g Cfficet
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T~N7 NC)rNIfl:!'r% NUMHER;;: __________

.111 I~(s onfl y um.vd hy the Coiii: Q"u1 f y rmit1 .rol Off~ice.

I1,DmNT FOLLOWUP
9 It;! I I SZ RIP IION~ CF IMCIl NT tIkCLUDE DAI ES

2. S',- 6A AT aOki PROG A ES No-,U. 'du RUNG )OESA.C 0 O ME CLINICAL AEC:ACS (Lta.EA. OUTATIEXT, LAS. X.AAY A'.
S;JtTS. El C.1-INCL JD DATE.S LmoSo AOUCE

i C-Al COfNi.:LL:ICM

S. ADO I' ONAL COmw.ENTS NF APCA a LE)

7. thOOVIOUAJ. CO PEI. P.Aj lC A /AATE/Tj71.El 1. P ITli* N4AME~ (LAST, FIRS-4. W.Ij.

3. PAThIEN1 IQ. ZAT~ Qi 0 i CA

COYEA

104



APPENIDIX G

National Naval Medical Center
Quality Assurance/Risk Management

Organizational Chart
2 February 1981
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APPENDIX H

Naval Hospital Bethesda
Quality Assurance Process

28 October 1.982
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APPENDIX I

Quality Assurance/Risk Management Program
Problem Identification Sheet

NHBETH (QIA)



QUAL ITY ASSUP.ANCE/ RISK MANAGEMENT PROGRM
PROBLEM IDENTIFICATION SHEET
NHBETH (OA) (REV. 10/82)

SUBMITTING LOCATION OR DEPARTMENT:

DATE SUBMITTED: CONTACT PERSON & PHONE NUMBER:_

1) PROBLEM IDENTIFICATION:

2) ACTIONS AND OR RECO.liENDATIONS:

3) FOLLOW-UP:

4) SUBMITTED TO THE QUALITY ASSURANCE/RISK MANAGEMENT COMITTEE OR OFFICE:

5) APPROVED BY THE QUALITY ASSURANCE/RISK MANAGEdl1ENT COITMITTEE OR RECOMENDATIONS

MADE BY THE Q.A. CO1KITTEE OR STAFF:

6) CO.NMANDING OFFICERS REMARKS:
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APPENDIX J

Quality Assurance Problem Status Record
(PSR)
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