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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).l 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 medical facilities to coordinate and integrate, to

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




The Naval Medical Command (formerly Bureau of Medicine & Surgery)
(BUMED), 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 were 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 documentation® resulting in a three-year accreditation.”’




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. 1In 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 BUMED 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 structure has
resulted in an increased number 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.




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:

l.

Criteria

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

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

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

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

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

The criteria for this study shall be:

1.

2.

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

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 solvable at the department or
directorate level.

Assumgtions

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:

l. 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.

I

Definitions




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 whac happens in the

course of treatment; it considers the professional management of patients."10

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

assets of a business so that its operations can grow profitably."1l

RrResearch 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/RM 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




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

recommendations 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.
‘31 JCAH Letter of 7 May 1982.
5 BUMED Letter of 15 June 1982,
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.

K




9 N.O. Graham, ed., Quality Assurance in Hospitals, (Maryland: Aspen Systems
i':grporation, 1982) .p.306.

Ibid.
11

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 guality assurance,
quality of care, Qquality 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.l

In the health field, the problems have been related to accessibility, 3
quality, quantity, and cost of health services. For example, in 1976 in the 1
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

e

inequitable distribution of health resources and health care among different
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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. 1In 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".® This established the necessity for a
financing mechanism enabling all citizens to purchase health care. 1In
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® 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. 1In 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 reascnable limits of professional discretion; and

12
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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.ll 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). 1Its 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.l2

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
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to the medical staff.l4,15

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. Porterfieldl® 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




whole.

Explaining further the two concepts as elaborated by Brook & Avery2l,
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 gquality-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 throughocut an entire episode of
illness as opposed to an isoclated 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”). 1In most instances the concepts are compounded by the biases of the

evaluators. However, in order to define quality in the analytical sense,

16

e e

e

and




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 wou'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.27 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 cf 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 Payne29; 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.

19




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, 1length 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.34,35,36He 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, 38sjegel 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




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 i3 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

weiss43 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
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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.45 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.46
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
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out.48
It is not so much the principles of research that make evaluation

80 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.4? 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.5l Davis describes an organization as

groups of people working together to accomplish an objective.32

Henry Tosi explains five generic characteristics of organization he has

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

l. Large size is an implicit characteristic. 1In 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
number 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.

24
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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 "avthority".

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.?4 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
i 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.55

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 meansg 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 documents.
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.58 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 performiny 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.59 Since Lembcke's seminal work on QA, the other major
components of QA systems, criteria settina 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
i 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.64,65,66 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 assessment

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.67,68 The majority, however, are inconclusive
or show no improvement in physician's performance in ordering necessary and only
necessary services.69,70,71,72,73,74 critics of requlatory 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."




As discussed, requlatory 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
laigsez-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.’5 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. 1In these individually
varying situations, unlike long-linked technology, the mosL apprupiiate 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 may well be "inappropriate to meet the particular

amount of resistance encountered at a given time, [thus] standard approaches to !




active tasks will entail a high proportion of errors or failures."77 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.79 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:




Military Enlisted Personnel

397 General service hospital corpsmen
14 cardio~pulmonary technicians

17 Occular technicians

9 physical Therapy technicians

42 Operating Room technicians

39 Neuropsychiatric technicians

101 Laboratory technicians

9 Respiratory Therapy technicians

6 Nuclear Medicine technicians

Military Officer Personnel

408 Physicians

185 Nurses

4 Physician Assistants

20 Health Care Administrators
9 Therapists (PT/OT)

14 Medical Technologists

4 Radiation Specialists

Civilian Personnel

164 Nurses

11 Nurse Practitioners

49 Medical Technologists

259 Other professional/clerical

12 ENT technicians
35 X-ray technicians
28 Pharmacy technicians

5 EEG technicians

7 Urology technicians

3 Dermatology technicians
8 Dental technicians

43 Other technicians

8 Other Enlisted

12 Dentists

8 Chaplains

4 Dietitians

6 Optometrists
11 Pharmacists
16 Psychologists

15 Social Workers

44 LPNs

10 Pharmacists

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




forwarded to the committee for monitoring, assessment, and recommendations, as
necessary, to the Commanding Officer for appropriate action. The Committee was

agsisted 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
gystem. 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 formai demonstrated in appendix 1. 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 4 :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. 1If 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:’

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
QOA/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 study, it was necessary to determine what was
needed to bring the program inte compliance. It was determined that the main
problem area was the certralized program. Therefore, it was felt that the
optimal model would be ore 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,
%98"'25 , p. 151.

Ibid.

U.S., Department of the Navy, Bureau of Medicine and Surgery, Health Care
Quality Assurance/Risk Management Program, BUMEDINST 6320.62, Washington,
ROC.’ 29 my 19811 pl l.

Ibid.

5

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

7

U.S., Department of the Navy, Bureau of Medicine and Surgery, Health Care
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i Quality Assurance/Risk Management Program, BUMEDINST 6320.62, Washington,
D.Col 29 Phy 19811 mo Viii-ix.
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CHAPTER IV

CONCLUSIONS AND RECOMMENDATIONS

Conclusions

A comprehensive study of the current literature on quality assurance/risk
management has been conducted. A tremendous amocunt 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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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 serviée 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: 1Is 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




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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NATIONAL NAYAL MEDICAL CENTER

BETHESDA, MARYLAND 20014 IN RERLY REFER TO

NNMCINST 6320.14B
NNMC:CO2A: y1
2 February 1981

NNMC INSTRUCTION 6320.148

From: Com?znding Officer, National, Naval Medical Center, Bethesda, Maryland
RN 200

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 thrdugh-
out the National Naval Medical Center through implementation of a comprehensive,

coordinated, and integrated Quality Assurance Program in accordance with refer-
ences (a) through (¢) 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 the ‘requirements of enciosures (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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b. A1l 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. Evaluatjon. The Quality Assurance Program shall be réViewed, at least

annually to assure that the program is operational, comprehensive, and
effective in improving patient care, clinical, and administrative performance.

Distribution:
T.a., I.c., III, V.a.

-

v
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NNMCINST 6320.14B

2 FFR fon
NATIONAL NAVAL MEDICAL CENTER, BETHESDA, MARYLAND
QUALITY  ASSURANCE .PROGRAM

Purpose. The goal of the National Naval Medical Center's Quality Assurance
rogram 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. A1l 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 Eerutiye 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
shalT 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.

70 Enclosure (1)
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Chiefs of Clinical/Administrative Services. Each Chief of Service shall
estabTish 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
Teast monthly to the appropriate director of services along with problem areas
and corrective action. The Chairmen/Chiefs of the various® services shall es-
tablish the priorities for problems which are unique to their service. If
the problem cannot be resolved within 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-
jtization 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 shali be evaluated to see that the corrective actions
taken do indeed correct the problem. A1l 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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NNMCINST 6320.148

2 FER 100
Evaluation. The Quality Assurance Program shall be reviewed on a continuing
basis and recommended changes may be forwarded to the Quality Assurance Coordin-
ating Committee at any time. Annually, on 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
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_4

DEPARTMENT OF THE NAVY 1
NAVAL HOSPITAL

NATIONAL NAVAL MEDICAL CENTER
BETHESDA. MARYLAND 20814

IN REPLY REFER TO .
NHBETHINST 6320.14 ¢
KH:01lA:JFP:me

28 October 1982

NHBETHINST 6320.14

3
From: Commanding Officer
Subj: Quality Assurence/Risk Management Program
Ref: (a) Accreditation Manual for Hospitals, JCAH _
(b) BUMEDINST 6320.62 1
Encl: (1) Format for Departmentzl Minutes
(2) Q.A. Study Abstract
(3) Quality Assurance Problem Status Record
(4) Quality Assurance/Risk Manzgement Program Problem r
Identification Sheet, 2

1. >2Purpose. This program is designed to enhance patient care at the Naval Hospital
through the ongoing assessment of important aspects of patient care znd the

correction of identified problems as defined and explzined in references (z) znd (b).
The mein objective of this program is to moniter, coordinate, integrzte and establish ™
accountability for quality assurance. All departments (Clinical, Administrative,
and Support), 21l medicel disciplines and all staff members and hezlith care A
practiticners, military and civilien, are required to participate.

2. Policy. Each section, branch, Department and Director shzll demonstrate z

cénsistent endeavor to deliver health care that is optimal, within available N
resources, and consistent with the mission of this comzand.
3. Definitions. The Quality Assurance/Risk Manzgement Program is the plan for
essuring the provisions of queality hezlth cere at the Naval Hospitel, Bethesda.
The Quality Assurance/Risk Management Program (henceforth referred to as the Q.A. 1
program) should be: =
(a) Cemprehensive .
(b) Flexible enough to permit innovation zné variation in the
approaches which zre used to:
L C . 1
1. evaluate, in diverse instances, whetter the "optimal
attainable outcome" of hezlth care hes been rezlized:
2. identify problems which result in fzilure to asttain this
result and: ]
1
3. hasten &and facilitate problem solution.
( 4. Scope.
a. All Naval Hospital persomnel have z direct or irdirect impact upon the
quzlity of hezlth care rendered to patients. It is incumbent upon &ll to zssitt in
the identification of health care related problems and in effecting solutions to !

rrodlems.
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NHBETHINST 6320.
28 October 1982

Subj: Quality Assurance/Risk Management Program

b. The Heads of Departments are responsible for the continued identi-
fication and resolutiocn (where practicel) of problems zffecting the quality of
patient care within their areas of supervision and to continuously monitor the
results of these efforts. All problems identified that zre outside their areas
of supervision and responsibility will be referred to the Director of the Service
they come under for further investigation and corrective action.

. c. Problems identified and addressed by Specizl Care Units within the
hospital are reviewed by the appropriate Clinical Directors.

d. Identified problems which ceannct be resoclved zt the Directer level
will be referred to the Q.A. Committee. The Director's icéministrative issistant
or Q.A. Coordinator shall notify the Commend Q.A. Office in writing before

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

e. All problems submitted to the Q.A. Committee, whether solved or
unsolved will be fowarded to the Commanding Officer for review or further
action.

f. Evzluation and review should be PROBLEM FOCUSED (i.e., should identify
problems), should be effective in resolving problers and should not merely be
intended to document how well care is delivered.

g. Documentation is mandatory in Quality Assurance. This documentation
will be zccomplished using the forms approved by the Ccmmand. Enclosure (1) is
the only approved format for ceparimentel ninutes. The exarmpl

mple proviced will be
ccne ed to by &ll Departments. This exzmple provices guicelines which will de

loweé by all submitting Departments enc 21l topics listed will be zddressed.
Other enclosures listed in encleosure (1) will be used. Encleosure (2) will be
submitted anytime a Q.A./R.M. study is completec. This form prevides documen-
tation of required studies (e.g, radiology menthly retzke rates, patient waiting
times, mecdication studies, nursing service stuciec). Enclostre (3) will be
cubmirted with 211 monthly minutes even if there:ezre nc pretlems identified in
the monthly meeting. No changes are permitted in the fermet of

e o

these forms
without pricr epprovel of either the Q.A. stzff or the (cmmittee.

5§, Frchlez Focused. The Q.A. progrem is intenced to be cynamic, identifying
protlems upon which to focus corrective actior,, and enscring the delivery of

high cuzlity health care. There is.ro single best methol fer predlem icentification.
\hen guicelines are used against which te evaluete the cuality of hezlth care,

thev will be :

e 3
: def<ired in writing and approvec ty the invcolved cecariment, the
z¢s and the Q.4. Directer. 1If the Q.A. Directer gquestione zny cof the
cuicelines submitted, he will foward them

sreblems will prove incapaztle of being resclived with ave
rroblems will have cerrective acticns applied and then w
reviewed to assure that they remein active

to the full (.4, Committee for apcroval.
£11 guidelines will be reviewed znnuzlly. Heving been icentifiec, a2 problem will
have z priority assigned to it on zll levels ané zction teken tc resclve 1:. Some

e
lztle resources.

11 be periocically
d. A monitor will te

nese

assigned by neme to these problems. All iden ems ancd 211 ccrrective
acticns teken will be docurmentecd in the app inotes. Documentation will
be such that one can clearly trace the meth P sdentificatien. Qiris
includes the identifiec problem, the correc ¢ uncerteawnen and *He
fcllovw-up results of those actions through 3 review of the —irutes.
Taclocsure (4) will be used to cdocument problerms within the lezpertment and clSO
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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 dec151on
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 4ncillary, Administrative, Nursing,
Medicine and Surgery Services will provide support for the progrem 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
irnadvertantly dropped short cf being resclved. The Directors will ensure
that any corrective action that can be tzken 2t the Directorate level is
initiated. Communication and documentation at this level is extremely
important. Each Director will be azssisted in the performance of their Q.A.
functions by both their Administrative Assistants or Quality Assurance
Coordinator and a full time E-4 or asbove Hospital Corps Q.A. Assistant.

The Administrative or Q.A. Assistants to the Directers shall prioritize
problems identified using a numerical system sterting with cne (1) which
will be the most urgent problem and nucbering down. The priority assigned
will remain with the specific problem until it is completed.

3, %Heads of Clinicel znd fdzinistretive Departments. Each Department EHead

shzll estetlish and maintzin 2 Q.A. protocol which shell be submitted to the
Q.4./R.M. Office for review and approval. Ascessment of care, azs 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 protlems as well as corrective actions and their results.
1f the problem cannot be resclved within the service involved it shall be
highlighted in yellow and referred to the Administrztive Assistant of the
zrezs Director. The Depertment Head will only use the reporting format used
in enclosure (1) tc document the monthly staff meeting.

4. Cermmend Quelity Assurznce/Risk Menazgement Office Staff. The wmilitary staff
of the Q.A. Office zre specis ggs istentes of the Ccrmanding Officer and report
¢irectly to him in &1l Quality’issurance/Risk Manzgement matters. The stzff of
this office will serve as aévisors to the Directors, and the Department Keads,
znd zs adviscrs to and investigators for the Q.A£./R.M. Committee and the ‘J

Cemmanding Cfficer. Cnly with the approval. of the Cc:manding Officer or
Executive Officer will the Q.A. staff investigate problems on the department
or directorate level. This office will be tasked with ensuring &ll Navy
Department, Navel Mediczl Command, Xaval Hespital end JCAE cquality assurance
ctandards &re being adhered to. The Q.4. aff will z1so0 oversee the JCAH }
accrediation process. The steff of this office will have full access to zll

minutes, repcrts, cormend files and meetings of the Naval Hospitzl and will

have full zccess to all hospital spaces.

5. Qualitv Assurance/Risk Management Cceordinator.

The incumbent will ceocrdinate
all Q.A. zssignments as far azs education &nc training. The Q.A. coordinator
will establish and maintzin a Q.A./R.M. trzining program for the entire staff

of the Nhaval Hospital. The coordinator is further tasked with establishing
77
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and maintaining a training program for MSC officers and senior enlisted
members of the Hospital Corps in accredistion standards and JCAE procgedures.
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 2 senior officer of the Medical Corps. As such, he
will be responsible for the Q.A. staff and it's functions. The Q.A.
shall be the Chazirman of the Q.A./R.M. Cormittee and the officer in
of the Q.A./R.M. Office. The Directer is responsible for overseeing
entire Q.A./R.M. preograr at this command.

or she
Director
charge
the

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 Commanding Officer. The Q.A
Committee will provide the Executive Committee of the Medical Staff

with monthly reports. The cormittee shzll have z 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 a2ll problems
submitted to it. Any problems that cannot be corrected by the Committee will
be referred to the Commanding Officer with documentation steting why the
problem cannot be corrected on lower levels.

7. Comnittees Repcrting To The Q.A./R.M. Cormittee.

N

The Credentizls Comsittee shzll obtain pertinent informztion regercing each
health care practitioner excepting nurses and speech pathologists from the
Q.A./R.M. staff prior to making a2 recommendation for annual re-~certification
of the practitioner. The Credentizls Committee will provide the Executive

_ Committee of the Medical Staff with copies of &1l decisions reached and a
monthly repert of any pending acticen.

8. The 0.A./R.M. Flow Cvcle. The following is how a problem, once identified is
put into the Q.A. tracking system. The problem x will be documentec through the entire

process. Copies of documentation must be provided tc the area identifying the protlem
from e2ll levels of the Q.A. ladder.

1. Quality Assurance problems will &e identified bty 21l members of the staff and
users. Most problems will originate zt the Depertment head level. Documentztion
rmuet begin at this level using the fcormat demonstreated in enclosure (4). Problers
jidentified at the Department level will be noted in the monthly stzff meeting report
with status and zction being noted. Prcblems will

en be listed on enclosure (3)
and included with the monthly report. The monthly pcr: with the problem flow

cheet zttached will then be submitted to that Depertment Heads Director.

r{ rv

2. The Directors will then review the submitted menthly reports and will attempt

to correct problems referred by the Department Heads. This action is probebly the
most important in correcting problems in a2 speecdy menner. Communication between

the Directors will usually get most prcblems ceorrectec. The Enlisted Q.A. Ccordin-
ator zssigned to the Director is make 2 list using enclesure (3) of 211 the problems
referred to the Director by his Department Heads. The list will be reviewed by

the Director weekly. All actions tzken by the Directcr must be ceccumented and a

copy given to the referring cepartment. Problems that cznnot be corrected by the

Director will be fowarcec to the Quality Assurance 0ffice for investigaticn
78

JEK.




NHBETHINST 6320.
28 October 1982

Subj: Quality Assurance/Risk Management Program
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 Command 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 fowerded to
the Commanding Officer. 4ll 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

tzken at this level are final.
(‘"‘ ™
"/c/—%c/./;’m

J./J. QUINN

Dist: 11
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FORMAT FOR DEPARTMENTAL MINUTES

From: Head, Department

To: Commanding Officer

Via: Director, Services

Subj: 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 tﬂe meeting (i,e.,
monthly, weekly with monthly summerization, etc.), the date znd time of the
meeting and list attendees and sbsentees. 1If preferred, attendance/zbsence

may be listed on an enclosure).

2. 01é Business.

2. This paragreph should discuss 21l items of business which were not
completed at the last meeting znd zre pending. This includes problems which
have been solved and currently are due for reevaluation as scheduled on the
'De;artment Problem Summary Sheet. Each item must contain clear stztements zbout
CONCLUSION(S), ACTION/COMPLETE &and MONITOR(S).

b. Where action is requested cf other Departments, the minutes plazinly
shoulc state the apparent problem &nd request action by that Department. A copy
of the Department minutes should bé‘?orwarded to the other with & cover
memorandum which stztes the rezson 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 cdocument re-
ceipt, a2ssessment and resolution in its minutes and provide the referring
Department with & copy of the minutes documenting problem resolution.

¢. When all zppropriate 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
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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. Ezch 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 czse re-

views, missed diagnoses, medication errors, etc. Each case or discussion

item must contain clear statements zbout CONCLUSION(S) znd ACTION(S).

Care must be exercised to protect the privacy of patients and staff znd in-.
terests of the Naval Hospital. Departmental minutes are not an appropriate
forum for indictment of individual or corporate performance. These matters are
handleé through formal or informzl investigations (authorized by the Cormand-
ing Officer), the Quality Assurance/Risk Management Committee or stzff or the

Credentials Committee.

5. Quality Assurance.

This section is used to report Departmental activities in the zrea 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 overalr_;mprovement of quality are suitable fer
‘discussion. Docume;tation of Depzrtmental activities zre problem-focused and
deal with the specific steps of:

a. Problem identification

b. Problem prioritization -

¢. Problem assessment

d. Problem resclution by solution or other means

81

.




A g

Subj: _Department Departmental Minutes for (month, year)

8. Problem Summary.

.

This section should list, in priofity o;der, 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 remzin on the list until the
“"Current Status" is "complete'; a '"complete' itemusually should be zssigned a

future review date to assure that the problem addressed does not recur.

9. The meeting adjourned at _ (time)

(

w

ignature of Department Hezd)

NOTED AND REFERRED TO APPROPRIATE
- DIRECTORATE.

J. J. QUINN
Commending Officer

Copy to:
Quality Assurance Office
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suvmitting Uepartment:

Contact Point and Phone No:

QA STUDY ABSTRACT
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P O N T

QUALITY ASSURANCE/RISK MANAGEMENT PROGRAM
PROBLEM IDENTIFICATION SHEET
NHBETH (01A) (REV. 10/82)

SUBMITTING LOCATION OR DEPARTMENT:

DATE SUBMITTED: CONTACT PERSON & PHONE NUMBER:

e I e T I E T I R T T e T I T I e I e e e e e e e e e e -
B e  E  F  F T 1 T T T T -

1) PROBLEM IDENTIFICATION:

2) ACTIONS AND OR RECOMMEKRDATIONS:

3) FOLLOW-UP:

4) SUBMITTED TO TEEZ QUALITY ASSURANCE/RISK MANAGEMENT COMMITTEE OR OFFICE:

5) APPROVED BY THE QUALITY ASSURANCE/RISK MANAGEMENT COMMITTEE OR RECOMMENDATIONS
MADE BY TEE Q.A. COMMITTEE OR STAFF:

6) CCMMANDING OFFICERS REMARKS:




APPENDIX F

NHBETH INSTRUCTION 6320.14 A
Quality Assurance/Risk Management
Program
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Enclosore (), Vroblem ldentification Sheet, will be sued to documant problems

within the department and also will be forwarded to the Quality Assurance Officer.
should a cdecision be zacde Zor any reason ot to correct an icdentified protlem, the ™
rationale for such a decision will be cleerly documented both in the monthly zin
utes and in a written stazenent signed by the depariment head and submitted to the
Quality Assurance Ofiicer.

<

7. Resoonsibilicy.

a Cosmanding O0fficer. Tne Comsanding CZficer has the authority e approve
or diszpprove any decision or ctecormendation relating to the nhezlch care provided
at this facilicy ) :

b. The Directors. The Directors of Ancillary, Adminisctrative, Nursing, Med-
icinc and Surgicel Services will provide support for the program by ensuring stail
compliiance with the gecals and objectives of the Quelity Assurance Prograzm. The
directors will ensure that 211 problems identified by thez a2re rTecorded using the
formacs piven in enclosures (1) cthrough (4) azndé that neo problec is inadvertently
" drooned shert of being resclved. The directors will ensure that any corTective ac-
tion that can be raken at the directorace level is inmitiazted. Each director will
" he ussisted 1n the perforzance of thelr Qualicy Assurance functions by both their
administrative assistants or Quality Assurance Coordinater. The administrative
Qualisv Assuracce assistanczs to the ciragtors shall oricritize orobledns ifenctified
uging a2 numerical svsten steviing with one (1) which will be the ost uTgenl DICH-
ad ¢own. <ne sriorvity assigned will re=ain wizh that speciiic 2robd-
comdleted. B 23
- - ‘..3
=]
cld tive Departzents. - Zach departzent head N
2Z 2z Tance pr 1 whieh shall be submitted
"‘?

s
to che Quality Assuran ol care, as

in the menthly winutes shall be reported
with one copy to the Quality Assurance office and shall
as well as corrective actions and their results. I the -

dectermined by the procto

to the asppropriate dire

include ldentified proble
lve

. yellow and referred to the
partoent head will only us
menchly stzil meeting.
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prohlem cannot be tesolved within the service involved, It shezll be highligntad i
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1o

~ The Quality Assurance stafi will 2lso be-natified in che event of any =ajor emer-

pency o that adequate docamentation mlght be started at the soonest possible mo-
ment Lor possthle sk miagement casers,

¢. QuallLy Assurance/Risk Management Officcr. The incumbent will coordinate

. all Quality Assurance andé Risk Managemen:t assignments es fzr as educaticn, train-
irg, {nvestigations, a22ad actions required by the Executive Committee or the Com=~

mand. The Qualizy Assurance Officer will establish ané mazintaia a Quality Assuz-

-l

ance Risk Managemen: craining progrez for the entire scefi., The Quality Assurance
Officer is further tasked with establistiing and maintaining & training progran for

MSC ofiicers and senicr enlisced meczbers of the Hospital Corps in accredication

stancdards a2nd JCAX procedures. The Qualizy Assurance Officer, with the auth cr: b4
gelegeted to him or her by the Cowmanding Offiger, is responsidle for overseeing N
the entire Quality Assurance/Risk Marcagerment Program at the Command.

8. Zxecuzive Commitc
acting in the mode ©
el

i o

tee/Qualizy Assuranc Com:i:tee. The Ixecutive Cocoxittee when
< 11 4

nzll iniciazte Qualisy Assurance/Risk Mza-

agenent investigztions where necessary; and shall act upca problezs rezferced from
cither the Commanding Offlzer or the Qualiry Assuramce Ofiicer. The Ixecutive Com- -
mittee in the mode of the Qualiity Assurance Cormittee will provide the Zxecutive
and Cemmanding OfZficers with monthlv repcrcs. The Commiztee shall mes: oonthly and
will &c2 upon all problems submizcted to it. Arny problems that czanotf be correctad
by the Committee will be raferrad to the Commanding Cfficer with documentation stat-
ing wity the problem cannor be correc:ed on lower levels. T =
. - k3 ?;
Y tomm 2oorTing 23 the Quatisv Asscrance/Risk Manmagsoen: Commis- T
Lecs. ntizls Cozmitzes shall obuiainm pertinent Znforzaiion rTegerding es&ch .
health ca titicner excepring nurses and speech pathologists Sroc the Qualilly -
Assurance ‘znagement oifficer prior to making a2 recosmendaticn for aznual re- .
certifice the practitioner. The Credentials Commi:tee will provide the Ix-
ecutive C e/Quality Assurance Comnmittee with copies of all decisiens reached -
ané mont rc c¢f any pending zction ‘ . '
10. The Qualitv Assurance Flew Cvcle. The following is how a prodlem, once iden-
tified, is put into the Quality AssuTrance trzcking systsn., The problam will be
documentaed through the entire prccoss. Copies of documsntatiocn Tust be p ovided -
to the area identifying the probdlem fzcm all levels of the Quality Assurznce ladder.

a. Ouality Assurance problems will be icdentified bv mezders of the staff and
uscrs. Most protlems will originate at the deparzoental level. Documentation zust
helng at this level using the format demonstrzated in enclosure (l). Problems icen-
LIffcd ar the departmenc level will be noted in the monthly staif meeting repors
with status. action and monitor being noted. ?Problems will then bde listed in en- ~

—~

clasure (2) and included wich the monthly minuces. The monthly zinutes (original &
2

cany) with the problex status record atlached will then be sudbmitted to that de:"’-
men: head's director dy the 10th day of the month. Monthly nminutes will not be sub-
mizted cirecctly sz zhe Commaznding CZfizer's Suite or the Quality Assurance OIiice.
LY. The directers will chen Te ¢ =cninly Teports end will at- R

te~ot o correc: croblezs referred bv the department heads. This acticn 1is prob-

B ab1§ the most imporzant in correcting srodlems in a spesdy madner. Ceo—wmmniczation

- te:ween the dirsciors will usually get most problems corrected. The adzinistrative
assisctants assigned zo the director will make a list using enclosure (Z) or all the
nroblems referred at the director Sy his department heads. 7Ine list will be review-
ed to the ditector weekly. All actions taken by the direczor must be decumeniad and
a copv ziven to the refercing deparinment. Problems that cannot be corrected by the
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dircctor will be {orvarded to the Quality Assurance Office for inves
possihle action or referral to the Qualizy Assurance/Executive Comnai

tors will submit all monthiy minuces and copies to the Command 04 office by
I h day of che month,

-

-

e AT monthily and guartevly committee mlontes {original and 1 copy) will be

subm i ted to the Command OA ot lee whien comploted,

de The Qualtly Assurance/Kisk Management 0 (ice will review all problexs sub-
witlogd and will investigate those problems that are being reviewed by the txecutive .
Committee. Those prohlems that cun be handled and correcced by the Qualicy Assur~
ance staff using the authority grented to it by the command will document steps
vaken to corTact the proble=. This documentation will be reviewvwed by the Quality
Asgurance lommiccee/Ixecurive Cozmittee 2zt irs zext schedule meecing. ?2Prodlexs
not correczad dy the Quality Assurance/Risk Management staff will be pur cn the
Quality nSSL'ance/.xe_¢:'ve Cotmiztee agencda. The Cormmitctee will
sive prodlez-solving apprcach and all actions will be docuze
Qa/Executive Committee will be forwarded to the Cozmandizg O .
not *aso ved by the Commitree vwill be forwva: ded tc the Cohwa? b C
nerrinent documencation. Tne Coc=an d‘hg Qfficer will raview the der
mizcee wminutes providad by the Command QA O ce2. Signature of the
licer on gwe ninutes and expressed ¢?3;ov 1
T soluctions to the problems noted in
ec minutes will be senc back to the C
vion and ve~submitted.,

.

1l teke at aggres-
d. Resu,:s cf the
o

n-u

TV recommendatons, corTective ac-
niautes. Non-approved depzare :
zand QA Office for furcther investiz

o n
ﬂ

c. The Administra
Torem all the adminiscracz

Tinutes Nave bevn signe
Shvalning o ocopy of

ovel dar
divien, the Admirisgrai.ve Assistant
2gar

tive Assistant,.Director of Hospital Administration will 2
ive assistznts of the five directors when the deparcmental
i by the Commandling Cfficer. Zach direccorate Iis 'as<ed v

r : ;

Amawcmnm = Y el
2 <

-
A

undul

i
the azyp
{orm heads of each committee T b
minutes. Heads of respective commiitee
the aspproved committee minutes.

i
oval on their co=mitce
nsible for obtzining a ccpy of

[s]
0
(1]
(" -
"

f. The Commanding Officer is the final step in the Quality Assuracce pr
Actions taken at this level are final.

11. ALl physiciens, nurses, M
i) iar wich the concteats of raf

Tal
2 s (a) and (). Thnese t2i
zajned in all departmenzs and

e
hes and updaced as required

3

vl
-
t
-

"
RISK MANAGEIMENT FROGRAM

Detinit ton: The Risk Manopzement Program is the process of increasing the qualtity
S onentoh eare by fdentifying, evaluazing, reducing and/or preventing risk or po-
tent ial sddverse events to patients, staff and visitors.

Purpoese:  Tu increasce the quality of patient care and minizize fin
£
-

—— 2 e

cial loss 3 the
Navy chroupgh jntegprated system o k é

a
risk d2zection, rvisk evaluzticn and tisx preventicn.

Focus: Primary emphasis of this prograz is to prevent harm by identifvying the under-

- ) PN
S -

lying prohlem rhat lead to adverse events and izplexenting pclicies, procecuTes, in-

structions and training of health care providers to avoid occurrences of adverse e-
venls.
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Oblecrives: .

a. 7To provide au ovganiczed reporting mechanism to the Commanding Officer
regurdinb incidents, eguipment nalbunct‘01, patient disatisfaction, potential .

]‘aoill;v claims or unusuzl circumstances that ares not consistent with che rou-
tine operation of cne ‘.osaita‘l or clinic.

b. To provide for an early deczection systez through the analysis of dat
by .centi:y-ﬁg proolen areas belore cozpensable events cccur

LS P

[1})

c. To minizmize potantial liability once 22 adverse event has occurred.
d. To provide 2 cross-rtefevence for liadility conctrel thatr integrates
wizh the qualicy assuraace/risk managzsment problez solving approach withiz the

coTmand. N

v

To reduce potential or actual lizbility claizs through the reduction
s

Tlements of Risk Van a ezant Progran

8. Risk detection- (problem idencification)
h. Risk evaluacion- (problez assessxent)

c. . Risk preveacion (problezm solucion)

a. ?Risk deteczion is the colleczicn and analysis of data teo facilitate
identification of srobleas or risks. The guality assurance/risk zanagezent oi-
ficer is responsible for the daga gathering function that sarves two purposas:

(1) 1t centralizes risk information and provides the dasils for a cozplete accur ate
file for legal purpcses in che event the medical facility =ust delend Its caLe, aod
(2) iz provides for periodic amalysis to identify the xmedical facilicy's high-risk
aress. ) . .

Incident Reporting Systems will utilize as che PT i mary source of data Zor risk de-
tection. Incident Reporiing Systez will be used by zll health care providers and
staflf in {cenzifying potential risk cases.

1. Medical Facilizv Incident Repert Form (NAVMED 6300/11)-(eaclosure 5)

The medical facilizy inciden: report form NAVMED 6300/11 (enclosure (5), has
. i :

meen designed to include necessary information about any type of incident. The
follewing factors must De ccunsidered whem sutziiiing an Incideal Report into the
system:

2. The individual iniciating the incident report cus:t record factual, spe-
cific end complete infoTmation, and must refrain from extraneous c¢o nzs based ¢z
sersonal opinton, conjecture or editerial coczent.

b, An incident repor: form =ust be cozpleted regariless of how minor the pre-

blem or incident appears to be.
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¢. The incident report forn is a2 working docuzment for the hospital, and
misc not become a part of the tatient treatzant record or department minutes..

‘d. When 2 patient incident occurs, the medical record should simly doc- .
ument what occured. It should factually scate, in the record what action was’
taken for the patient. It will not state that am “"incideat’ or "accidenz”

cccurted. It will not state that an incident repov*‘fb*m was filed,. or £hart the

qualicy assurance risk zanzgement cocrdiﬁator, or other like individual, was no-
tified.

¢. Confidentizlity must be mzintained at 211 tizes. NO COPIZS CF NAVMED

£300/11 WILL 8E MADE. The reports shall be mainrazined in a2 secured file and ia
an area of limited access by commamd Q4 office only.

f. 1In order to sainraiz the free {low of information, there must be re~
assurances that the incident report form and the information on it cannot be used
against an individual for the basis of disciplinary ection. A separate legal in-
vescigation must be used for that. purpose..

g. The fincident report wust be cowpleted immediately upon occurszmce of an
nccident or incident. Incident reporting loses its effectiveness if it is delayed.

h. Wwnenever an-incideat is repcrted,. additZonal documentation or follow-up
action may bde reguired. Zaclosure (6) will be used ©o provide this documsmtation.
This follow~-up form should be started dy the Quality Assurance Office it it is lelc

that - 2ddicional documentatiorn. is tequired. . . a =
. - . 3'§
i. The incidenrt revert form will De used for documentation of ‘accidents or ~
incidents Imvolving pacient, visitor, stzff or private ccn:rac:or'perso::el vizhin
the hospitals area of responsibility.

2; Incideﬁt Follow-up Revort Form.

The incident follow-up report form is 2 supplemental fotm to be used by the
quality assurance/risk management office or the cocmanding officer's appoinced in-
‘vestigator if an incident requires additiomal documentatiown zad izvestigation. 1In
complieting the form the inveszigartor will record dates aznd fezctual informacica in
chronolagical order. Upon completion c¢f the incidear follov-up report fortm, It Tust
he attached to the original incidemt report form and rerazined in the ccnifidential
file of the quality assu.ance/ isk madageﬁen: office. This form shall not be used
alone but in addition to the incident repo form.

3. Incident Report Reuting

The followving routing steps will be followed -by all members of the hospital
staff and no exceptions are permitted.

a. PROTOCOL rOR ALL DIRECTORATES EXCEPT NURSING

1) All incident reports generated will be submitted to the head ci the de-
parement afZer an occurrence of an incident.

-

2) Afzer the input by the depuriment head. incident reporis wus:t be submitt
to the Jepartment head's directorate for action -(if necessary). -

1) Administrative Assistants for each Directorate will sudmit incident reports
to che Command QA Office for additional 1§ﬂfc'
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actions Wi
ciden:.

L) The completed 4inciden:t with any
9
1 ¢l

. 5)

zation/corrective
vizhin 2L hours of che

-
i

care must ccntain phvsician's iaout

and assessment of :=h

6) Any incidants ocsuring after hours or o weekends mus- be reporced
on as Incident Report and sudmitted immediately to the &D0.
5 PRCTOCCL FOR INCIDENTS OCCURRING ON A NURSING WARD -
¢. The fcllowing ste2ps shall de followed by 2ll zembers of Nursing Szeif
when an i{nzident occurs on 2 nursing ward

1y nursing personnel involwved

A with incicent, snall generztz an iz-

cident regore

2) Wazd Medical Ofiizers or Physicians examining pazienar will repors nis
Tindings cn the raverse oI iIncident rzperis. If the phwsicizn does nct see che
patlent, or sign the incident report within 2 hours of iscident, the nurse coT?S
officer will not2 this in RZD ink and forwezrd it. )

3 The incident Taper: shall then bSe hand carcied o the Patient Carve
Coordinacor who will in turn, hand carry it to Director of Nursing Service viz
the Nursing QA Coordinator. - ;

3) The QA will leog the report in znd forward iz o the Director of Service
the pacient nelengs to, who will report his/her findings back to the Comzand QA
nifice. The resovrt will be brouzht to.cthe Commanding.Officer by the Ceommand 04
o{ficer.

d. Afzer hours, nizghts and Holicdays the following sieps shall be tzken:

1) Any nursing perscnnel involved with incicents shall gemerate an in-
cident repert.

2} Ward Medical Qfficer or asttending physician exazining patient will
repors hls/her {indings cn the reverse of zeport. (If phvsicizn does not see
or sign incident report within 2 hours of incident, the Nuzse Corps Ofiicer
wiil note :this in RID ink and forwazd It to the Nursing Suservisor, who will for-
vard incident repori to the Commanding Cificer.

3)  All incidents will be kept 5v the ADC for the Command QA coordinater,
to be aiven to the Direcier of Nursing Service via Nursing QA coordinacer zt the
hepinning of he next working day -

Ay The inclident report shall then

. protecol for

’

)
fncidents occuring on a nursing «

A tactdent Tvoses: Al svafl members must repor: any eczident or incident falli
A AT ‘
within the definition of this {nstruction. 1in addicion, any unfaveradble deviatio
of expecetarions dnvolving patient care that may be the resul:t of nedical managese
=ust bde reported. Any Incident involving security, safety or welf»-e and discicl

Y|
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c. Additfenal dafa sources will be usad by vthe QA/A¥ oifice to facilicate

risk deteetion.  Speclfic puidance governing routing and protocol will de re-
s I
ferenced next o each source. -

-l.iability Claims : (NMCNCRLINST 583C.24)
-JCAH Surveyc, Inspector General, Medical

-

~IC Reports, Yavy Audiz Services Reportis

-Department Morbidity & Mortalizy Minutes (NEB3ZTEINST 6320.144)
~Utilizaticn Review Qualizy of Care Issues {NEZEZTEINST 8320.2¢
~Command Comnittee Minutes {NE3ZITZINST 6320.28 )
~Medical Records (NESETZINST 6320.29 )
"_Pacient Contact Program (NERITHINST 6320.28 )
-Pazient Satisfaction Survay {(\MCINST $320.62 (R)).
-roblem Identificaction Sheet _ (NE3ETEINST 63208.1¢A)

. -Problem Status Record (NH3EZTEINST ©6320.144)
-In{ormal Investization (JAG) - (JAGéﬁN, Iz, VI .
-Inczernal Review, Report of (

.cdu‘h.f"‘

.

a. Risk evaluation is the process of cbjectively assessing the cause and
scope of the problems or risk idenrified. High risk or problez areas identified
chrouzh the collaction and znalysis of data will be assessed to deternine the -
scope of the prodlexm and how the prodlem is To be resolved. The assesszani 2y
he aceomnlished by che qualicty assurance/risk zanagement ofiicer or ceccmittee, OT
the cuslity assuTance/Tisk managesent committee zay reler the oreblez o 2 specific
individual, pToup or service for assesstent.

a Rlsk provention is the proce'ss of planning and Implementing coTtrective ac-
Llon to resoive identified nroblems. Risk prevention must focus on prevaniing fu-
cure ~roblems anc eliminacting or reducing Tisks. ALl persomnel, civilian axd zil-
itary, ere respeasible for making themselves aware of the concent ¢f this instTuc-
-ion 2nc¢ enclosures and giving iz their full support
LA,
J./J. QUTN
Distridbulicn -
t.ise 11

96
100 addilional copies.

| _ |
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Labou:r CONCLUSION(S), ACTION/COMPLETZ znd MONITOR(S). oot

MBI L el

o S

P
TCRMAT TOA  DITARTMENTAL  MINUTES
From: RHead, Department -

To: Cormmanding Officer

Via: Dircctor, Services

Deparimentsl Minuves for (monzh, wvear)

Ref: ~ (As necessary)

Fuel:  (As neca2ssary) 3ranch reporcs would be listed hers.
.o«

monthly, we:kly with montily summarization, 2:c.)

ks |

avagraph number L should cdescribe the n

meeting 2nd list attendees and absentees. 1Z preferrted,

may be listed on ax enclosure).

2. Cié Business.

a. Thnis paTegreph should discuss zll items of businesss v
compleraed a2t the last deeting znd are pending. This includes problems which

naove bDeen salved zad currcen

aeme tE T AN fEY - g mem s [ A —— P T
CONZLUSION(S) . ATTION/COYELETZ and MORIZCR(S) .
- - - s - PP, - - MRS
Y wheT2 3CTILoTM LS Teguestac CI 2TNheT U22&TTNENTS, The |MInuIes pLettly
St.U\l

cemcTandun which stales the teazson for tefezral znd provides 2lizzhl

t-e rTecuest is based The Department receiving such 2 recuest TSt GCQUTRTI Te-
ceizt, 2ssessment and Tesclutica in its zinuies and p:ovide the refsrTing
Department with a2 copy ¢ the minutaes cocu en:;ng'_.cbla: resoluticza.

¢. when 2ll zpsropriate action has Seen cotpleted and Tescluzizz of che

>
¢=e Directer of that Depeariment and then =0 che Cczmand Q.4

Suhj: Departmental Minutes for (menth, vear)

3. ©New Business.

This seccicn is for documentation of discussicn of new i

lems discovered since the dravicus wee:
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v ané Morceliczv
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This area should de included in each wonthly =miauctes. Statistical su
=ay be a2déced zs appendices; subjeccts Ziscussed will include
diagnoses, wmedication errors, etc. Tach ca2se or discussion
statezents about CONCLUSION(S) and ACTION(S). Care —ust be exeTcised tc protect the

srivacy of parients gnd staff and interests of the Naval Hospital., Depa-rmexntal =iz~
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Credentials Committee.

5. Qualitv Assurznce.

This section is used to repcrt Decazrtdenctel aciivities
AssuTanca. ‘-ca'=~s afferting any aspect of petient czre, 2

on, ¢iz

Ies

s ncstic procedure cr treatment zad efforis to identiiy zzd stud

- 0‘)

vy

ar sverall

<

3]
°
‘o
"
i)
1]
o]
"
(e}
l"\
0
e
m
‘—A
'l
ot
<
u
"
n
b4
f-

o
sarcmental ac:ivi:ies zre preblex-focused and ceal with the specifis s

p ters of:
2. 22¢ ale: idenrificazion
3. 2Prebiewm prioritizaticn

¢. Provlen assesswment

¢. 2Problem tesolution by solution or other weans )

Sudj: ‘ Department Departmental Minutes for  (zent

Thi; dacumenzation furcher should incdicate that the Quality Assurance

are comprehensive, in

[
[1 2]

s
Tates 2an

[g]

continuous ia their scope and perivrmance.  Sum-

0.

=arics ol surveys, au

17

é
its and other studies are included and the study proviced as
e=closuce. Tne Qualicy Assurance Agenda\is &2 regquiced enclosure o the April zin-
his should present the Zfuture Service plan fer 2

Risk Manzgement studies. Goals vhich are established should be

meet chem exclained. Agenda itexms should inclu ;de studies or acticas recuired for zc-
crecitzzicn purposes (e.g., zonthly or quarcterly studies) ané those plamzad as the Te-
sult ¢ cther problex-Iinding activities,

H\

This seccion mus:t document all ecucztional efforts carried our by the Service.
1L should cdocument training and education provided-to otheTs as well as the
2

Service getivities. At least 2 portion of centinuing education of izservice training

shoulc be the result of problem identification study and solution under such tepics




-

as Mor»idizy/Mortalicy case "review or Quality Assurance. Thnis should be dozumented

7. Service Comnmitree and 3ranch Repores.

Large Services meay find that it is advantageous and efficient

all cf che adove activities on the level ¢of Branches. If this is sg, 2ranzh and
Cammiites minuzas should be summarized in this section ¢f the Se-vigce Minuzes. Io-
wortant izems rtequiring further acticn should be noted as discussad delow!

Subji: Service Departwentzl Minut

s for (monzh, weat)

§. Problex Summaty.

This section should list, in prioritv crier, problems currencly pendizg it che
Serwvice, Tha Pronlan Su—=rv Shee:t will be used and is & reguired encliesure Zor Ser-
vice mimuces and is Ta2co—sended for 3ranch miautes. Tailure o =meer "Milsszone Sete'

sure rTaview £:zI2 o0 assure tnat the prodl

v
5]
')
0
n
"
o
"
w
[
0.
N
(4]
(14
wn
3
[»]
i)
"
v
0
"
'

Cualicv Assurance Coordinator
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QA STUDY ABSTRACT

DATE
Problem Statement
. [History
i
L Stugy Objeclives Sample
!
i Groud(s)
i
1
. Size
.
‘.
i
i Criteria
|
i
|
{
|
|
l
|
i
!
i
|
!
i
i
!
i Metnocs o Data Coliection, Summary and Reporting Date Stant
|
i 101 Date Complete
| .
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PROBLES GORNT IV TCATION SHERT
NEBETL A0EA Y A2/ 10 ERev,)2/87)

o

DURMITT RS LOCATION O DEPARTMENT - -

rm mem e de s R S e cam—

LOATE L SERBMTTEER  CONTACT PRRSON & PHONE NUM3ER:

e . sew eme o ———

—
hetnindadedndadobed il b A T RIS PR TR L Y 2 E - R T E L L T 1 N F T R oy g g e ep g ey SO e 1Y

Y PROJLEM IDENTTEICATION:

- s oo

.

2 ACTTONN AND OR RECOMMINDATIONS:

33 POLLOW=LIR

GF 0 RUBMITTED T THE CUALTTY ASSURANCE/RISK MANAGEMENT COMMITTZIZ QR OFrice

‘:"3_

- &

SYAPTROVEDL RY THD OUALUINY ASSURANCT/RISK MANAGIMEINT COMMITTIZ QR RICQOMMINDATIONS -

MATL MY THE QLA COMMITTIN OR S7TASTT:

HY  IMMARNDINS QFTICERS ATMARYS:

) BT
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Th{w (';-r‘m'(s only used hy the Coamund Qualicy Control 0ff{ce.

re INCIDEINT FOLLOWY?P

tOBRIET SUSCMIPTION CF IMCICENT UNCLUDE DATES)

-
.

1. SUMMARY FADMPROGALIS NOTEL NURGING ROTES AND OTHER CLINICAL RECSALS Lo  ER, GUTPATIENT, LAS, X.AAY AE.
SULTS ETCI-INCLUDR OATES AND SQUARCE

3. PATIENT COUNSELLING

& STAFF COQUNSILLING

S REICOMMENDED ACTION

S, ADOITIONAL COMMENTS (iF APPLICABLE)

T INOIVIOUAL COMPLETING #CAM (CAACE/RATE/TITLE) B, PATIENT'S NAME (LAST, FIRST MJ)

3, PATIENT'S SN 10. S4Te OF RePOART

Oovea g
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APPENDIX 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 1982
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APPENDIX I

Quality Assurance/Risk Management Program
Problem Identification Sheet
NHBETH (OIA)




QUALITY ASSURANCE/RISK MANAGEMENT PROGRAM
PROBLEM IDENTIFICATION SHEET
NHBETH (01A) (REV. 10/82)

SUBMITTING LOCATION OR DEPARTMENT:

DATE SUBMITTED: CONTACT PERSON & PHONE NUMBER:

R ErEEESSREESEESEERSCSE RIS SCSSEC TSRS SnSEEE=Co oSS SoESSsSSssss=o==
= == =x=m=== ==== s=a=x=s===== e L Y L e T ey Y T T T T Ty T T

1) PROBLEM IDENTIFICATION:

2) ACTIONS AND OR RECOMMENDATIONS:

3) FOLLOW-UP:

« &) SUBMITTED TO THE QUALITY ASSURANCE/RISK MANAGEMENT COMMITTEE OR OFFICE: , =

-—

5) APPROVED BY THE QUALITY ASSURANCE/RISK MANAGEMENT COMMITTEE OR RECOMMENDATIONS
MADE BY THE Q.A. COMMITTEE OR STAFF:

6) COMMANDING OFFICERS REMARKS:
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APPENDIX J

Quality Assurance Problem Status Record
(PSR)
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