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Quality Improvement ≠ Performance Improvement

Quality Improvement vs Performance Improvement

•Quality Improvement:
•Retrospective analysis to make forward changes

•Performance improvement:
•Prospective analysis to predict outcomes

To the CEO

Quality = $$$$$



To the Team

Quality = WORK

• Externally Assigning Service
Lines:

• Diagnosis Codes
• Procedure Codes
• Discharge Disposition
• Gender
• AGE

Diagnosis Related Group
(DRG)
+ Complications
+ Comorbidities

(CCs andMCCs)

Specific Service
Line

SortingMortalities

Service Line

Major
Service

Admit
Service

Discharge
Service

Subservice
Line

National TraumaDatabase / TQIP

•All trauma patients > 16

•207 deaths August 2015 – March 2016

•50 expired in the ED
•2 were under 16

TOTAL TRAUMA

4500

157

not included in Vizient

TQIP deaths in VIZIENT: 76% (157/207)
VIZIENT deaths in TQIP:59% (157/265)

207

265



NHSN and NSQIP Colorectal Surveillance

NHSN  NSQIP 

Procedure 

Selection 

ICD‐9 Procedure Code from hospital billing; All 

surgical services included.

May be principal or secondary procedure 

CPT Codes: OR Schedule, review of operative note, surgeon billing . 

General and vascular surgery patients reviewed for inclusion.  Ostomies

and takedowns are not in the Colectomy category 

Exclusion 

Criteria 

Patients with wound left open at the index 

procedure 

Trauma and Transplant patients

Patients with proc w/in 30 days prior to index operation 

Wound closure noted; no exclusion for wounds left open 

Surveillance 

Period 

30 days for most with exception of 

365 days if implant placed 

30 days for all procedures 

Multiple 

Procedures 

Infection ascribed to most likely site or 

prioritized by risk 

Primary procedure is CPT Code with highest work RVU; SSI is not 

assigned to specific procedure 

Risk 

Adjustment 

Stratified by risk index that incorporates the 

following 

• Duration of operation

• Wound class

• ASA classification

[New regression model risk stratification 

implemented in Jan 12] 

Odds Ratio:  multivariate regression analysis models every six months; 

significant factors include 

• Wound class

• Body mass index

• Preoperative sepsis

• ASA classification

• Patient age

• Emergent operation 

NSQIP vs. NHSN Colorectal 
Surgery SSI
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Data by 
Infection 
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IBD Status

CDC Mean

Jan-Aug
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Who is looking at the data?

•CEO
•CQO
•Chairman

•Trauma Medical Director

•YOU?



What changes can you make that will 
result in improvement?

• Eliminate waste

• Improve work flow

• Optimize inventory

• Change the work 
environment

• Patient / clinician interface

• Manage time

• Focus on variation

• Error proofing

• Focus on the 
product or service

What changes can you make that will 
result in improvement?

• What you change may result in the intended 
improvement—
• May have unintended consequences, positive or 
negative.

Implementing Changes

•Test first on a small scale—one or 

two patients, then for a day.

•Solicit immediate feedback—at the 

point of use if possible.

•Make changes based on feedback



Implementing Changes

•Once the process is reasonably stable, 

implement widely, across a unit or area

•Changes are still possible—even 

probable—after full implementation

•Consider sustainability while designing 

process implementation

Measuring Success

•Simple, real‐time process measures may help 
to drive implementation

•Outcomes measures 
• may lag too much to be actionable

• often ultimate measures.

•Measures should be meaningful to those 
who perform the actions

• Think about those who are affected by the new task
• Invite input

Final Thoughts

•Quality improvement is not separate or in addition 
to clinical care.

•Quality is integrated into every interaction with 
patients.

•Nearly every aspect of care has been, is, or will be 
subject to improvement.

•Every change you make to your practice is about 
improving the outcome.



Thank You

Quality
In the Eye of the Beholder

Oscar Guillamondegui, MD, MPH, FACS

Trauma Medical Director

Vanderbilt University Medical Center



www.east.org
@EAST_Trauma

Trauma Registry 
Management & Oversight

Joan Pirrung, MSN, APRN, ACNS‐BC

Director of Clinical Operations, Trauma

Christiana Care Health System

Newark, DE

www.east.org
@EAST_Trauma

Disclosure

• I have no conflict of interest relative to this educational activity.

www.east.org
@EAST_Trauma

• Review the core functions of a trauma registry and its impact on 
trauma performance improvement processes.

• Discuss the oversight necessary to validate the accuracy of trauma 
registry data.

Learning Objectives

1

2
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www.east.org
@EAST_Trauma

Registry:
A disease‐specific data collection repository

Trauma Registry:
Uniform data elements that describe the injury event, 

demographics, pre‐hospital information, diagnoses, care, 
outcomes, and costs of treatment for injured patients.

Resources for Optimal Care of the Injured Patient

www.east.org
@EAST_Trauma

Trauma Registry

• Requirement as a verified and/or designated trauma center

• Essential component of a trauma center and state system
• Internally

• Regionally

• Nationally

• Repository for both clinical and system processes/issues

• Hospitals across the United States share key elements of data

www.east.org
@EAST_Trauma

Trauma Registry

• Foundation for the trauma program and state trauma systems

• Supports all aspects of the program:
• Performance improvement
• Guideline development
• Research
• Finance
• Business plan development to increase resources
• Advocacy
• Injury prevention
• Education

4
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www.east.org
@EAST_Trauma

Trauma Registry: Data Dictionary

• National Trauma Data Bank (NTDB):
• Contains more than 80 core data elements

• Contains more than 30 Trauma Quality Improvement Program (TQIP) data 
elements

• Continuously updated

www.east.org
@EAST_Trauma

• Name of the data element

• Definition of the data element

• Data type of the data element (many data elements have comments provided to assist in 
the implementation of a database schema and the Version 2 XML standard)

• How to deal with missing or incomplete information

• The variables associated with each data element

• A data scheme describing how variables contained in the National Trauma Data Bank 
(NTDB) Dataset are related

• What edit checks are associated with the use of the data elements

• A list of data elements that are auto‐populatedwithin the dataset or variables auto‐
generated from values collected in NTDB

• A glossary providing definitions for variables and values utilized in the NTDB

https://www.facs.org/quality‐programs/trauma/tqp/center‐programs/ntdb/ntds/data‐dictionary

Trauma Registry: Elements of the Data Dictionary

www.east.org
@EAST_Trauma

National Trauma Data Standard (NTDS)

• An effort to standardize the data in the National Trauma Data Bank 
(NTDB)

• A dataset defining standardized data elements collected by the ACS 
within NTDB and TQIP

• Contains core variables that would prove useful if aggregated 
nationally

7
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www.east.org
@EAST_Trauma

• Development of nationally trauma benchmark

• Facilitation of research efforts
• Evaluation of hospital and state trauma system patient outcomes

• Analysis of regional and national trends in trauma care

• Provides guidance for addressing resource needs such at disaster 
preparedness, injury prevention efforts or other issues related to 
trauma care

• Trauma centers and/or state systems collect more comparable 
elements in addition to the NTS

NTDB Data Standard 

www.east.org
@EAST_Trauma

• Background:
• Varying degrees to no college degree
• Health information specialist
• Nurse
• Informatics
• Hospital data system analyst
• Certification or no certification in trauma registry

• Training:
• ATS Registrar Course
• AAAM Scaling Course
• Institutional or State developed Course

Trauma Registrar

www.east.org
@EAST_Trauma

Trauma Registrar Software

• Data must be valid and reliable

• Report writing is an essential skill of a registrar

• Reports must be reflective of the data requested

• Registry system must be compatible with state and national registry 
systems 

• Data validation must occur frequently

10
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www.east.org
@EAST_Trauma

Data Validation

www.east.org
@EAST_Trauma

Data Validation

• Process must be developed to ensure the trauma registry data is complete 
and appropriate with the elimination of erroneous values

• Routine inter‐rater reliability must be conducted

• Software systems have internal validation options

• Re‐abstraction of patient records or specific data elements should be built 
into the validation process

• Updates with data dictionary definitions should drive elements for reviews 

• Frequent discussions among the registry team is imperative to ensure 
collection by the team is identical

www.east.org
@EAST_Trauma

Protection of Trauma Data

• Data must be secure at all times

• Develop and maintain a research request form 

• Ensure patient confidentiality and 

data integrity by limiting access to the registry

13
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www.east.org
@EAST_Trauma

Integration of Trauma Registrars

• Members of various PI committees

• Participate in event/issue identification

• Review and update the data dictionary when necessary and ad hoc

• Develop, implement and update the data validation process

• Develop data reports and run data requests

• Provide education on anatomy, trauma injuries and trauma systems

• Review data reports with registrars and ensure accuracy 

www.east.org
@EAST_Trauma

Concurrent Registry

• Adds to the efficiency of the PI process

• Lean methodology

• Data entered throughout patient admission

• Requires clear workflow algorithm

www.east.org
@EAST_Trauma

The most important function of a trauma 
registry is to improve and assist in optimizing 

care for the trauma patient 
locally, regionally and nationally.

16
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www.east.org
@EAST_Trauma

Thank‐You

19



www.east.org
@EAST_Trauma

Audits & National 
Benchmarks
Elliott R. Haut, MD, PhD, FACS

Vice Chair of Quality, Safety, & Service
Associate Professor of Surgery, Anesthesiology &

Critical Care Medicine, Emergency Medicine, Health Policy & Management

Core Faculty, The Armstrong Institute for Patient Safety and Quality

Johns Hopkins Medicine

@ElliottHaut #EAST2019

www.east.org
@EAST_Trauma

Summary

• Audit Filters
• Internal, local focus
• Look at your data to drill down to identify issues to improve 

• National Benchmarks

• External focus
• How do you do against your peers?

@ElliottHaut #EAST2019

www.east.org
@EAST_Trauma

Audit Filters

@ElliottHaut #EAST2019

1
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www.east.org
@EAST_Trauma

Learn More About Trauma PI/QI

• TOPIC‐ "Trauma Outcomes and 
Performance Improvement Course“

• One day (in‐person) course

• Sponsored by the Society of Trauma 
Nurses (STN)

@ElliottHaut #EAST2019

https://www.traumanurses.org/topic

www.east.org
@EAST_Trauma

What is an Audit Filter and How Do I Use One?

• Audit filters prompt a review

• Triggering an audit filter does not always mean “bad” care 

• Surveillance system
• Goal is high Sensitivity‐ don’t miss real cases

• Less concerned about Specificity‐ don’t mind false positives

@ElliottHaut #EAST2019

www.east.org
@EAST_Trauma

Types of Audit Filters

• Non‐discretionary (Mandatory)

• American College of Surgeons Committee on Trauma (ACS‐COT)
• State required 
• The Joint Commission and/or other regulatory agencies

• Discretionary
• You get to choose
• Defined by your trauma program

• Can change over time

@ElliottHaut #EAST2019
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www.east.org
@EAST_Trauma

Outcomes v. Process Measures 

Outcomes Measures

• Mortality

• Complications

• Length of stay

• Ventilator days

• Readmissions

Process Measures

• Time on diversion

• Surgeon response time

• Time to operating room

• Under‐ and Over‐Triage

• Guideline Compliance 

@ElliottHaut #EAST2019

www.east.org
@EAST_Trauma

Overtriage vs. Undertriage

• The Cribari Matrix 

• Overtriage = A/A+B

• Undertriage = D/C+D

@ElliottHaut #EAST2019

<

www.east.org
@EAST_Trauma

Guideline Compliance as a Process Measure 

• Track compliance

• Monitor effect on outcomes

• Data collection can be manual or automated

• Consider customizing trauma registry element

@ElliottHaut #EAST2019
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www.east.org
@EAST_Trauma

Role of Guidelines in Trauma

• Reduce inappropriate practice variation
• Speed translation of research into practice

• Improve care, safety, and quality

• Reduce Disparities
• Cut costs

@ElliottHaut #EAST2019

Kuehn, JAMA 2011

www.east.org
@EAST_Trauma

EAST Guideline Dissemination

• FREE to all at www.east.org
•Help promote and promulgate

•National / International

• Institute locally at your institution

www.east.org
@EAST_Trauma

Guideline Compliance Audit/Feedback

• Targeted performance feedback

• Provider‐specific profiles or compliance scorecards

• Bringing performance data to individual providers

• Can competition drive improvements?

@ElliottHaut #EAST2019
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www.east.org
@EAST_Trauma

Trauma Attending vs. Resident VTE Prophylaxis

Lau, JAMA
Surg 2015

42 residents at 100%

7 residents 
at 0%

@ElliottHaut #EAST2019

www.east.org
@EAST_Trauma

87.7%
Sept

93.3%
October

96.3%
November

www.east.org
@EAST_Trauma

Lau, Ann Surg 2016

Feedback Improves VTE Prophylaxis

@ElliottHaut #EAST2019
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www.east.org
@EAST_Trauma

National Benchmarks

@ElliottHaut #EAST2019

www.east.org
@EAST_Trauma

National Benchmarks

• History of Trauma Outcomes Benchmarking in the United States

• Major Trauma Outcomes Study (MTOS) (1982‐1987)
• National Trauma Data Bank (NTDB) (began ~1994)

• National Trauma Data Standard (NTDS) (2008)

• Trauma Quality Improvement Program (TQIP) (began ~2009)

• What is next????

@ElliottHaut #EAST2019

www.east.org
@EAST_Trauma

A National Trauma Care System

Integrating Military and Civilian 

Trauma Care Systems to Achieve 

Zero Preventable Deaths After Injury

nas.edu/TraumaCare

@ElliottHaut #EAST2019
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www.east.org
@EAST_Trauma

Donald Berwick (Chair), Institute for Healthcare Improvement
Ellen Embrey, Stratitia, Inc., and 2c4 Technologies, Inc.
Sara F. Goldkind, Goldkind Consulting, LLC
Adil Haider, Brigham and Women’s Hospital, and Harvard University
COL (Ret) John Bradley Holcomb, University of Texas Health Science Center
Brent C. James, Intermountain Healthcare
Jorie Klein, Parkland Health & Hospital System
Douglas F. Kupas, Geisinger Health System
Cato Laurencin, University of Connecticut
Ellen MacKenzie, Johns Hopkins University School of Hygiene and Public Health
David Marcozzi, University of Maryland School of Medicine
C. Joseph McCannon, The Billions Institute
Norman McSwain, JR., (until July 2015), Tulane Department of Surgery
John Parrish, Consortia for Improving Medicine with Innovation and Technology 

(CIMIT); Harvard Medical School
Rita Redberg, University of California, San Francisco
Uwe E. Reinhardt, (until August 2015), Princeton University
James Robinson, Denver Health EMS-Paramedic Division
Thomas Scalea, R. Adams Cowley Shock Trauma Center, University of Maryland
C. William Schwab, University of Pennsylvania
Philip C. Spinella, Washington University in St. Louis School of Medicine

Committee on Military Trauma Care’s Learning Health System and Its Translation to the Civilian 
Sector

www.east.org
@EAST_Trauma

Framework for a Learning Trauma Care System

Components of a continuously learning trauma care system:
 Digital capture of the patient care experience
 Coordinated performance improvement and research to 

generate evidence-based best trauma care practices
 Processes and tools for timely dissemination of trauma 

knowledge
 Systems for ensuring an expert trauma care workforce
 Patient-centered trauma care
 Leadership-instilled culture of learning
 Transparency and incentives aligned for quality trauma care
 Aligned authority and accountability for trauma system 

leadership

nas.edu/TraumaCare

@ElliottHaut #EAST2019

www.east.org
@EAST_Trauma

Framework for a Learning Trauma Care System

nas.edu/TraumaCare

@ElliottHaut #EAST2019

• Learning health system: “A system in which science, informatics, 
incentives, and culture are aligned for continuous improvement and 
innovation, with best practices seamlessly embedded in the delivery 
process and new knowledge captured as an integral by‐product of the 
delivery experience” (IOM, 2013, p. 136).

• Benchmarking: “A systematic comparison of structure, process, or 
outcomes of similar organizations, used to identify the best practices 
for the purposes of continuous quality improvement” (Nathens et al., 
2012, p. 443).

19
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www.east.org
@EAST_Trauma

Findings:
• The collection and integration of trauma data across the care continuum is incomplete in both the 

military and civilian sectors.
• Military and civilian trauma management information systems rely on inefficient and error-prone manual 

data abstraction to populate registries.
• Data are fragmented across existing trauma registries and other data systems, and data sharing within 

and across the military and civilian sectors is impeded by political, operational, technical, regulatory, and 
security-related barriers.

• In both the military and civilian sectors, performance transparency at the provider and system levels is 
lacking. 

• Providers lack real-time access to their performance data.
• No process exists for benchmarking trauma system performance across the entire continuum of care 

within and between the military and civilian sectors. 
• Military participation in national trauma quality improvement collaboratives is minimal; only a single 

military hospital participates in an ACS TQIP.

Improving the Collection and Use of Data

@ElliottHaut #EAST2019

nas.edu/TraumaCare

www.east.org
@EAST_Trauma

Recommendation 5: The Secretary of HHS and the Secretary of Defense, together with their governmental, 
private, and academic partners, should work jointly to ensure that military and civilian trauma systems 
collect and share common data spanning the entire continuum of care. Measures related to prevention, 
mortality, disability, mental health, patient experience, and other intermediate and final clinical and cost 
outcomes should be made readily accessible and useful to all relevant providers and agencies.

• Congress and the White House should hold DoD and the VA accountable for enabling the linking of patient data stored in their 
respective systems. 

• ACS, NHTSA, and NASEMSO should work jointly to enable patient-level linkages across the NEMSIS National EMS Database and 
the National Trauma Data Bank.

• HHS, DoD, and their professional society partners should jointly engage the National Quality Forum in the development of 
measures of the overall quality of trauma care. These measures should be used in trauma quality improvement programs, including 
ACS TQIP.

Recommendation 9: All military and civilian trauma systems should participate in a structured trauma 
quality improvement process. 

• ACS should expand TQIP to encompass measures from point-of-injury/prehospital care through long-term outcomes, for its adult as 
well as pediatric programs. 

• CMMI should pilot, fund, and evaluate regional, system-level models of trauma care delivery.

23

Improving the Collection and Use of Data

@ElliottHaut #EAST2019

nas.edu/TraumaCare

www.east.org
@EAST_Trauma

http://www.nationalacademies.org/hmd/~/media/Files/Report%20Files/2016/Tr

auma‐Care/Importance‐of‐Data‐Driven‐Decision‐Making‐CP.pdf

@ElliottHaut #EAST2019
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www.east.org
@EAST_Trauma

Data from Across the Continuum of Trauma Care

@ElliottHaut #EAST2019

www.east.org
@EAST_Trauma

Data from Across the Continuum of Trauma Care

@ElliottHaut #EAST2019

www.east.org
@EAST_Trauma

Data Linkage is Possible

@ElliottHaut #EAST2019

Maxson, JACS 2017
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National Quality Forum

• “HHS, DoD, and their professional society partners should jointly 
engage the National Quality Forum in the development of measures 
of the overall quality of trauma care.” (NASEM Report)

@ElliottHaut #EAST2019

http://www.qualityforum.org/Trauma_Outcomes.aspx

www.east.org
@EAST_Trauma

NQF Objectives

@ElliottHaut #EAST2019

www.east.org
@EAST_Trauma

National Quality Forum

• EAST has a role and seat at the table

• EAST members on committee

• Avery Nathens (chair)
• Bryan Collier
• James (Trey) Eubanks

• Adil Haider
• Elliott Haut
• David Livingston

@ElliottHaut #EAST2019

http://www.qualityforum.org/Trauma_Outcomes.aspx
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Patient Reported Outcomes Measures 
(PROMs)

• Physical

• Cognitive

• Mental Health

• Quality of Life

@ElliottHaut #EAST2019

http://www.qualityforum.org/Trauma_Outcomes.aspx
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Summary

• Audit Filters
• Internal, local focus
• Look at your data to drill down to identify issues to improve 

• National Benchmarks

• External focus
• How do you do against your peers?

@ElliottHaut #EAST2019
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For More Information

• @elliotthaut (Twitter)

• ehaut1@jhmi.edu (email)

@ElliottHaut #EAST2019
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Data Interpretation & 
Variance Identification

Kevin M. Schuster, MD, MPH

Associate Professor of Surgery

Yale School of Medicine

NSQIP, Surgeon Champion

Yale New Haven Hospital
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Disclosure

• Nothing to Disclose
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Model for improvement (PDSA)

6. Long 
Term Follow 

Up

Data
Data

Data
Data

Data
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Sources for data

• TQIP

• Vizient
• 95% of academic acute care hospitals

• Over 50% of acute care health systems

• Hospital reported PSI

• Hospital reported mortality

• National Healthcare Safety Network (NHSN)

• STS National database

www.east.org
@EAST_Trauma

TQIP risk adjusted mortality 2009

www.east.org
@EAST_Trauma

Risk adjusted mortality penetrating only 2009
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Improving outcomes with data quality

• Careful review of the TQIP report

• Use all of the data

• Track outcomes over time

• Implement a registry data quality program

www.east.org
@EAST_Trauma

TQIP comorbidities 
2009
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Early response to data quality issues

• Review a random selection of each registrars cases ‐ Plan

• TQIP based conference call and registrar quizzes ‐ Do

• TMD and TPM hold weekly reviews of TQIP definitions ‐ Do
• Comorbids

• Injuries

• Complications

• Observe subsequent reports for improvement – Study

• Implement ongoing registrar education ‐ Act

7
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Comorbid conditions over time
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Other events

• New trauma program manager

• New trauma medical director

• Many new registry staff

• TQIP continues to add centers

www.east.org
@EAST_Trauma

Missing procedures
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Risk adjusted mortality over time
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First, do no harm

• Major complications had not 
undergone formal review

• Major complications deemed 
“not a complication” 
remained in the submission 
fields

• Major complications did not 
meet dictionary definition

1. Acute Kidney Injury

2. Acute Respiratory Distress Syndrome

3. Cardiac Arrest with CPR

4. CLABSI

5. CAUTI

6. Pressure Ulcer

7. Deep Surgical Site Infection

8. Myocardial Infarction

9. Organ/Space Surgical Site Infection, 

10. Ventilator Acquired Pneumonia

11. Pulmonary Embolus

12. Severe Sepsis

13. Stroke/CVA

14. Unplanned Return to OR

15. Unplanned Admission to ICU

www.east.org
@EAST_Trauma

Major complication review timeline
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Complication review

Monthly staff meetings to discuss opportunities in data capture
Monthly Trauma Registry Lecture Series

•Data Dictionary Development Series
•Complication Review 
•Clinical topics
•Updates to care standards/clinical guidelines
•New care processes

One on one feedback:

•PI team
•Audit reports

www.east.org
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Rate of pulmonary embolism
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Trends in major complications

• Favorable trends on 
report

•Report indicates few 
missing data fields
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Principles of interpreting run charts

• Shifts
• A 50% chance <1

• A & B 75% chance <1

• A & B & C 87.5% chance < 1

• A & B & C & D 96.9% chance < 1

• Ignore points on the line 0.75
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0.95

1
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1.15

1.2

Time

A

D

C

B
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Principles of interpreting run charts

• Trends
• Five or more points are 
necessary to define a trend

• Don’t count points that don’t 
change

• Outliers should be considered 
carefully and in some cases 
may be ignored

• Line should cross median 
regularly
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1.1

1.15

Time
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Real targets for quality improvement

• Ideally separated from interventions with respect to data quality

• Should not be based entirely on odds ratios

• SMART goals
• Specific, significant, stretching

• Measurable, meaningful, motivational

• Agreed upon, attainable, acceptable, action‐oriented

• Realistic, relevant, reasonable, rewarding, results‐oriented

• Time based, time‐bound, timely, tangible, trackable
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Using Data to Change 
Practice

Bruce Crookes, MD FACS

Chief, Division of General Surgery

Associate Chief Quality Officer

Associate Professor of Surgery

Medical University of South Carolina

Setting

Delivery Result

Quality
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Disclosures
• None 
• (except that I really like this stuff!)

–Bruce Crookes

“ex·pert (ˈekˌspərt): noun  

someone who flies in from out of town with a 
lot of slides.” 



–Jim Collins, Good to Great

“To go from good to great requires 
transcending the curse of competence.”

www.east.org	
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Objectives
• Understand how to use your data to 

“transcend the curse of 
competence.” 

• Understand the different 
measures of quality 

• setting 
• delivery 
• result 

• Understand how to change 
practice depending upon the 
type of data that you are utilizing

www.east.org	
@EAST_Trauma

Using Data for 
Quality: 
not just TQIP

44

     Interpretation of charts
     This report contains a chart for each outcome (mortality, major complications, and major complications including deaths), and each chart
     shows your results for all cohorts.  The odds ratio and 95% confidence interval for your hospital are shown on a modified box plot for each
     cohort. In addition to median and quartiles, the modified box plot shows minimum and maximum odds ratios for the entire TQIP sample as
     well as 10th and 90th percentiles of the data.  To obtain the deciles, the odds ratios for all 198 hospitals are ordered from lowest to
     highest, and then divided into ten groups, each containing ten percent of the hospitals.

     If your hospital’s odds ratio is in the first decile, the odds of outcome at your hospital are lower than 90% of the other TQIP hospitals.
     If your hospital’s odds ratio in the 10th decile, your odds are higher than 90% of the other TQIP hospitals.  If the confidence interval for
     the odds ratio is completely above or below the reference line (OR=1) then we are 95% certain that your results differ from a typical
     TQIP hospital and you are designated as either a Low or High outlier.

     As an example, if your hospital’s odds ratio for death is in the 1st decile, the odds of death at your hospital is lower than 90% of
     other TQIP hospitals.  If your hospital’s odds ratio is in the 10th decile, the odds of a patient dying at your hospital are higher than
     90% of other TQIP hospitals.  If the confidence interval is completely above the reference line then we are 95% certain that your results
     are accurate and not due to chance.  To summarize, centers with odds ratios in lower deciles have lower risk adjusted mortality than
     higher deciles. If the confidence interval of the odds ratio includes '1', then your center’s outcome is no different than the average
     TQIP center.

     Please see the legend below for the modified box plots to help interpret your results.



–Cresswell et al. “Why Every Health Care Organization Needs a Data 
Science Strategy” catalyst.nejm.org

“In a learning system, prior experiences 
improve future performance.”

Structure 
of Care 
(setting)

Process 
of Care 
(delivery)

Outcomes 
of Care 
(result)

Measuring the 
Quality of 

Healthcare

Quality Measures
• If we are “measuring” quality in 

healthcare, there are three main 
areas of measurement: 

• The Structure of Care 
• “the setting” 

• The Process of Care 
• “the delivery of care” 

• The Outcomes of Care 
• “the result of the care that 

was rendered.”

“Using data to support change in clinical practice” 
The Royal College of Surgeons, 2017
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Choosing the right data to measure 
performance
• Setting, delivery, and result: 

• In combination, these factors can provide a useful picture of performance 
• If used alone, each is likely to miss other aspects of quality 

• In healthcare, we historically measured “quality” purely on process. 
• In trauma, we have historically measured “quality” with outcomes 

• TQIP 
• Morbidity and Mortality Conference 

• A focus on outcomes alone can miss key positive and negative aspects of the patient journey.

To ensure meaningful measurement, some aspects of all three forms of quality 
measurement should be incorporated into individual and service reviews. 

QQ
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Choosing the right data to measure 
performance
• “Data” 

• Trends are important: 
• add context and indicate whether 

outcomes or cost performance is 
sustained or may represent a blip 
in time. 

• Statistical significance is important: 
• guides conclusions 
• helps to separate signal from 

noise

“Anyone who has worked in 
health care analytics has heard a 

physician say, “The data is 
wrong.” In our experience, the 

best way to win physician buy-in 
is to short-circuit that objection. 

After preparing a preliminary 
data set, we deliver it to 

physicians and say, “We know 
the data is wrong; now help us 
make it more useful to you.” 

Stonewell and Robicsek “Endless Forms in Its Most Beautiful: 
Evolving towards Higher-Value Care” in Data, Analytics & 
Outcomes — The Way Forward, NEJM Catalyst, 2018  
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Choosing the right data to measure performance
• “Data” has two functions: 

• Allows you to identify a problem 
• Benchmarking 
• “Without data, it is difficult to find actionable ways to 

change.” 
• Allows you to monitor the improvement that you have 

designed 
• Example: Six Sigma

You cannot improve the quality of care of your program without using “data” in both 
of these formats.

Define

Measure

AnalyzeImprove

Control

6∂
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The win…….you have “big data”
• Huesch et a. “Using it or Losing It? The Case for Data Scientists Inside Health 

Care” catalyst.nejm.org  
• “….as much as 30% of the entire world’s stored data is generated in the 

health care industry.” 
• Kelly, K. “Willy Wonka and the Medical Software Factory” NY Times 12/20/2018  

• “Epic’s reach is, well, epic.  Its systems contain records for more than 50% 
of United States medical patients.”

“The value of big data in health care is realized only when this raw information is 
covered into knowledge that changes practice.” 
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Management 
Strategies for 
Quality 
Improvement:
What, and Which, and Who

“How can you get very far 
If you don’t know Who You Are? 
How can you do what you ought 
If you don’t know What You’ve 

Got? 
And if you don’t know Which to Do 

Of all the things in front of you 
Then what you’ll have when you 

are through 
Is just a mess without a clue 

Of all the best that can come true 
If you know What and Which and 

Who.” 
-The Tao of Pooh: Hoff, B. Dutton, NY 1982
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“How do I use data to know where to start my quality improvement efforts?”
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“What and Which and 
Who?”: 
the 80/20 rule
• “80/20 Rule”


• “The Pareto Principle” (1906)

• 80% of the property in Italy 

was owned by 20% of the 
people


• Joseph Juran

• “in any population that 

contributes to a common 
effect, a relative few of the 
contributors - the vital few - 
account for the bulk of the 
effect.”

“Vital few projects provide the bulk of the 
improvement, so they should receive top priority.”
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“What and Which and Who?”: the 80/20 rule

• Plenty of opportunity! 
• a small number of carefully selected and tightly focused projects can be expected to yield 

more benefit than others. 
• Wright and Bates: 

• 80% of medical problems came from 12.5% of diagnosis 
• 80% of prescriptions came from 11.8% of possible choices 
• 100% of laboratory tests came from 4.5% of choices 

• Hill et al. 
• 70% of deviations from heart care curricula came from 30% of possible deviation types

Wright et al. “Distribution of problems, medications and lab results in an electronic health records: the Pareto Principle at work.” Apply Clin Inform 2010; 1:32-37 
Hill et al. “A focused approach to assessing program fidelity.” Prev Sci 2007; 8: 25-34
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“What and Which and Who?”: benchmarking

Gershengorm HB et al. “Management Strategies to Effect Change in Intensive Care Units: Lessons from the World of Business” Annals ATS 2014: 11(2); 264-269

• Use benchmarks to target quality improvement Initiatives 
• “Benchmarking” 

• 1989: Robert C. Camp 
• tasked with reviving an increasingly noncompetitive Xerox corporation 
• “the continuous process of measuring products, services, and 

practices against the toughest companies viewed as industry leaders.”

A trauma program chooses a metric, identifies best practice by surveying 
comparators, and mimics the optimal paradigm to improve the quality of its product or 

service.
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“What and Which and Who?”: benchmarking
• Benefits: 

• Intra-Institutional comparison 
• demonstrates the full range of possible performance among peers with similar 

constraints 
• example 

• surgeon-specific surgical site infection rates (SSI) at your hospital 
• Inter-institutional comparison 

• lets you know how good (or bad) you are relative to your peers 
• example 

• your trauma center’s VTE rates compared to other TQIP hospitals

Gershengorm HB et al. “Management Strategies to Effect Change in Intensive Care Units: Lessons from the World of Business” Annals ATS 2014: 11(2); 264-269
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“What and Which and Who?”: benchmarking

Gershengorm HB et al. “Management Strategies to Effect Change in Intensive Care Units: Lessons from the World of Business” Annals ATS 2014: 11(2); 264-269

• Barriers 
• Unlike consumer products, not all patients are the 

same! 
• must appropriately adjust (stratify) by patient 

differences 
• compare “like to like” 

• needs standardized definitions (i.e. ISS 
scoring) 

• needs lots of patients for statistical power (i.e. 
Trauma Quality Improvement Project (TQIP))
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     Interpretation of charts
     This report contains a chart for each outcome (mortality, major complications, and major complications including deaths), and each chart
     shows your results for all cohorts.  The odds ratio and 95% confidence interval for your hospital are shown on a modified box plot for each
     cohort. In addition to median and quartiles, the modified box plot shows minimum and maximum odds ratios for the entire TQIP sample as
     well as 10th and 90th percentiles of the data.  To obtain the deciles, the odds ratios for all 198 hospitals are ordered from lowest to
     highest, and then divided into ten groups, each containing ten percent of the hospitals.

     If your hospital’s odds ratio is in the first decile, the odds of outcome at your hospital are lower than 90% of the other TQIP hospitals.
     If your hospital’s odds ratio in the 10th decile, your odds are higher than 90% of the other TQIP hospitals.  If the confidence interval for
     the odds ratio is completely above or below the reference line (OR=1) then we are 95% certain that your results differ from a typical
     TQIP hospital and you are designated as either a Low or High outlier.

     As an example, if your hospital’s odds ratio for death is in the 1st decile, the odds of death at your hospital is lower than 90% of
     other TQIP hospitals.  If your hospital’s odds ratio is in the 10th decile, the odds of a patient dying at your hospital are higher than
     90% of other TQIP hospitals.  If the confidence interval is completely above the reference line then we are 95% certain that your results
     are accurate and not due to chance.  To summarize, centers with odds ratios in lower deciles have lower risk adjusted mortality than
     higher deciles. If the confidence interval of the odds ratio includes '1', then your center’s outcome is no different than the average
     TQIP center.

     Please see the legend below for the modified box plots to help interpret your results.
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“What and Which and Who?”: root cause analysis

Gershengorm HB et al. “Management Strategies to Effect Change in Intensive Care Units: Lessons from the World of Business” Annals ATS 2014: 11(2); 264-269

• Root Cause Analysis (RCA) 
• mechanism to retrospectively review negative events that happen, to learn 

form them and how to prevent them in the future 
• mandated by the Joint Commission for sentinel events since 1997 

• “events resulting in death or major permanent loss of function unrelated 
to a patient’s illness.”

The aim of the process is to identify latent systems failures to develop strategies to 
correct them and, thereby, to prevent future harm.

www.east.org	
@EAST_Trauma

“What and Which and Who?”: root cause analysis

Gershengorm HB et al. “Management Strategies to Effect Change in Intensive Care Units: Lessons from the World of Business” Annals ATS 2014: 11(2); 264-269

• Root Cause Analysis (RCA): cont. 
• Structured process 

• data collection followed by multi-disciplinary team analysis of the steps 
leading up to the erroneous event 

• Allows identification of  
• active steps that may have caused the incident 
• passive systems processes that were insufficient to prevent its occurrence
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“What and Which and Who?”: root cause analysis

Gershengorm HB et al. “Management Strategies to Effect Change in Intensive Care Units: Lessons from the World of Business” Annals ATS 2014: 11(2); 264-269

• Root Cause Analysis (RCA): cont. 
• Despite widespread use, very few data about efficacy 
• Common problems: 

• focus on the event that resulted in the most harm rather than those events 
from which the most could be learned (external mandate) 

• significant bias from those involved in the process 
• inability to prove a causal link between the root cause and the event
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“What and Which and Who?”: failure and effects mode analysis

• Failure Mode and Effects Analysis (FEMA) 
• Conceived by the Department of Defense in 1949 
• Structured approach to the identification of: 

• potentially error-prone steps (failures) 
• their causes (modes) 
• their potential negative impacts (effects) 

• Proactive (as opposed to RCA)

Gershengorm HB et al. “Management Strategies to Effect Change in Intensive Care Units: Lessons from the World of Business” 
Annals ATS 2014: 11(2); 264-269

FEMA for use in health care is largely focused on evaluation and improvements of 
processes for which there is concern that errors affecting patient safety may arise.
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“What and Which and Who?”: failure and effects mode analysis

Gershengorm HB et al. “Management Strategies to Effect Change in Intensive Care Units: Lessons from the World of Business” Annals ATS 2014: 11(2); 264-269

• Failure Mode and Effects Analysis (FEMA): cont. 
• Step 1: 

• Clear identification of the process to be studied 
• Step 2: 

• Creation of a multi-disciplinary team 
• must include members with different perspectives on the process 

• Step 3: 
• Team then develops a process map 
• Identifies all steps and subsets in the process
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“What and Which and Who?”: failure and effects mode analysis

Gershengorm HB et al. “Management Strategies to Effect Change in Intensive Care Units: Lessons from the World of Business” Annals ATS 2014: 11(2); 264-269

• Failure Mode and Effects Analysis (FEMA): cont. 
• Step 4: 

• Hazard analysis is conducted 
• all mechanisms by which the process may go awry (“failure modes”) are listed and 

graded 
• severity of impact 
• probability of occurrence 
• ability to go undetected 

• Step 5: 
• team decides which failure modes to focus upon to affect meaningful change

Gershengorm HB et al. “Management Strategies to Effect Change in Intensive Care 
Units: Lessons from the World of Business” Annals ATS 2014: 11(2); 264-269

Duwe and colleagues postulated that the
ICU would be a setting in which FMEA
might be particularly advantageous (66).
As the authors explained, ICU patients
are highly vulnerable to preventable errors
(due to lack of reserve to physiologically
combat errors and an inability to advocate
for themselves in the face of potential
harm), the types of processes employed are
highly error-prone due to the complex and
emergent nature of needed interventions,
and ICU processes can often be protocolized.
Earlier in 2013, Chandonnet and colleagues
published their experience using FMEA to
reduce central line–associated bloodstream
infections in an academic level IIIC neonatal
ICU (67). Using a six-step approach similar
to that available through the VA website
coupled with the Pareto Principle to help
identify steps on which to focus (those with
hazard scores in the top 20%), educational

resources and protocol changes were
implemented that resulted in a reduction
in infections from 2.6 to 0.8 per 1,000
central line days.

Despite mandates to use FMEA in
health care and coincident increased use,
however, there are arguments against its
rapid and universal uptake. Surveys of team
members identified concerns over team
performance, the validity and reliability of
the FMEA process, and its time-consuming
nature (68, 69). Two investigations
conducted by Shebl and colleagues, in
which two separate FMEA teams were
given the same process to study, highlight
concerns about the validity of FMEA. In the
first, although both teams identified the
same 5 major process steps, out of 50
failures identified only 17% were agreed on
by both teams; moreover, the prioritization
of failure modes differed significantly

because of disparate assignments of severity,
probability, and detectability (70). In the
second, out of four tests of validity, only face
validity (that the processes identified by
the two teams were similar to the steps
identified when the processes were mapped
independently) was high; content validity
(the agreement of process steps to include
by other health care providers), criterion
validity (the identification of all actual
failures), and construct validity (the
appropriateness of the calculation of priority
scores) were each low (71). In light of
these concerns, it remains to be worked
out how FMEA should and will be used in
the future.

Conclusions

We are in need of strategies to improve the
safety and quality of health care delivery,

Figure 1. Example of process steps and hazard analysis for Failure Mode and Effects Analysis (FMEA). SIRS = systemic inflammatory response
syndrome.
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“OK….I have used data to choose where to improve…..how do I know what 
data to collect to measure my improvement?”
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Understanding: Determining which data to collect

• One of the most difficult challenges in measuring performance objectively is deciding what 
specific metrics to use: 

• Avedis Donabedian (“the father of quality assurance”) 
• Choosing a concrete outcome is appealing 

•  precise (i.e. mortality) 
•  importance to patients, clinicians 
• sometimes problematic 

• does mortality matter in the anoxic brain injury patient? 
• Measuring process compliance and/or setting structure may sometimes be 

preferable 
• i.e. how many units of PRBCs are transfused to patients with a Hg > 7?
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Understanding: Determining which data to collect

• Capturing the data: 
• Registries 

• Rely on 
• trained individuals to go through the medical record manually 
• pre-determined, defined data definitions 

• Examples: NSQIP, TQIP 
• Pros: 

• reliable, extensive, allows comparisons to national peers, allows for review of 
clinician thought processes 

• Cons: 
• expensive, labor-intensive, limited by work product of the individual
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Understanding: Determining which data to collect

• Capturing the data: 
• Electronic Medical Records (EMR): 

• Essentially, each EMR is a giant spreadsheet 
• Pro: 

• every “defined” input is a data point (variable) 
• i.e. Blood Pressure, times, Yes/No checkboxes 

• Con: 
• cannot rapidly identify clinician thought process unless you read the chart (textual 

information) 
• usually requires analytics support to generate the data that you need (non-clinical) 
• risk provider burnout by including too many mandatory data entry points
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Understanding: Determining which data to collect

• No single method for selecting and collecting performance data best serves all circumstances! 
• Birkmeyer: 

• paradigm for consideration of relevant metrics 
• based upon the degree of risk associated with the frequency of the process being 

studied 
• Define metrics in an iterative manner 

• start with outcome 
• progress to process and structure 
• work toward identification of a good starting metric

Birkmeyer et al. “Measuring the quality of surgical care: structure, process, or outcomes?” JACS 2004; 198:626-32

Process Type Evaluation 
Measure Example

High-risk, High-
Frequency Process?

Evaluate by 
Outcome

Geriatric 
Trauma 

Mortality

High-risk, Low-
Frequency Process?

Structure-
Based 

Evaluations
Emergency 

Tracheostomy

Low-risk, High-
Frequency Process?

Evaluate with 
Process 

Measures
Alcohol 

Intervention
Birkmeyer et al. “Measuring the quality of surgical care: structure, process, or outcomes?” JACS 2004; 198:626-32

Understanding: How best do you capture the data?

high-reliability industries (e.g., aviation,
construction, nuclear power plants) (23)
and is translatable to hospitals and
ICUs (24). Pronovost and colleagues
demonstrated that a checklist combined
with a list of daily goals aids central line–
associated bloodstream infection reduction
(25). Many authors have since advocated
for the use of checklists for a multitude of
processes in ICUs (26–29), despite limited
evidence of their effectiveness (30). In
a simulation study of operating room crises
akin to those seen in the ICU, a significant
improvement in adherence to critical
processes of care (77 to 94% of steps,
P , 0.001) was observed with the use
of a checklist, and 97% of participants
supported their use (31).

Before simply putting a checklist
together, however, it behooves managers to
consider several issues. First, creation of the
checklist itself requires thought and

planning. Fausett and colleagues outline
an approach to checklist creation for
obstetrics that is applicable to critical care
(32). Their method is composed of five
pillars: (1) select an appropriate clinical
process that is of high importance, has an
evidence-based optimal treatment regimen,
has the support of clinical leaders, and for
which a checklist will minimally intrude on
clinical care; (2) convene a multidisciplinary
working group composed of those intended
to use the checklist to work together to
create the checklist; (3) make the checklist
short and unambiguous; (4) leave room for
clinical judgment in rare circumstances;
and (5) review the checklist frequently (32).

Second, checklists are not a panacea.
Having too many checklists may lead to
checklist fatigue, and all may be ignored or
filled out carelessly. Instead, having a single
daily checklist with others available to be
used only in certain circumstances (akin to

an airline pilot’s use of a checklist in the
event of engine failure) may be preferable.
Finally, having a checklist may not
be enough. Weiss and colleagues
demonstrated that simply having an ICU
daily goals checklist was insufficient to alter
outcomes, whereas prompting providers to
use it improved compliance with best
practices and mortality (33). Similarly,
using a structured review by an intensivist
in an electronic ICU setting improved
patient survival (34).

Six Sigma
Simple approaches to effect change in
healthcare settings include Deming cycles of
plan-do-study-act (35), which are easily
done and require little training but are
without statistical tools or leadership and as
such may be unsuccessful when used alone.
Six Sigma was developed by Motorola in
the 1980s to improve production quality

Figure 1. Proposed algorithm for appropriate metric identification.

ATS SEMINARS

446 AnnalsATS Volume 11 Number 3 | March 2014

Gershengorn et al. “Management Strategies to Effect Change in Intensive Care Units: Lessons from the World of Business, Part II 
Quality Improvement Strategies” Annals ATS 2015; 11 (3): 444-453
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Conclusions:
Using data to Change Practice Structure 

of Care 
(setting)

Process 
of Care 

(delivery)
Outcomes 

of Care 
(result)

Measuring the 
Quality of 

Healthcare

www.east.org	
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Conclusions
• To get a complete picture of the “quality 

of the Care” that you render, you must 
measure 

• Structure of Care 
• Process of Care 
• Outcomes of Care 

• There are many different ways to use 
data to identify areas to improve 

• Pareto Principle 
• Benchmarking 
• FEMA 
• RCA 

• Look at your “process type” to choose 
your evaluation measure

Structure 
of Care 
(setting)

Process 
of Care 

(delivery)
Outcomes 

of Care 
(result)

Measuring the 
Quality of 

Healthcare

Avedis Donabedian

"Systems awareness and 
systems design are 
important for health 
professionals, but they 
are not enough.  They 
are enabling 
mechanisms only.  It is 
the ethical dimensions of 
individuals which are 
essential to a system's 
success.  Ultimately, the 
secret of quality is love."

Structure

Process Outcome
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Multi‐Disciplinary Peer Review:
Structure and Process

Christopher J Dente MD FACS

Professor of Surgery, Emory University

EAST Annual Meeting, Short Course on Quality and Safety
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Disclosure

I have no relevant disclosures
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Goals
• Describe the requirements in the Orange Book for a 

Multidisciplinary Peer Review Committee

• Define the optimal structure of the MTPR committee

• Describe some common process issues and difficulties with peer 
review

1

2

3
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Multidisciplinary Peer Review

www.east.org
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Multidisciplinary Peer Review
PIPS Program (Chapter 16, Orange Book, pg 116)

“the concept of monitoring, evaluating, and improving the 
performance of a trauma program. There is no precise prescription for 
trauma performance improvement and patient safety (PIPS). However, 
the American College of Surgeons Committee on Trauma (ACS‐COT) 
calls for each trauma program to demonstrate a continuous process of 
monitoring, assessment, and management directed at improving care” 

www.east.org
@EAST_Trauma

Multidisciplinary Peer Review

• Primary Review
• Secondary Review
• Tertiary Review
• Quaternary Review

4
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Multidisciplinary Peer Review
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Multidisciplinary Peer Review
Goals of Tertiary Review (Orange Book, pg 128)

1) review the efficacy, efficiency, and safety of the care
provided by the trauma center; 

(2) provide focused education; and

(3) provide peer review

www.east.org
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Multidisciplinary Peer Review
General Requirements (pg 117)

• Regular intervals – “timely”

• Integrate with hospital quality program and local/regional quality 
system

• Externally validated in intervals

• Endorsed and empowered by hospital 

• Led by TMD and multidisciplinary

• Providers must attend 50% of meetings

7
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Multidisciplinary Peer Review
Structure/Personnel

• TMD (Chair)

• Trauma Panel Members/General Surgery

• Subspecialty Liaisons
• Emergency Medicine

• Orthopaedics

• Critical Care

• Anesthesia

• Neurosurgery/Radiology (I, II)

www.east.org
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Multidisciplinary Peer Review
Goals of Committee = Goals of Tertiary Review 

(Orange Book, pg 128)

1) review the efficacy, efficiency, and safety of the care
provided by the trauma center; 

(2) provide focused education; and

(3) provide peer review

www.east.org
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Multidisciplinary Peer Review
HOW DO YOU MAKE THIS WORTHWHILE?

Issues:

• Educational vs. Punitive
• Control of the care by the trauma program 
and providers rather than the hospital

• Optimal Patient Care

10
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Multidisciplinary Peer Review
Issues to Consider

• How often do you meet?  How long are meetings?

• How do cases get referred to Peer Review?

• What are expectations on the members of the 
committee in terms of pre‐meeting preparation?

• How do cases get presented?

• How do cases get adjudicated?

• How does follow‐up occur?

www.east.org
@EAST_Trauma

Multidisciplinary Peer Review
Grady Memorial Hospital

• Largest Trauma Center in SE

• 1 of 2 Level I centers in Atlanta
• ~ 6 million population

• ~3000 admissions, ~8000 activations

• Recently ACS verified, state designated for 
decades

• Two schools of Medicine provide physician 
coverage to integrated service 

www.east.org
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Frequency and Length of Mtg
• Conference held at least monthly – “timely” (pg 130)

• People forget the important details quickly
• Wrangling subspecialists/involved providers to a meeting

• Keep meeting at 1 hour (1.5 hours at most) 
• 3‐5 cases
• Time to discuss active issues/loop closure  ? Mortality overview 

• Same time and day of week.  Cancel rather than move

13

14

15



www.east.org
@EAST_Trauma

What Cases Get Referred
• Ultimately under the discretion of the TMD/TPM

•Mortalities: 
• “All trauma‐related mortalities must be systematically reviewed and those 
mortalities with opportunities for improvement identified for peer 
review.” (pg 119)

• Core Measures (pp. 119‐126): Delay in care (panel 
members, subs), provider issues, multidisciplinary issues 

• Involved providers should be present or made aware

www.east.org
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What Cases Get Referred
•Do we need to review all mortalities in MTPR?

“All trauma‐related mortalities must be systematically 
reviewed and those mortalities with opportunities for 
improvement identified for peer review.”

• Tends to bog down meeting – summary of DOA/no 
OFI identified at secondary review

www.east.org
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Expectations for Prep?
•Do the providers need to review all cases 
beforehand?
• They won’t unless they are directed to do so (and they 
probably won’t even if they are directed)

•Need to attend 50%

•Behavioral issues…difficult discussions to lead

16
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How do cases get presented?
•Rotating list of presenters
• Include subspecialists where appropriate
• Pick people who aren’t invested in the process often
• Use senior personnel for cases that will be especially 
controversial or may lead to further review/discipline

•Make sure presenting providers are given ample 
time to review cases (2 days at a minimum)

www.east.org
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How do cases get adjudicated?
Adjudication (Chapter 16, Orange Book, pg 131)

“…the committee should determine the definition and classification
of these events in a manner consistent with the trauma center’s 
institution‐wide performance improvement program. Mutually 
agreed upon nomenclature to allow for integration with the 
institution‐wide PIPS process should be used.”

www.east.org
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How do cases get adjudicated?
Nomenclature

“Not prescriptive unless they don’t like it”

Provider/care: 
Acceptable
Acceptable with reservation
Unacceptable

Outcome:
Anticipated
Unanticipated
With or without OFI

19
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How do cases get adjudicated?
Who decides?

• Trauma Medical Director/Program Leadership

• Consensus/Majority of Group

• Voting (blind or open)

www.east.org
@EAST_Trauma

How do cases get adjudicated?
• Provider: Focus on appropriateness and timeliness of care

• Outcome: Identify and document OFIs

• Loop closure: What to do about “unacceptable” or 
“(Un)anticipated with OFI”

www.east.org
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Loop closure beyond “trend”
•Provider Issues:
• Education
• Guideline Creation
• Referral to Hospital Quality/Punitive Actions

•OFIs:
• Education 
• Guideline Creation
• Letters/Requests to Hospital for Resources

22
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Loop closure beyond “trend”
•Most difficult part

• Leave time to discuss open items each meeting

• Set specific timelines…give everyone projects based 
on their interests (and educational needs!)

www.east.org
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What do we do at Grady?
• Twice a month, Monday 3‐430 pm

• Mortality overview (10 min)

• 3 cases (1 hour)

• Loop closure discussion (20 min)

• TMD (Secondary review) on Thursday 
afternoon.  Presenting providers notified 
on Thursday before COB

www.east.org
@EAST_Trauma

What do we do at Grady?
• Neutral site

• Circular table set‐up

• EMR available

• Senior personnel don’t run meeting but try 
to keep meetings moving

25
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What do we do at Grady?
Nomenclature

• Provider: Acceptable, Acceptable with 
reservations, Unacceptable

• Outcome: Anticipated or unanticipated 
with or without OFI

Adjudication: TMD/Program Leadership but 
have tried multiple models

www.east.org
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What do we do at Grady?
Loop Closure

• Tracking/Trending

• Provider or Panel Education

• Guideline creation
• Letters to Hospital

• Referral for external review (quaternary)

• (Removal of Panel Members)

www.east.org
@EAST_Trauma

Multidisciplinary Peer Review
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Creating the PI Agenda
Sean M. Elwell, MSN, RN, NE‐BC, TCRN, EMT

www.east.org
@EAST_Trauma

• Review aspects of performance improvement processes.

• Discuss some of the possible ways to structure performance 
improvement meetings.

Learning Objectives

www.east.org
@EAST_Trauma

Disclosure

• Presenter discloses no conflict of interest relative to this educational 
activity.

1
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Disclosure Statement

• Presenter is sharing information as 
researched and is not inclusive.

• Not all performance improvement 
processes are the same.  You may have 
different needs.

• There are many best practices for 
performance improvement.

www.east.org
@EAST_Trauma

About Me

• Alfred I duPont Hospital for Children

• Level 1 Pediatric Trauma Center

• Level 1 Pediatric ED‐EMSC Recognition Program

• Society of Trauma Nurses Board of Directors

• Leadership Program

• Allied Organizations (BCEN BOD)

• President

• Elsinboro Fire Company

• Firefighter/EMT/Rescue Diver

• Past EMS/Rescue Captain, Deputy Chief

• Chief

www.east.org
@EAST_Trauma

Nemours/AIDHC
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STN

• To promote optimal trauma nursing care to all people globally
• Advocacy—Promote excellence in trauma care through advocacy and 
public policy.

• Knowledge‐sharing—Provide exceptional education and resources for 
trauma professionals. 

• Leadership—Provide leadership opportunities and resources for STN and 
its members.

• Quality‐‐Develop and execute initiatives that promote excellence and 
quality across the continuum of trauma care. 

• Alliance‐building—Develop and maintain coalitions to advance STN's 
strategic initiatives and create a culture of alliance building.

www.east.org
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Why Performance Improvement?

• Continuous process of monitoring, assessment, and management 
directed at improving care.

• Standardization
• Allows us to tackle everyday problems

• Engaged in the work
• PI is the everyday work

• Integrated into workflows and processes

www.east.org
@EAST_Trauma

Horizontal and Vertical

• Vertical
• From top to the frontline

• From frontline to the top

• Horizontal
• Across service lines
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Levels of PI

www.east.org
@EAST_Trauma

PI Meetings

• Pre‐Hospital PIPS Committee
• Open dialogue between 
prehospital and hospital

• Patient care

• Handoff procedures

• Communications

• Audience
• Prehospital personnel

• Trauma representation

www.east.org
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PI Meetings

• Mortality and Morbidity Review
• Specific indicators for review

• Deaths

• Unexpected outcomes

• Feeds peer review committee

• Audience
• Closed venue

• Immediate peers
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PI Meetings

• Multidisciplinary Trauma 
Systems/Operations Committee
• Operational events

• Hospital operations

• All phases of care

• Audience
• Physicians

• Prehospital personnel

• Nurses

• Technicians

• Administrators

• Other ancillary personnel

www.east.org
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PI Meetings

• Multidisciplinary Trauma Peer 
Review
• Mortality review and data

• Adverse events

• Problem trends

• Selected cases involving multiple 
specialties

• Audience
• Trauma Medical Director

• General Surgeons

• Liaisons from
• Emergency Medicine

• Orthopedics

• Neurosurgery

• Anesthesia

• Critical Care

• Radiology

www.east.org
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PI Agenda

• Systems
• Admissions and volume

• Transfers in and out

• Events

• Occurrences

• Mortality

• Outcomes:  LOS, ICU, etc

• Activations

• Peer Review
• Physician’s review

• Diagnostic reports

• Autopsy

• Trended reports

• Correspondence

• Medical Record
• Pre‐hospital

• Inpatient

• Referral facility

• Rehab
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Sample Agenda

www.east.org
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Dashboard

www.east.org
@EAST_Trauma

Focus

Number of Goals

(In addition to the whirlwind)

2‐3 4‐10 11‐20

Goals Achieved With Excellence 2‐3 1‐2 0
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Home Plate

www.east.org
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• Which of the following would you not expect to discuss during a 
performance improvement committee meeting?

• A. Verification readiness

• B. Process‐focused opportunities for improvement

• C. Program‐related services

• D. Salary changes for TMD

www.east.org
@EAST_Trauma

• D. Salary changes for TMD
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• The trauma program manager is creating the agenda for the trauma 
operations committee meeting. Which of the following is not an 
important component of the meeting agenda?

• A. Action plan of outstanding issues

• B. Trauma strategic plan update

• C. Review of trauma peer review cases

• D. Department trends/statistics

www.east.org
@EAST_Trauma

• C. Review of trauma peer review cases

www.east.org
@EAST_Trauma

Thank You
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Resources

• ACS‐Resources for Optimal Care of the Injured Patient

• Trauma Outcomes and Performance Improvement Course‐2017 Edition

25



Peer Review: Institutional 
Integration & Risk Management

Jose J. Diaz, MD, CNS, FACS, FCCM

Vice Chair Quality and Safety, Department of Surgery

Professor and Chief Acute Care Surgery

Program Director Acute Care Surgery Fellowship

R Adams Cowley Shock Trauma

University of Maryland Medical Center

Quality/Safety for the 2019 EAST Meeting: Short Course

Disclosure • Nothing to disclose

History of Peer Review

• 1st description of a medical peer review process is found in 
the “Ethics of the Physician” written by Ishap bin Ali al‐
Rahawi (854–931) of al‐Raha, Syria.

• His work states that a visiting physician must always make 
duplicate notes of a patient's condition on every visit. 

• When the patient was cured or had died, the notes of the 
physician were examined by a local medical council of 
other physicians, who would review the practising 
physician's notes to decide whether his or her 
performance met the required standards of medical care. 

• If their reviews were negative, the practicing physician 
could face a lawsuit from a maltreated patient.
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Surgery M&M Conference

• M&M conferences has been part of the practice of 
medicine,  originated in the early 1900s with Ernest 
Codman at Massachusetts General Hospital in Boston

• 1st M&M conference established at Harvard and was a 
founder of the American College of Surgeons (1916) and 
the forerunner of the Joint Commission. 

• Surgeon and hospital outcomes should be made public so 
that patients could make an informed choice 

• 1983, ACGME began requiring accredited residency 
programs conduct a weekly review of all complications and 
deaths

Massachusetts General Hospital 

Ernest Codman

The Joint Commission on Accreditation requires 
hospitals to conduct peer review to retain 
accreditation. (1952)

Despite the intended purpose of improving quality 
medical care, the peer review process has suffered 
several setbacks throughout its tenure.

AMA lobbied for confidentiality and legal immunity for 
healthcare peer review processes

Congress enacted the Health Care Quality Improvement 
Act (HCQIA) granting comprehensive legal immunity for 
peer reviewers to increase participation. 

Cross Roads of Quality, Safety, & Risk
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Code of Conduct Process –
Medical Staff Services

• Purpose | Membership | Reporting | Screening Process | Committee 
Meeting | Sanctions | Written record | "Proxy" complaints | Acts of 
Retribution | Appeals | Feedback

What is peer 
review?

Peer review ‐ the process where doctors evaluate the quality 
of their colleagues’ work in order to ensure that standards of 
care are being met

Dating back to the early 20th century when the American 
College of Surgeons began using peer review as a means of 
defining minimum standard of care requirements for 
hospitals and their medical staff

The ultimate decision making authority often lies with the 
hospital board of directors, often followed by 
recommendations of the review committee

The process has continued to grow in the 20th century and is 
now required by the JCAHO for hospital accreditation

OPPE and FPPE: Tools to help make privileging decisions

Ongoing Professional Practice Evaluation 
(OPPE) – screening tool

• Review of operative and other clinical 
procedure(s) performed and their 
outcomes

• Pattern of blood and pharmaceutical 
usage

• Requests for tests and procedures

• Length of stay patterns

• Morbidity and mortality data

Focused Professional Practice Evaluation (FPPE)

• FPPE is the follow up process to 
determine the validity of any positives 
(whether true or false) found through 
OPPE. 

• This process is applied only to the 
small number of clinicians who were 
identified by OPPE.

High Reliability Healthcare
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Three main 
reasons peer 
reviews are 
conducted 
throughout the 
United States

1st ‐ maintain accreditation; hospitals are required to initiate 
peer reviews for all privileges requested for new physicians and 
any new requests by existing physicians for new privileges

1st ‐ maintain accreditation; hospitals are required to initiate 
peer reviews for all privileges requested for new physicians and 
any new requests by existing physicians for new privileges

2nd ‐ initiation of peer reviews can often be triggered by 
substandard physician performance as required by JCAHO, 
physician colleague and hospital administrators can often 
request peer reviews of specific physicians that can be granted 
or denied by the hospital’s peer review committee

2nd ‐ initiation of peer reviews can often be triggered by 
substandard physician performance as required by JCAHO, 
physician colleague and hospital administrators can often 
request peer reviews of specific physicians that can be granted 
or denied by the hospital’s peer review committee

3rd ‐ hospitals have used peer review to improve quality by 
randomly selecting cases or designing schemes looking at poor 
outcome cases in order to determine root causes

3rd ‐ hospitals have used peer review to improve quality by 
randomly selecting cases or designing schemes looking at poor 
outcome cases in order to determine root causes

Congressional 
reasons for 

law 
enactment

(1) The increasing occurrence of medical malpractice and the need 
to improve the quality of medical care have become nationwide 
problems that warrant greater efforts than those that can be 
undertaken by any individual State.

(2) There is a national need to restrict the ability of incompetent 
physicians to move from State to State without disclosure or 
discovery of the physician's previous damaging or incompetent 
performance.

(3) This nationwide problem can be remedied through effective 
professional peer review.

(4) The threat of private money damage liability under Federal 
laws, including treble damage liability under Federal antitrust law, 
unreasonably discourages physicians from participating in 
effective professional peer review.

(5) There is an overriding national need to provide incentive and 
protection for physicians engaging in effective professional peer 
review.

The Health Care Quality Improvement Act of 1986, as amended 
42 USC Sec. 11101 01/26/98

National Practitioner Data Bank 
(NPDB)  reporting

• A confidential information clearinghouse created by Congress to improve health care 
quality, protect the public, and reduce health care fraud and abuse in the U.S. Federal 
legislation and regulations are the foundation of the NPDB. 

• Hospitals are mandated by law to query practitioner’s request of clinical privileges, or 
admission to the medical staff and re‐queries are required every 2 years for any clinician on 
staff

The Health Care Quality Improvement Act of 1986, as amended 
42 USC Sec. 11101 01/26/98
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Causes of reports to 
the National 
Practitioner Data 
Bank (Satiani 2004)

• Adverse actions (17%)

• Peer review findings adversely affect the clinical privileges 
of physicians or dentist for more than 30 days

• Privileges are restricted or surrendered while under peer 
review investigation for possible incompetence or 
improper professional conduct

• Privileges are restricted or surrendered in exchanged for 
peer reviewers not conducting an investigation

• Physician’s or Dentists’ license are revoked, suspended, or 
surrendered

• Physicians or Dentists are censured, reprimanded, or put 
on probation

• Malpractice payments (82%)

• Insurers settling claims or judgments relating medical 
malpractice on behalf of physicians

• Medicare/medicaid exclusion reports (1%)

Percentage refers to proportion of reports attributable to 
132896 physicians in the National Practitioner Data Bank in 
2002.

Hospital & SOM Leadership Diagram
Medical Executive Committee

Hospital
Peer Review

Clinical Departments

Self Insurance, LLC

SOM

Faculty Practice

Departmental
Peer Review

Patient Safety Risk Mitigation 

GME Committee 

Ethics Committee

Code of conduct 
Committee

Professional Assistance 
Committee

Information Management 
Committee

Credentials Committee

Administrative Affairs 
Committee

Performance Improvement 
Steering Committee 

Critical Care Committee

Infection Control
Antibiotic 

Stewardship

Transfusion Committee 

Resuscitation Committee

MEADE Committee

Quality & Safety
Department

Committee for 
Hospital & Ambulatory 

Patient Safety

Quality 
Improvement 

Safety

Unit Base 
Safety 

Clinicians 

Patient Safety

Performance Innovator

Infection Control

Data Analytics

Regulatory compliance 

Clinical Decision Support

CDE, MHAC

Medical Executive Committee: Authority

• Ultimately responsible for the quality of health care provided 

• MEC delegates the responsibility of ensuring a high level of quality of 
care to the CMO, 

• Peer Review Committee: review all quality concerns referred to it, provide 
educational feedback to the involved practitioners, to report findings to the 
CMO

• Make recommendations to the CMO for credentialing, re‐credentialing, and 
reduction, suspension or termination of individual practitioner privileges 

• CMO acts in a manner providing for maximum protection for 
documentation from legal discovery and protection of the identity of 
individual practitioners.
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Medical Executive Committee: 
Recommendationsmay take the following form
1. No finding of deviation from accepted 

standards of care and no recommendation 
to the practitioner is made.   
a) The practitioner is informed in a letter of the 

negative finding the committee. 

2. No finding of a deviation from the 
accepted care.  
b) However, the committee may make 

recommendations for improvement in care 
delivery that does not require any response 
from the practitioner.  

c) Communicated in a letter to the practitioner.

3. Finding of a deviation from the standard of 
care and the committee will request in a 
letter a plan of correction by the 
practitioner.  
c) The committee will evaluate the plan of 

correction and provide interval (generally 3‐6 
months) review of the practitioner.  

d) The matter will not be referred to the MEC  
unless the situation cannot be corrected at 
the UMMC Peer Review level.

4. Committee finding of a deviation from the 
standard of care is so serious as to merit 
the possible action affecting Medical Staff 
privileges by the MEC.  
4. This may be because the original corrective 

plan has not resulted in improvement or the 
matter is of sufficient seriousness to 
represent a major risk to patient safety or 
may require actions affecting medical staff 
privileges. 

Just Culture Algorithm

System Failure

Are there system
performance shaping 

factors at play?

Involve HR to help 
determine any 

individual performance 
shaping factors at play

Develop 
individual 

performance 
improvemen

t plan

YES

Human Error
Perform Human Error 

Assessment & 
console employee

Consider:
• System Failure
• Cultural Drift
• Known Complication

NO

YES

Would another individual from 
the same profession, with 

comparable qualifications and 
experience behave the same 
way in same circumstances?

Were there deficiencies 
in training, experience, 

or supervision?

At-Risk Behavior
Perform At-Risk Behavior 

Assessment &  coach 
employee

YES

NO

NO

Did employee choose 
the  behavior?

NO

Reckless Behavior
Consider remedial or 

corrective action

YES

Was the standard of care, 
policy, procedure, or 
protocol available, 

workable, intelligible, and 
routinely used? 

Did the employee 
consciously disregard a 

risk they understood to be 
substantial and 
unjustifiable? 

YES

Did the employee depart 
from applicable and 

current standards of care, 
current policies, 

protocols, or procedures?

YES

NO

Refer team member to 
Employee Health and/or 

initiate next steps according to 
HR policy

Is there a 
known/disclosed physical 

or mental medical 
condition?

NO

Does there appear to be 
evidence of ill health, 

substance use, or other 
impairment?

YES

NO

Deliberate Harm
Involve HR immediately

YES

Was the action intended 
to cause harm?

YES

Was the action 
deliberate?

START HERE

YES

This algorithm is a guide and should be used after performing an objective assessment of the event. It helps to differentiate between individual and organizational accountability. If you cannot answer 
a question, it is recommended to pause and try to establish facts through the individual involved or individuals present for the event. If you end at a colored box, flip to the other side for guidance on 

next steps. Offer support to team member(s) involved; team member may be encouraged to seek support through programs such as RISE or EAP. 

Also assess for 
System Failure

Also assess for 
System Failure

Also assess for 
System Failure

NO

For repetitive
At-Risk Behaviors

Are the individual’s 
behavioral choices 

making errors more 
likely?

For repetitive errors

YES*

NO
*Also assess for 
system factors
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System Failure

Reckless Behavior
(discipline)

Followed Best Practices

Regardless of outcome, blameless adverse event 
(console)

Did Not Follow Best Practices

Substitution Test:
Could another competent associate with an 
equivalent level of training have done the 

same thing? Could you?

Impaired Practices

Impaired by substance abuse 
(immediate escalation)

Impaired by a health issue 
(immediate escalation)

Intentionally caused harm
(immediate escalation)

T
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Yes No

Y
es

N
o

Question of 
Competence

(coach)

At-Risk Behavior
(coach)

Human Error
(console)

L
oo

k 
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r 
un

de
rly

in
g 
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te
m

 fa
ilu
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”

Jason Adelman (2011). Montefiore’s Patient Safety Program

Human Error

Console

At-Risk Behavior

Coach

Reckless Behavior

Discipline

Manage by changing:
• Choices
• Processes
• Procedures
• Training 
• Design
• Environment

Conscious choice where the risk is either:
• mistakenly believed to be insignificant

[OR] 
• mistakenly believed to be justified

Conscious disregard of known 
substantial and unjustifiable risk

Extremely rare among healthcare 
workers

Manage through:
• Removing incentives for at-risk 

behaviors
• Creating incentives for appropriate 

behaviors
• Increasing situational awareness

Manage through:
• Remedial action
• Corrective action

Human Error Assessment
Identify performance-shaping factors:
• Information
• Equipment/tools
• Job/task
• Qualification/skills
• Individual factors
• Environment/facilities
• Organizational culture
• Supervision
• Communication

At-Risk Behavior Assessment:
Type of at-risk behavior:
• Error in risk v. benefit decision
• Failure to make risk v. benefit decision

Why was the decision made?
• Incentives to cut the corner?
• Perceptions of risk?

How prevalent is the behavior?
• Individual or group?
• Rate?

Address by changing: 

Aspects of the system that 
allowed this event to occurThe majority of staff try to provide a 

safe environment and prevent things 
from going wrong. Staff should not 
be held responsible for failures in the 
system. 

Product of:
Current 

system design
Human 

tendencies
+

Just Culture Toolkit

• Work pressures
• External Pressures
• Environmental Factors
• Training/Competency
• Technology
• Policies

• Communication
• Teamwork
• Staffing
• Barriers put in place to 

prevent error

System Failure Assessment:
How were risks being managed ahead of the event?

TRAUMA

• ACS TQIP® works to elevate the quality of care for trauma patients 
in your trauma center. 

• 700 participating trauma centers across the United States. 

• TQIP ‐ collecting data from trauma center, providing feedback 
about the center’s performance, and identifying institutional 
characteristics that your trauma center staff can implement to 
improve patient outcomes. 

• Risk‐adjusted benchmarking to provide hospital with accurate 
national comparisons. 

• TQIP provides education and training to help trauma center staff 
improve the quality of data and accurately interpret benchmark 
reports. 

Trauma 
Multidisciplinary PI 
Committee

• Trauma PI Committee is not 
Medical Peer Review

Scand J Trauma Resusc Emerg Med. 2017 Feb 28;25(1):20.
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Overview of the 
ACS COT Trauma 
Quality Programs

Quality programs from the ACS COT aim to 
improve care for the injured patient by:

• Setting standards that define the 
structures and processes of care

• Measuring patient outcomes through risk‐
adjusted benchmarking

• Promoting best practices

• Adhering to performance improvement 
principles

The Trauma Quality Programs include the 
Verification, Review, and Consultation (VRC) 
Program; Trauma Quality Improvement Program, 
National Trauma Data Bank®, Trauma Systems 
Consultation Program, and Performance 
Improvement and Patient Safety.

QUALITY MANAGEMENT PROGRAM

SHOCK TRAUMA QUALITY MANAGEMENT 
COORDINATION COMMITTEE

QUALITY 
IMPROVEMENT 

COMMITTEE

MEDICAL PEER 
REVIEW COMMITTEE

SHOCK TRAUMA OVERSIGHT COMMITTEE

UMMC 
PERFORMANCE 
IMPROVEMENT 

STEERING 
COMMITTEE

Trauma 
Registry

Trauma 
M&M/
Quality 

Conference

OR 
Committee

Risk 
Management

ICU 
Committee

Nursing 
Quality 
Council 

Daily 
Rounds

TRU 
Committee

Staff/
Departments 
Involved in 

Trauma Care

Chart 
Audits

Sub-
Specialty 
M&M/
Quality 

Conference

CCRU 
Committee

MULTI-
DISCIPLINARY 

M&M

MORTALITY/MORBIDITY REVIEW PROCESS
DEATH/REFERRED COMPLICATION

REVIEW BY 
PDQM

TREND

NP/CA

DEATH REVIEW 
PROCESS 

DATABASE/
REGISTRY

REFER EMS ISSUE TO 
MIEMSS MEDICAL 

DIRECTOR

RESPONSE TO 
PDQM

STATS
(Prepare a yearly report.  
Use report to develop 

markers.)

ANNUAL RANDOM AUDIT 
OF DEATHS CLOSED BY 

PDQM BY MPRC

NEW DATA 
BECOMES 
AVAILABLE
(TRISS/ASCOT)

DIVISION 
BASED 
REVIEW

P/PP/CI

QUESTIONS

NP/CA

MPRC*

P/PP/CI or QUESTIONS CLOSED

NP/CA

RESPONSIBLE ATTENDING INVITED TO 
NEXT MEETING

FINAL DETERMINATION
(NP/P/PP, CA/CI)

P/PP/CI or QUESTIONS

RECOMMENDATIONS TO PDQM
(Action is case dependent)

LETTER TO 
RESPONSIBLE 
ATTENDING 

REFER TO OTHER AREAS AS 
NEEDED

(EMS/NURSING/OTHER HOSPITAL)

ATTENDING RESPONDS IF 
NECESSARY

Key:
NP= Not Preventable PP= Potentially  Preventable
P  = Preventable CA= Care Appropriate
CI = Care Inappropriate
* MPRC = Each division  is represented along with 
representatives  from the EMS(Adhoc), Nursing, RM  and QM.

FOCUS GROUP
ESTABLISHED

REFER 
BACK 

TO PDQM

TREND
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UMMC Surgical Quality Safety Council

A JOINT VENTURE BETWEEN UNIVERSITY OF MARYLAND MEDICAL SYSTEM AND UNIVERSITY OF MARYLAND FACULTY PHYSICIANS INC.

• Purpose

• Program initiated with approval of MMCIP Board in response to increased losses 
FY 11‐13

• Intent of holding departments more accountable for frequency of preventable 
adverse events and defensibility of medical malpractice suits.

• Structure and Process

• All clinical departments establish patient safety and risk mitigation as the 
highest priority.

• Strengthen and standardize department quality, risk management, patient 
safety, & peer review process.

• Submit PSRM plan, appoint Patient Safety Leader, & implement PSRM process.

• Develop PSRM Patient Safety and Risk Issues Inventory and Action Plans.

• Objective

• Reduce the frequency of high severity adverse events and claims.

• Improve the ability to defend defensible medical malpractice suits.

26

Formal PSRM 
Plan Components

• Patient safety, quality, and risk 
mitigation process– stand alone 
or embedded in existing quality 
plan

• Ongoing risk issues included in 
process with action plans to 
mitigate and prevent

• Patient safety champion/officer
• Peer Review
• Risk Manager engaged in 

process
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PSRM Program Implementation Phases

Phase I:     PSRM Structure Review:  Complete 

Phase II:    PSRM Process: Complete

•Perform operational gap analysis and gap closure

•Monitor departments for operational effectiveness

•Establish operational effectiveness inventory of departmental, MMCIP risk issues, and profiles

•Pursue timeline for disbursement of incentives based on completion of goals

Phase III:   PSRM Outcomes:  Begun

•Measure impact on high severity events

•Measure impact on improving case defense

•Institute Rewards and Penalties for Effective PSRM programs

28

Surgery PSRM Plan Analysis
Strengths Opportunities

• UMMS safety/quality metrics • Continuity of care in Transplant

• Department Quality Physician • Adequate documentation of 
attending involvement in post op
care

• Partnership with Office of Risk 
Mgmt.
 Chair meets with RM
 RM member of Peer Review 

Committee

• Accountability for care of PACU 
patients

• Functional, robust Peer Review
 Triggers
 Corrective action plans

• Teamwork and communication in 
Cardiac Surgery ICU

• Protocol driven care • Universal protocol compliance

• Resident involvement • Informed consent compliance

• Physician conduct policy 29

Conclusion

Hospital MEC – Peer Review

SOM / Faculty Practice Plan

Insurance / Risk Mitigation
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www.east.org
@EAST_Trauma

Just Culture, 
Peer Review Privilege & Confidentiality

Glen Tinkoff MD, FACS, FCCM

System Chief, Trauma and Acute Care Surgery

University Hospitals

Professor of Surgery

Case Western Reserve University

1/16/2019

www.east.org
@EAST_Trauma

Disclosure

• None

• No legal background

• Former TMD

• Former COT PIPS committee chair

• Verification and Consultation Program site reviewer

www.east.org
@EAST_Trauma

Objectives

• Introduce the concepts of “Just” Culture

• Describe how to incorporate these concepts within a trauma PIPS 
program

• Discuss key concepts and principles related to confidentiality and 
peer protection associated with trauma‐related multidisciplinary peer 
review
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www.east.org
@EAST_Trauma

www.east.org
@EAST_Trauma

www.east.org
@EAST_Trauma
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www.east.org
@EAST_Trauma

www.east.org
@EAST_Trauma

www.east.org
@EAST_Trauma

7

8

9



www.east.org
@EAST_Trauma

JUST Culture

www.east.org
@EAST_Trauma

JUST Culture

www.east.org
@EAST_Trauma
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www.east.org
@EAST_Trauma

“TRAUMAFICATION” OF 
JUST CULTURE PROCESS MODEL

Provider‐related issues
• Education & mentoring
• Counseling
• Change in privileges

System‐related issues
• Guidelines & protocols
• Education
• Enhanced resources

www.east.org
@EAST_Trauma

www.east.org
@EAST_Trauma

Peer Review Privilege & Confidentiality

ABMS

Professionalism ‐ a belief system in which group members 
(“professionals”) declare (“profess”) to each other and the public the 
shared competency standards and ethical values they promise to 
uphold in their work and what the public and individual patients can 
and should expect from medical professionals  
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www.east.org
@EAST_Trauma

Medical Professionalism

• Requisite knowledge and technical skills 

• Ethical value system grounded in service 

• Self‐regulatory

www.east.org
@EAST_Trauma

Peer Review

• Essential to self‐regulation and quality assurance

• Process by which “peers” evaluate the professional competence 
and conduct of other “peers” 

• Promoted and promulgated by E.A. Codman MD

• Regulatory requirement of the Joint Commission and Medicare

www.east.org
@EAST_Trauma

Peer Review

Three assumptions: 
- Only “peers” can properly evaluate other “peers” 
- Commitment to maintain high standards and act in good faith

- An environment supportive of candid communication
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www.east.org
@EAST_Trauma

Health Care Quality Improvement Act ‐ 1986

• Response to:
• Increasing occurrence of medical malpractice 

• Ability of incompetent physicians to move from State to State 

• Threat of private damage liability under federal statute

• Provided incentives and protection to physicians engaging in 
professional peer review

www.east.org
@EAST_Trauma

Health Care Quality Improvement Act (HCQIA)

Two sections:

• Granted hospitals and reviewers immunity from litigation 

• Established the National Practitioner Data Bank (NPDB).
• Adverse actions
• Malpractice payments

• Medicare/Medicaid exclusion reports

www.east.org
@EAST_Trauma

State Peer Review Statutes

• Immunity 

• Evidentiary privilege

• Confidentiality

www.hortyspringer.com/peer‐review‐statutes‐by‐state
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www.east.org
@EAST_Trauma

State Peer Review Statutes

• Evidentiary “peer review” privilege 
- Privilege addresses a person's right not to have another testify as 
to certain matters as part of a judicial process

- Evidence concerning peer review proceedings is inadmissible in 
court and not subject to discovery

- No analogous federal statutory privilege

www.east.org
@EAST_Trauma

State Peer Review Statutes

• Evidentiary “peer review” privilege 
- Prevents medical malpractice plaintiffs from using evidence 
generated by the peer review process

- Scope varies as to meeting type, health facility or organization, 
information and legal granted privilege

- Scope varies as to the type of actions to which privilege is 
extended

www.east.org
@EAST_Trauma

Confidentiality

• Addresses the obligation to refrain from disclosing information to 
third parties other than as part of legal process

• May be imposed by law or by agreement

• If there is a privilege against testifying, there is also a requirement to 
keep information confidential  (i.e. physician‐patient privilege)

• Scope varies 
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Peer Review Privilege & Confidentiality

• Hallway discussions or informal consultations may be completely 
discoverable in litigation

• All communication for peer review should be done with the 
expectation of privacy and confidentiality 

• No casual conversations with respect to matters being peer 
reviewed 

www.east.org
@EAST_Trauma

Peer Review Privilege & Confidentiality

• Documents and records should be secured in confidential files and 
clearly marked

• Refrain from making any written documentation or comments 
regarding the quality of health care, other than formal submissions 
to a peer review committee. 

• No email commentary regarding the quality of care

www.east.org
@EAST_Trauma

CONFIDENTIALITY AND NONDISCLOSURE AGREEMENT
This Confidentiality and Non‐Disclosure Agreement (this 
“Agreement”) is made as of [DATE], 20__ by and between [UH 
ENTITY] (“UH”), and [OTHER PARTY] (“Contracting Party”).

RECITALS
UH and Contracting Party (each a “party”, and collectively, 
“parties”) are contemplating a transaction whereby [INSERT 
BRIEF DESCRIPTION OF POTENTIAL ARRANGEMENT OR 
CONTRACT, E.G., “CONTRACTING PARTY WOULD PROVIDE 
CONSULTING SERVICES TO UH”] (the “Transaction”); 

Confidential Quality Assurance Peer Review Report 
Privileged Pursuant to O.R.C. Sections 2305.24, 
2305.25, 2305.251 and 2305.252

Peer Review Privilege & Confidentiality
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Summary

• Just Culture
• Balance between Punitive and Blameless Cultures
• Establishes a framework for managing Provider‐Related issues

• Human Error

• At‐risk Behavior
• Reckless Behavior

• Encourages the development of a Learning Culture

• Adaptable to the trauma PIPS process

www.east.org
@EAST_Trauma

Summary

• Peer review is foundational to medical professionalism

• Assumptions related to peer review:

- “Peers” evaluate “Peers” 
- Commitment to high standards and act in good faith

- Environment supportive of candid communication

• Immunity, Privilege, Confidentiality
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