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I. Policy:
Southern Trinity Health Services will attain its organizational objectives by requiring and supporting the establishment of an effective Quality Improvement program.
II. Purpose/Goal:
STHS acknowledges that quality health care and the systems that support that care must be the foundation of a successful health care organization.  STHS is committed to providing optimal health care for its patients consistent with community standards and accepted standards of practice established by the STHS medical staff.
A. SCOPE

The scope of the quality improvement program is organization wide and includes activities that monitor and evaluate all phases of the health care delivery system through objective, criteria-based audits, outcome audits, tracking tools, and reporting systems.
B. OBJECTIVES 

1. To ensure the delivery of patient care at the maximum achievable level of quality in a safe and cost effective manner.

2. To develop effective systems for continuous problem assessment/identification, corrective action planning, plan implementation and evaluation of organization processes and services.
3. To develop a system of accurate, comprehensive data collection methods to track, trend and report quality indicators for the organization and for external reporting compliance.

4. To educate all health care professionals and staff in the philosophy, procedures and practices of quality assessment.
5. To utilize information gained in quality assessment activities to direct continuing medical education at STHS.

6. To increase knowledge and participation in quality improvement activities at STHS.
7. To identify opportunities for improvement and institute continuous improvement strategies as appropriate.

8. To demonstrate the program’s overall impact on improving the quality of care delivered by STHS.

C.  CONTINUOUS QUALITY IMPROVEMENT COMMITTEE

1. Responsibilities of the Continuous Quality Improvement Committee:
a. To ensure that quality improvement activities are systematic, comprehensive and integrated across the organization.
b. To assess Quality Improvement strategies, activities and outcomes as reported by organization staff and, where necessary, make recommendations for change.
c. To report monthly to the Board of Directors regarding progress on Quality Improvement activities through Board Member attendance of CQI meetings.
d. To direct STHS staff to conduct studies and/or reviews as it deems necessary.

e. To document activities and actions to demonstrate the program’s impact on improving organizational processes and quality of care.

f. To annually re-evaluate the quality improvement program to determine whether the program has been effective in meeting its goals and objectives and to make revisions to the program as deemed necessary and appropriate.

2.  Composition of the Continuous Quality Improvement Committee

The Medical Director will serve as the chair of the CQI Committee.  Other permanent members of the Committee are:

a. Board of Directors Representative
b. Dental Director
c. Executive Team Representative (Executive Director, CFO or Director of Operations)
d. Behavioral Health Provider
e. Risk Manager
Other staff members may be asked to attend meetings or assist the team as deemed appropriate.
3.  Specifics of Continuous Quality Improvement Meeting
a. The CQI Committee will meet at a minimum of ten times per year on a monthly basis.
b. The Medical Director shall serve as Chair.
c. Minutes shall be maintained by a CQI Committee designee and be signed by the Chair.

D. MECHANISMS
1. Meeting focus will follow the CQI Reporting Calendar with additional agenda items as deemed appropriate.
2. STHS will utilize a tracking registry (currently i2iTracks) in its Care Management Program for maintaining and improving quality of care for common chronic diseases and assuring optimal delivery of preventive services.

3. Data Collection and Information Resources

a. Reports from organization staff

b. Medical and dental records review

c. Clinical tracking indicators (Care Management Program)
d. Patient satisfaction surveys
e. Employee satisfaction surveys
f. Employee concerns and suggestions

g. Patient warnings and dismissals
4. Problem Identification

a. Quality control test reports

b. Peer review audits

c. Patient complaints and grievances

d. Incident reports

e. Medical and dental record audits
f. Clinical tracking reports
g. Other sources may include:  patient care evaluation studies, financial data, productivity reports, disease management reviews, time and motion studies, patient flow studies.
E. CONFIDENTIALITY

a. All documents, reports, minutes, findings, conclusions, recommendations, or other memoranda transmitted to or developed by the CQI Committee shall be received and kept in confidence by the Chair and/or designees. 

b. When the CQI Committee conducts an audit, a code system will be devised in order to preserve the confidentiality of the audit, as well as to protect the individual(s) involved.

E. THE PROCESS IMPROVEMENT MODEL

1. STHS uses the PDSA (Plan, Do, Study, Act) method of process improvement. 
I. Attachments:
A. CQI Reporting Calendar
B. Policy: Peer Review—Medical
C. Clinician Peer Review Audit Form
D. Care Management Program registry (i2iTracks) clinical indicators (Visit Summary sheets)
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