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Background

• Quality Assurance

• Quality Improvement

• Performance Improvement



Quality Improvement 
Project

• The Kansas Rural Health Options 
Project (KRHOP) supports, informs, 
and provides funding to CAHs.

• As part of this mission, KRHOP 
contracted with a consultant to begin 
implementing quality improvement
• NW Kansas – 2001
• All Kansas CAHs – 2004

Presenter
Presentation Notes
Briefly explain the genesis of the project with Darlene – used a grant to the NW Kansas Health Alliance in 2001 to begin the program, began to make it available to all in 2004



Quality Improvement 
Project 

• QI Program Implementation –

• Expert consultation from Darlene 
Bainbridge and Associates

• Consultation includes:
• Site visit
• Staff meetings
• Site assessment
• QI program 
• Ongoing technical support

Presenter
Presentation Notes
Discuss what happens during a Darlene site visit – she meets with staff, discusses plans for improvement, provides templates – guides them through the process – and then stress it is ongoing process based on what we heard from the hospitals in the focus groups




Quality Improvement 
Project 

• Program hospitals were classified 
into stages:
• Stage I – those that came onboard in 

2008 (n=16) 

• Stage II – 2007 (n=14)

• Stage III – 2006 (n=21)

• Stage IV – 2005 or before (n=24)

Presenter
Presentation Notes
Stage IV hospitals are those hospitals that came onboard in 2005 or before
Stage III came onboard in 2006
Stage II came onboard in 2007
Stage I came onboard in 2008 or later



Purpose



Project

• Project Purpose:
To gauge the impact of participating in 

the QI program on individual hospitals.

• Project Deliverable:
To produce a comprehensive chronicle 

of the QI program and its impact on 
Kansas CAHs.

Presenter
Presentation Notes
Simple point of the assessment was to see what had happened in these hospitals since the program began?  Was it making a difference?

The outcome was to be a chronicle, in which a single document that could be shared with others to publicize the work of the QI program and could be used to guide future decision making



Evaluation Strategy

• Qualitative Evaluation
• Focus groups at 5 hospitals
• Geographically diverse sample
• 3 groups per hospital

• Quantitative Evaluation
• Financial indicators
• Quality Health Indicators (QHI)
• Hospital Leadership and Quality 

Assessment Tool (HLQAT)

Presenter
Presentation Notes
Brief overview of the methodology here – split into two prongs – one was the direct one-on-one focus group interaction – the other looked at outcomes perhaps tied to the program – was it showing up in the bottom line or indicators – was there anything measureable happening in these hospitals  ---- this is just the overview – will delve into detail with the methods for each type of assessment



QUALITATIVE 
EVALUATION



CAH Focus Groups

Five Sites in Kansas
• Eureka
• Hoisington

• Atwood
• Quinter

• Plainville

Presenter
Presentation Notes
Name the sites and maybe mention the goal of getting hospitals from different congregational districts and with some significant exposure to Darlene



Focus Groups

Focus groups with 3 groups at each 
hospital:

1. Administration

2. Middle management

3. Frontline employees

Presenter
Presentation Notes
Explain the methodology – we wanted to look at how integrated QI was at the hospitals.  Did it permeate throughout – was the experience the same for all employees?  Was it as noticeable in the board room as it was in the exam room?



Focus Groups

Focus group participants were asked 
to:
• Describe conditions in the hospital 

before, during, and after QI program 
implementation.

• Discuss changes in the hospital directly 
attributable to the QI program.

• Discuss challenges in implementing the 
program.

• Determine if hospital ultimately 
benefited from participation.

Presenter
Presentation Notes
Discuss the script in general here.  We asked them about QI before and after – did they have a program in place before Darlene – how did that change when she arrived?  What was it like working with Darlene – how was she to work with – What changed in your hospital (policies, data collection, etc.) – outcomes – is there awareness in community, improved recruitment, hospital culture, ability to be effective in role



Focus Group Demos

• 97 individuals from 5 hospitals 
participated:
• 23% were administrative staff;
• 19% were nurses

• No physicians or hospital board 
members participated in focus groups.

• 2/3 of participants had 5 or more years 
of experience; 1/3 had 10 or more 
years.

Presenter
Presentation Notes
Just discuss the demos very broadly – we assessed across tiers or employees and got a good mix of individuals, but not MDs or board members



EMERGENT THEMES



Emergent Themes

1) Single Individuals in Multiple 
Roles

• “Time is always the big issue, because 
you wear a lot of hats when you are a 
small facility.”

Presenter
Presentation Notes
At least one participant at every hospital, used the exact phrase, “We wear a lot of hats around here” to describe the multi-tasking that must occur in resource-thin hospitals.  Rural hospitals must manage with limited resources and utilize much smaller staffs than community hospitals in more populous areas. As such, few have only one responsibility and this makes QI difficult at times – you are adding duties and work onto people who already operate 3 or 4 other jobs - - - also, can make it difficult to have one individual dedicated just to QI


The reality of one individual filling multiple roles in small, rural hospital serves as a challenge when implementing QI




Emergent Themes

2) Quality Assurance vs. Quality 
Improvement

• “The program before was just quality 
assurance.”

• “The QA that we did back then was a 
joke…. You reported it, and nothing was 
done.”

• “[QA] was a dog and pony show – we 
got nothing out of it.”

Presenter
Presentation Notes

The program that was in place at each participating hospital before implementing the QI program was, at best, quality assurance (QA), and, at worst, non-existent.  -- This was pretty much universal – all were in different stages of their implementation and some ‘got it’ better than others, but what was in place before was inadequate



Emergent Themes

3) Hospitals Like the Resources 
Available

• “This one had it all lined out for you . . . 
before we always kind of had to think 
about what we were going to come up 
with or a problem we had, and now it is 
just all right there. It’s simpler.”

• “I think she had a basic model for us to 
follow and it was up to us to take 
components of it out of that that we felt 
would most closely correlate with us.”

Presenter
Presentation Notes
Hospital employees predominantly viewed the consultant as an asset there to guide them and allow individual hospitals to make the QI changes that were best suited for them. 

Resources provided by the consultant cited as especially useful by focus group participants included templates, cds, books, QI task calendars, and a one-page color- coded QI reporting system.




Emergent Themes

4) Though Worthwhile and 
Beneficial, QI Can Be a Burden

• “We like the improvements we are 
seeing, but it is one more thing.”

• “I have heard that from like nursing, 
nurse aides- when they see how much 
paperwork is put into QI, they about 
croak.”

• QI vs. IV

Presenter
Presentation Notes
Given the choice between something like starting an IV line and filling out paperwork, frontline staff report that they will choose the IV every time, but because in the hospitals that have bought in, an understanding exists among hospital personnel that the additional documentation does impact patient care in an overarching manner, so while paperwork may get pushed off in an acute care situation, it only gets pushed off, not discarded



Emergent Themes

5) Hospitals Benefited from 
Participation in the Program

• “I think everybody should be involved in 
the QI.”

• “I don’t think you would have this [new] 
hospital if it wasn’t for [QI].”

• Cultural change

Presenter
Presentation Notes
One hospital (Eureka) hadn’t really done much and they had trouble ID specific things sometimes other than the new hospital in Plainville, but the big thing was they all reported a cultural change – the hospital mentality had changed because of QI and changed for the better



Emergent Themes

6) Hospitals were Happy with Their 
Progress, and Still Sought Additional 
Improvements

• “If it took 20% of our energy to get where 
we’re at to get 80% of the problem 
resolved, it’s going to take 80% of energy 
to get the last 20% resolved and I don’t 
think people are looking at that.”

• “We’ve moved to QI, but we’re not to PI, 
and that is what we need to do.”

Presenter
Presentation Notes
Other than Hoisington, the hospital acknowledged things had gotten much better, but they all saw areas where they could still get better and one of the big ones was QI to PI



LESSONS LEARNED



Lessons Learned

1) Change is hard. Pushback

2) Change occurs once the benefits 
are evident.  “Better for patients”

3) Other than senior administration, 
there is limited engagement in QI.

Presenter
Presentation Notes
The degree of resistance varied, but each hospital reported some pushback initially and this was one of the biggest challenges . . . 
The key to overcoming this pushback is seeing the benefits – usually a greater good --- it’s better for the hospital, it’s better for the patients – then the extra work calculus begins to tip in the favor of change
Senior admin felt things were going better than lower level staff did and they were less likely to report extra work – much more sunshine and roses the higher up you are in a hospital food chain – also a knowledge gap – think Mary from Quinter as the prototypical lower level employee



Lessons Learned

4) QI needs a ‘champion’ to succeed, 
but it can’t be a one-person show.  

5) A need exists for networking, 
information sharing.  

Presenter
Presentation Notes
4) This relates to point 3, but this goes up and horizontally rather than down – not all of the boards were real engaged, especially on the QI side and an MD can have a tremendous impact on QI and a stubborn doc or one who doesn’t buy-in can really make it difficult and in small towns the hospitals simply have no leverage over the docs
5) This one seems paradoxical, but the hospitals that bought-in had one gung-ho person driving the process –think the lady from Plainville – this is the key to getting things off the ground – force of personality can break through that initial resistance, but it can’t be invested entirely in one person – they are the catalyst, but if their energy, enthusiasm doesn’t take hold thoughout the hospital, you are one two-weeks notice away from being back at square one --- has to transfer from the person to the position to the hospital as a whole
6) This refers to up and down the command chain and across hospitals – I,e, the long discussion we had in Plainville with middle management – best practices, etc. – some data in context (they do have some access to raw #s, but this was not seen as adequate or meaningful)



QUANTITATIVE 
EVALUATION



Quantitative Evaluation

• Designed to assess some long-
term impact on the hospitals that 
implement QI

• 19 Financial Indicators

• 8 Quality Health Indicators (QHI)

• 3 Hospital Leadership and Quality 
Assessment Tool (HLQAT) Data

Presenter
Presentation Notes
Just give the basic overview here of the Quant – what indicators we used and some of the limitations – (unequal group size and some measures not directly related to QI)  Because the quant is so weak, I’m not going to recreate all of those charts and graphs from the report – just the highlights.

19 Financial Indicators in 6 categories
8 QHI Indicators
3 HLQAT measures



Quantitative Evaluation

• Designed to assess some long-
term impact on the hospitals that 
implement QI

• Financial Indicators

• QHI

• HLQAT Data

Presenter
Presentation Notes
Just give the basic overview here of the Quant – what indicators we used and some of the limitations – (unequal group size and some measures not directly related to QI)  Because the quant is so weak, I’m not going to recreate all of those charts and graphs from the report – just the highlights.

19 Financial Indicators in 6 categories
8 QHI Indicators
3 HLQAT measures



Financial Indicators

• Data were available for 2001-2008; 
not all hospitals provided data each 
year.

• Hospitals grouped by:
1. Participation/non-participation in QI 

program 

2. Length of time in the program  



Financial Indicators

• All CAHs

• CAHs who took part in the QI 
program any point time.

• CAHs who took part in the QI 
program during a given year.

Presenter
Presentation Notes
Explain how we compared – measure for all CAHs then compared data for program hospitals to non-program hospitals, then a more specific year-in year-out measure.  Rationale: In theory if there was some impact from program participation we would see a change in financial indicators across the board from 2001 to 2008 (big problem with confounders), there would be a difference in financial health of program/non-program hospital, and there would be a bump obviously based on when a hospital comes on board



Sample Results

Presenter
Presentation Notes
Just use this as an example of how we are comparing data – and again, soft-shoe it, we are comparing non-equal groups, etc.



Sample Results

Presenter
Presentation Notes
When joined



Financial Indicators

• Measured hospitals on:
• Profitability – total margin and cash flow

• Liquidity – days cash on hand, cash in acct rec

• Capital Structure – debt service, debt-to-capitalization

• Revenue – patient deduction, Medicare payer mix

• Cost – salaries, age of plant

• Utilizations – average daily census for acute and swing

Presenter
Presentation Notes
Profitability includes total margin and cash flow
Liquidity includes days cash on hand, cash in acct rec
Capital – debt service, debt-to capitalization
Revenue – includes patient deduction, medicare payer mix
Cost – salaries, age of plant
Utilizations – average daily census – acute and swing



Financial Results

• General trends across all 19 
indicators:
• Major changes or bumps in financial 

indicators are not present when 
moving from 2001-2004 (pre-
program) to 2005-2008.

• Major changes or bumps in financial 
indicators not present the year a 
hospital joins the QI program.

Presenter
Presentation Notes
Hit these slides real quick and then focus on the next slide for why these findings are really unreliable



Financial Results

• General trends across all 19 
indicators:
• By 2008, non-program hospitals appeared 

to score ‘better’ on the majority of the 
indicators.

• Non-program hospitals showed more 
financial improvement from 2005 to 2008 
than program hospitals.

• Financial impact on hospitals participating in 
QI appears to be limited.

Presenter
Presentation Notes
Hit these slides real quick and then focus on the next slide for why these findings are really unreliable



Financial Results

• Results were largely inconclusive:

• Finances are indirectly related to QI

• Causality

• Unequal group sizes

• Recession

• Change is cultural

Presenter
Presentation Notes
We really need to soft-shoe this because the findings are not good since they seem to indicate that hospitals that didn’t participate in QI were better off, but we can’t tell anything about the characteristics of the hospitals that did not participate – perhaps they were better off to begin with.  Also, we only have a correlation here, we don’t know if something else caused these financial changes, by the time we get to 2008 almost all of the hospitals are on-board, so we are comparing over 70 hospitals to less than 10 ---- plus the 800 lb gorilla in the room – financial state in 2008 – that historical context can easily trump anything going on in these hospitals --- relates back to our Qual findings – the change is cultural – its in attitudes, not something likely to be easily measures



Quantitative Evaluation

• Designed to assess some long-
term impact on the hospitals that 
implement QI

• Financial Indicators

• QHI

• HLQAT Data

Presenter
Presentation Notes
Just give the basic overview here of the Quant – what indicators we used and some of the limitations – (unequal group size and some measures not directly related to QI)  Because the quant is so weak, I’m not going to recreate all of those charts and graphs from the report – just the highlights.

19 Financial Indicators in 6 categories
8 QHI Indicators
3 HLQAT measures



Quality Health Indicators

• Monthly data were available 
beginning in 2006 for anywhere 
from 40 to 50 hospitals for each 
indicator: 
• 8 indicators

• Not all hospitals participated.

• Not all reported data each month.

• Data began in 2006.

Presenter
Presentation Notes
Key points – again apples to oranges in some cases – we don’t have a comprehensive look and we don’t have any ‘pre’ data since the data is available only from 2006, but at least these are more direct measures



Quality Health Indicators
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Presenter
Presentation Notes
Some problems as before – unequal Ns, so we see much larger swings in the non-Qis, but we see here that there were some large spikes in the NON, but since 2008 has remained flat, with Non-Qis doing better for the most part, but low infections across the board



Quality Health Indicators
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Presenter
Presentation Notes
For all – wild swings to do different Ns – but general trend of improvement in immunizations from 07 to 08, then a decline – 



Quality Health Indicators

7-06 10-06 1-07 4-07 7-07 10-07 1-08 4-08 7-08 10-08 1-09 4-09

All CAHs 100.00 93.23 100.00 88.89 85.71 90.80 94.17 87.48 96.05 93.65 96.27 89.29

QI/PI CAHs 100.00 96.97 97.22 87.72 85.71 89.77 93.52 88.80 95.83 91.67 97.84 88.80

Non QI/PI Hospitals 100.00 87.50 87.50 100.00 91.65 96.43 100.00 88.90 100.00 100.00 83.33 100.00
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Pneumonia Patients Given Antibiotics within 4 
hours

Presenter
Presentation Notes
Not much too this one – again more swings with the non, but stayed pretty constant



Quality Health Indicators

1-06 4-06 7-06 10-06 1-07 4-07 7-07 10-07 1-08 4-08 7-08 10-08 1-09 4-09 7-09

All CAHs 6.54 6.10 13.48 26.18 11.60 6.22 12.80 7.78 11.96 14.59 5.56 10.15 17.33 9.63 29.01

QI/PI CAHs 3.57 3.78 7.74 28.35 11.48 7.41 13.82 8.69 11.16 15.89 7.09 10.43 18.87 9.89 36.32

Non QI/PI Hospitals 17.43 13.05 23.08 18.01 10.10 1.38 0.00 3.72 16.68 1.26 3.44 5.66 2.94 2.83 2.78
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Presenter
Presentation Notes
Big spike in falls for the QI hospitals



Quality Health Indicators

1-06 4-06 7-06
10-
06

1-07 4-07 7-07
10-
07

1-08 4-08 7-08
10-
08

1-09 4-09 7-09

All CAHs 1.30 1.81 1.44 1.75 1.62 1.31 2.49 1.48 1.49 1.53 1.53 1.19 1.41 1.17 1.27

QI/PI CAHs 1.05 1.90 1.26 1.77 1.57 1.45 2.26 1.27 1.62 1.67 1.54 1.23 1.57 1.25 1.40

Non QI/PI Hospitals 2.05 1.60 1.90 1.70 2.13 0.50 3.58 2.38 0.70 0.52 1.32 1.64 0.16 0.90 0.85
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Presenter
Presentation Notes
Second verse some as the verse, bigger swings for the nons, but Qis seem to have more turnover – could be good or bad – if you running bad apples out as a result of QI efforts, turnover is not a bad thing



Quality Health Indicators

1-06 4-06 7-06 10-06 1-07 4-07 7-07 10-07 1-08 4-08 7-08 10-08 1-09 4-09 7-09

All CAHs 22.58 22.23 22.04 22.09 22.43 23.31 22.25 24.47 22.18 29.26 27.03 25.39 25.59 27.23 26.60

QI/PI CAHs 23.07 22.20 22.29 18.41 22.87 23.64 22.44 17.67 22.53 30.23 26.95 24.51 25.71 27.64 27.00

Non QI/PI Hospitals 21.10 22.30 21.20 30.51 18.73 20.88 19.88 56.20 20.28 22.92 27.65 32.70 24.50 23.95 24.83
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Presenter
Presentation Notes
Huge swings again, but general linear trend is for a slight increase from low 20s to mid 20s (in case they ask, this is the percentage of salary paid out in benefits)



Quality Health Indicators

1-06 4-06 7-06 10-06 1-07 4-07 7-07 10-07 1-08 4-08 7-08 10-08 1-09 4-09 7-09

All CAHs 49.53 54.65 97.30 176.10 667.75 367.95 117.65 232.67 107.03 132.78 136.69 110.79 134.68 117.35 136.35

QI/PI CAHs 34.50 32.20 54.70 0.00 667.75 483.93 117.65 232.67 123.98 154.48 152.97 126.98 145.61 114.48 131.50

Non QI/PI Hospitals 54.53 62.13 118.60 176.10 0.00 20.00 0.00 0.00 22.30 24.30 39.00 13.60 14.50 166.55 177.95
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Presenter
Presentation Notes
Big spike between 2006 – 2007 (change in Medicare payments maybe?  I think that was 2006 before the midterms made W a lame duck) – however, regardless of the spike – Qis steadily had more cash on hand than nons until early in 09.



Quality Health Indicators

1-06 4-06 7-06 10-06 1-07 4-07 7-07 10-07 1-08 4-08 7-08 10-08 1-09 4-09 7-09

All CAHs 42.90 35.60 67.90 59.16 52.84 60.74 64.98 65.12 66.70 59.66 59.70 60.45 61.83 52.55 54.00

QI/PI CAHs 42.90 35.60 67.90 61.68 54.67 62.16 63.60 67.45 62.49 57.68 56.13 59.44 61.41 51.45 53.76

Non-QI/PI Hospitals 0.00 0.00 0.00 54.97 44.60 48.00 74.60 41.90 97.73 69.58 79.38 64.75 62.18 59.77 55.27
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Quality Health Indicators

• Implications
• Results are inconclusive – we are 

comparing different size groups, so it 
is impossible to account for large 
spikes in some of the indicators.

• However, the general trend is for 
improvement overall – hospitals have 
more cash on hand, and employees 
receive more benefits relative to their 
salary.

Presenter
Presentation Notes
Limited again, best we can do without a true pre-post

Again, any changes may not be directly attributable to the QI program



Quantitative Evaluation

• Designed to assess some long-
term measureable impact on the 
hospitals that implement QI

• Financial Indicators

• QHI

• HLQAT Data

Presenter
Presentation Notes
Just give the basic overview here of the Quant – what indicators we used and some of the limitations – (unequal group size and some measures not directly related to QI)  Because the quant is so weak, I’m not going to recreate all of those charts and graphs from the report – just the highlights.

19 Financial Indicators in 6 categories
8 QHI Indicators
3 HLQAT measures



HLQAT

• Hospitals that have engaged in 
specific projects that have been 
evaluated by CMS

• Number of individual contacts by 
hospitals to QIO

• Participation in QI program training

Presenter
Presentation Notes
Though collected by an outside entity and not tied exclusively Critical Access Hospitals or those participating in the Quality Improvement project, HLQAT was able to provide three indicators related to QI for CAHs in Kansas since 2007.  

These measures were 

a listing of hospitals that engaged in specific projects that were chosen by HLQAT project collaborator, Centers for Medicare & Medicaid Services (CMS) and that contained measureable goals and outcomes and for which the hospitals’ participation was evaluated

(If asked these were the 8SOW and 9SOW – 8th and 9th scope of work (collecting process of care data, improving care processes, and setting improvement targets for the project priority topics of physical restraints, pressure ulcers, depression, and chronic pain -8)

And improve the quality of care through system and process changes in ten focused areas: surgical care, heart failure, methicillin-resistant staphylococcus aureus, pressure ulcers, physical restraints, the Health Care Leadership and Quality Assessment Tool, the AHRQ Culture Survey, drug safety, and public reporting.

 2) a frequency of non-routine informational contacts each hospital had with its Quality Improvement Organization, and 

3) a list of hospitals that participated in a quality indicator training program offered by HLQAT between 2007 and 2009.




HLQAT

• Of the 77 CAH hospitals that 
participated in the QI program:
• 26 (34%) have engaged in CMS 

selected projects with evaluated 
outcomes and goals.

• 23 (30%), 27 (35%), 22 (28%) hospitals 
took part in QI basic training during 
2007, 2008, and 2009 respectively.

• An average of 8 non-routine contacts 
with the Quality Improvement 
Organizations in 2008 and 11 in 2009.



Recommendations



Recommendations

1) Ongoing support is essential.

2) Information sharing between 
hospitals is needed.

Presenter
Presentation Notes
There needs to be continued support for QI at hospitals, both from within and without.  An active and engaged individual driving the QI process is essential, but hospitals also reported hitting a wall or reaching a plateau at some point in time.  Hospitals also reported enjoying a highly visible and active presence from D.D. Bainbridge and Associates.
Even hospitals that reported a great working relationship with D.D. Bainbridge and Associates also reported feeling alone at times in tackling problems identified at their hospital.  The addition of a network of hospitals sharing information, discussing outcomes in their hospitals, and generally benefiting from each others’ similar perspectives and experiences could also serve as a boon to ongoing QI efforts at CAHs.  





Recommendations

3) Communication throughout all 
levels of the hospital regarding quality 
improvement needs to be improved.

4) Establish a dedicated risk 
management person to be shared by 
hospitals on a rotating basis could be 
beneficial.

Presenter
Presentation Notes
3) In order to have a comprehensive QI program, all levels of employees need to be on board in order to ensure the program’s even and consistent implementation.  Greater transparency about the QI process within a hospital and better explanations of the rationale behind some of the QI processes chosen is needed.
4) A good QI program is expensive to operate and maintain and a dedicated QI person was the difference between a QI program being fully embraced at a hospital and it not being implemented.  If KRHOP could provide a team of dedicated QI directors to be loaned out to hospitals as they implement a new QI program at their hospitals, the number of hospitals implementing QI programs might increase, as would their likelihood of success.




Recommendations

5) Expand the program to more 
hospitals.

6) Integrate evaluation 
measurements that are specific to 
quality improvement efforts.

Presenter
Presentation Notes
5) The results of the current study are based on a small sample, but none of the hospitals with a mature Quality Improvement program were from outside the Northwest Kansas Hospital Alliance.  The CAH program and Medicare FLEX grants are designed to keep hospital doors open and give rural citizens access to healthcare.  While this access is an important first step, it is equally important that rural citizens have access to quality healthcare on par with that of any urban hospital. 





Questions?



Contact Information

Elizabeth Ablah, MPH, PhD
University of Kansas School of Medicine-Wichita
Preventive Health and Preventive Medicine
Phone: 316-293-2627
Email: eablah@kumc.edu

Kurt Konda, MA
University of Kansas School of Medicine-Wichita
Preventive Health and Preventive Medicine
Phone: 316-293-2627
Email: kkonda@kumc.edu
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