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(57) ABSTRACT

A method for improving the quality of healthcare, efficiency,
and patient satisfaction procedures is provided. The method
includes conducting at least a first survey of patients regard-
ing care provided before, during, and after a procedure,
wherein the survey focuses on benchmarks identified as
being relevant to quality of care. The method further
includes entering the results of the first survey into a
database configured to store the results, reviewing the results
of the first survey to determine the quality of care provided
during the procedure, identifying incidences of poor quality
of care, and comparing the results of the first survey with
results of surveys taken from other patients to recognize
patterns of poor quality of care. The method further includes
addressing the incidences of poor quality of care by devel-
oping methods to address the recognized incidences of poor
quality of care.
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METHOD AND SYSTEM FOR IMPROVING THE
QUALITY OF SERVICE AND CARE IN A
HEALTHCARE ORGANIZATION

BACKGROUND OF THE INVENTION

[0001] The invention relates to the field of quality
improvement. More specifically, the invention relates to the
field of quality improvement in the healthcare industry.

[0002] Numerous studies have highlighted the high rate of
medical errors and the need for fundamental changes in the
healthcare delivery system to eliminate gaps in quality.

[0003] Healthcare facilities such as hospitals and clinics
are generally organized in departments specializing in spe-
cific areas of medical science such as immunology, cardi-
ology, and radiology. Generally, specialized personnel and
equipment are available in each department to provide
medical treatment in the area of specialization. Often times,
these departments must repeatedly perform the same or
similar procedures on many patients.

[0004] The competence and efficiency with which each of
these tasks is conducted affects the overall quality and
efficiency of the healthcare organization. It also affects the
patient’s safety and satisfaction with the services performed.
Thus, to the extent that efficiency and satisfaction could be
improved, the operation of the organization, including such
things as quality and profitability, could also likely be
improved.

[0005] Previous methods of improving the quality of
healthcare procedures have focused on statistical sampling
of patients and procedures. For example, some healthcare
organizations examine patient charts on a monthly basis and
look for incidences of poor quality of care. This method of
analyzing quality often includes “surveying” the charts, i.e.,
examining a random sampling of charts. Accordingly, there
is a time delay between the incidence of poor quality and the
discovery of the poor quality. This time delay may lead to
multiple incidences of poor quality before the discovery is
made. Additionally, these problems may not be recorded on
the charts and may be forgotten by the time the review is
conducted.

[0006] Another drawback to this method is random chart
sampling. Many quality problems occur only at a very small
scale and would therefore be missed by random chart
sampling. A healthcare organization would, therefore, be
unlikely to develop a thorough understanding of the quality
issues within the organization by utilizing this method.

[0007] Moreover, the various healthcare professionals that
may fill out a patient’s chart while that person is undergoing
treatment are rarely trained to observe quality indicators
specific to a desired area of healthcare. For example, oper-
ating room nurses may not be trained to observe post-
anesthesia issues and may not, therefore, note those issues
on a chart. By the time a periodic review of charts occurs,
any post-anesthesia issues relating to the quality of care
would remain undiscovered.

[0008] Another previous method of monitoring and
improving the quality of procedures in a healthcare organi-
zation includes analyzing billing data to determine whether
any incidences of poor quality occurred during a patient’s
treatment and care. This method often results in inaccurate
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data due to the challenges inherent in using billing data. For
example, there is a significant time delay between a proce-
dure and the billing for the procedure. Additionally, billing
data is an unreliable source of quality information, because
not all quality indicators are reflected in the billing data.

[0009] Many insurance companies and hospitals, as well
as Medicare and Medicaid, are requiring healthcare organi-
zations to negotiate medical costs. In order to participate in
insurance programs, Medicare, and Medicaid, many health-
care organizations are required to reduce their costs for
services as a result of this required negotiation process.

[0010] One form of negotiation that is being implemented
and encouraged by these groups is the pay-for-performance
method of negotiation. Pay-for-performance seeks to intro-
duce traditional market forces to motivate healthcare orga-
nizations’ adherence to evidence-based practices. The goal
is to reward healthcare efficiency and effectiveness through
monitoring and reporting on treatment patterns and corre-
sponding health outcomes.

[0011] Pay-for performance has the potential to re-align
the incentives of all the major stakeholders in the healthcare
marketplace. For example, employers, health plans, and
government purchasers who can reduce the cost of their
benefits programs while improving service quality and the
outcomes of individuals enrolled in their plans will likely
benefit from the introduction of pay-for-performance pro-
grams. Providers who are rewarded for delivering higher
quality care and provided increased payments which can be
used to invest in systems that further improve patient
management and compliance with practice guidelines, as
well as consumers who are provided better information for
selecting the highest quality providers resulting in higher
levels of satisfaction and improved outcomes also benefit
from pay-for-performance programs.

[0012] The initiation of a pay-for-performance environ-
ment in health care has been driven principally by multiple
industry studies focused on medication errors and patient
safety. There is general agreement that quality of care is not
advancing as quickly as it should. Additionally, there are
wide geographic regional differences in the amount and
quality of care provided. Past attempts at improving quality
by publicly releasing hospital morbidity data and improving
consumer choice have had suboptimal effects. This is likely
because the healthcare organizations are unable to form a
clear, complete, and accurate report on the quality of care
provided.

[0013] Additionally, even when the quality statistics are
available, they are often provided by the random sampling
method or billing data review method previously discussed.
Not only do these methods provide a less accurate under-
standing of the quality levels as discussed above, they also
do not fully trace or identify the source of the quality issues
(i.e., practitioner performance vs. process related quality
issues). By not understanding the source of the quality
issues, the healthcare organization may be unable to fully
address and correct those issues. If this situation is present
under a pay-for-performance environment, the healthcare
organization may not be able to charge the fees necessary to
recoup their costs.

SUMMARY OF THE INVENTION

[0014] Inone aspect the invention is a method for improv-
ing the quality of healthcare procedures. The method



US 2007/0179805 A1l

includes conducting at least a first survey of patients regard-
ing care provided before, during, and after a procedure,
wherein the survey focuses on benchmarks identified as
being relevant to quality of care. The method further
includes entering the results of the first survey into a
database configured to store the results, reviewing the results
of the first survey to determine the quality of care provided
during the procedure, identifying incidences of poor quality
of care, and comparing the results of the first survey with
results of surveys taken from other patients to recognize
patterns of poor quality of care. The method further includes
addressing the incidences of poor quality of care by devel-
oping methods to address the recognized incidences of poor
quality of care.

[0015] In another aspect, the invention is a system for
improving the quality of healthcare procedures. The system
includes at least one questionnaire, including a list of
indicators recognized as relating to the quality of healthcare,
to be answered by patients undergoing a medical procedure,
a database for storing the answers provided on the at least
one questionnaire, a review process for recognizing inci-
dences of poor quality of care before, during, and/or after a
procedure based on the answers to the at least one question-
naire. The system further includes a quality control process
that recognizes patterns of poor quality of healthcare and
institutes corrections in response to said recognized patterns.

[0016] In yet another aspect, the invention is a method of
designing a pay-for-performance valuation for a healthcare
organization.

[0017] The foregoing, as well as other objectives and
advantages of the invention and the manner in which the
same are accomplished, is further discussed within the
following drawings and detailed description.

BRIEF DESCRIPTION OF THE DRAWINGS

[0018] The present invention now will be described more
fully hereinafter with reference to the accompanying draw-
ings, in which some, but not all embodiments of the inven-
tion are shown. Indeed, this invention may be embodied in
many different forms and should not be construed as limited
to the embodiments set forth herein; rather, these embodi-
ments are provided so that this disclosure will satisfy
applicable legal requirements.

[0019] FIG.11is a flow chart representing various stages of
indicator input in accordance with the present invention.

[0020] FIG.2is a flow chart representing one embodiment
of the present method.

DETAILED DESCRIPTION

[0021] The invention relates to a method and system for
improving the quality of healthcare. More specifically, the
invention relates to a method and system for improving the
quality of the procedures of a healthcare organization by
providing timely and relevant feedback. In another embodi-
ment, the invention relates to a method of determining a pay
for performance valuation based on the quality provided by
a healthcare organization.

[0022] The terminology used herein is for the purpose of
describing particular embodiments only and is not intended
to be limiting of the invention. As used herein, the term
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“and/or” includes any and all combinations of one or more
of the associated listed items. As used herein. the singular
forms “a,”an,” and “the” are intended to include the plural
forms as well as the singular forms, unless the context
clearly indicates otherwise. It will be further understood that
the terms “comprises” and/or “comprising,” when used in
this specification, specify the presence of stated features,
integers, steps, operations, elements, and/or components, but
do not preclude the presence or addition of one or more other
features, integers, steps, operations, elements, components,
and/or groups thereof.

[0023] Unless otherwise defined, all terms (including tech-
nical and scientific terms) used herein have the same mean-
ing as commonly understood by one having ordinary skill in
the art to which this invention belongs. It will be further
understood that terms, such as those defined in commonly
used dictionaries, should be interpreted as having a mearning
that is consistent with their meaning in the context of the
relevant art and the present disclosure and will not be
interpreted in an idealized or overly formal sense unless
expressly so defined herein.

[0024] 1In describing the invention, it will be understood
that a number of techniques and steps are disclosed. Each of
these has individual benefit and each can also be used in
conjunction with one or more, or in some cases all, of the
other disclosed techniques. Accordingly, for the sake of
clarity, this description will refrain from repeating every
possible combination of the individual steps in an unneces-
sary fashion. Nevertheless, the specification and claims
should be read with the understanding that such combina-
tions are entirely within the scope of the invention and the
claims.

[0025] Inoneaspect, the invention is a method for improv-
ing the quality of healthcare procedures. For ease of discus-
sion, the method will be described with reference to anes-
thesia care. Those having ordinary skill in the art will
recognize that the invention is applicable to healthcare
processes and procedures other than anesthesia care, such as,
but not limited to, oncology, surgery, and the like for which
quality control can be important to improve services, patient
satisfaction, economics, and the like. Accordingly, the
description shall not be limited to anesthesia care.

[0026] The method includes conducting at least a first
survey of a plurality patients in a healthcare organization,
regarding care provided before, during, and after a proce-
dure. Stated differently, the method includes collecting data
and assimilating the data in a form suitable for analysis,
review, etc., to determine if any incidences of poor quality
are present. An exemplary survey may focus on benchmarks,
or indicators, identified as being relevant to quality of care.
For example, in a survey relating to anesthesia care, the
survey may include indicators relating to the quality of
anesthesia care as recognized by various professional orga-
nizations such as but not limited to the American Society of
Anesthesiologists, the Institute of Medicine, and the Joint
Commission for Accreditation of Healthcare Organizations
(JCAHO).

[0027] 1In an exemplary embodiment, the survey is com-
pleted by an individual trained to recognize the existence of
relevant indicators. In an exemplary embodiment, the survey
may be conducted by one or more individuals including, but
not limited to, trained medical personnel such as a nurse or
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doctor. The individual can conduct the survey using any
suitable means of data collection such as but not limited to
studying a patient’s condition, reviewing a patient’s chart,
conversing with the patient to ascertain the patient’s views
regarding such issues as pain care, and the like. In another
exemplary embodiment, the individual completing the sut-
vey discusses the indicators with the patient. In yet another
embodiment, the individual completing the survey combines
the two previously discussed methods. Other methods
known in the art for completing the survey are also con-
templated as useful in accordance with the present inven-
tion.

[0028] In one embodiment, the survey may be completed
in one session. In another embodiment, the survey may be
completed at different stages throughout the continuum of
care of the healthcare procedure. For example, the survey
may be completed during one or more of patient preopera-
tive holding, the operating room, the post anesthesia recov-
ery room, the post operative home floor, combinations
thereof, and the like. In yet another embodiment, a different
survey may be completed at each stage of the healthcare
procedure. In another embodiment, a combination of the
above completion strategies may be employed.

[0029] FIG. 1 is a representative flow chart illustrating
nonlimiting examples of entry of responses onto a survey
throughout the continuum of care in accordance with the
present invention. As demonstrated by the figure, indicators
may be recognized at various stages of a procedure. For
example, indicators may be recognized during patient pre-
operative holding, in the operating room, in the post anes-
thesia recovery unit (PARU), and/or on the post operative
home floor. In the example depicted in FIG. 1, the presence
of the relevant indicators are noted on the survey at each
stage of the procedure, as they occur. This enables timely
recognition of quality issues, and insures better accuracy in
the quality process because there is little to no time delay
between occurrence of an incidence and recordation of the
incidence. This lack of a significant time delay helps prevent
oversight (or forgetfulness) that may lead to failure to note
relevant incidences when surveys are completed at later
stages, such as in processes previously discussed including,
but not limited to, the random chart sampling and the billing
data methods of review.

[0030] Those having ordinary skill in the art will recog-
nize that incidences of poor quality or other indicators may
occur at other stages of a procedure than those depicted in
FIG. 1. FIG. 1 shall not, therefore limit the present method
to recognition and recordation of indicators at the depicted
stages.

[0031] With reference to surveys relating to the quality of
anesthesia care, exemplary surveys may request information
on more than 30 indicators. The surveys may request infor-
mation on more than 40 indicators. The surveys may also
request information on more than 50 indicators. Generally,
the survey may include 10, 20, 30, 40, 50, or more indica-
tors. Those having ordinary skill in the art will recognize that
a larger number of indicators may result in more accuracy
and better monitoring of the quality of care provided by the
healthcare organization.

[0032] Those having ordinary skill in the art will recog-
nize that the survey may include fewer or more of the
standard recognized indicators and may further include
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standards developed by the healthcare organization. More-
ovet, indicators developed by medical professionals and/or
associations in disciplines other than anesthesia care may be
included on the survey depending upon the type of proce-
dure being evaluated.

[0033] The survey may be completed in a traditional paper
format. Alternatively, the survey may be completed with the
use of a computer-based program, for example on a hand-
held computer device, a laptop computer, and/or over the
internet. In one embodiment, a combination of a paper based
survey and a computer-based survey may be completed.

[0034] Tt may be desirable to complete portions of the
survey relating to post-procedure indicators after a patient
has left the healthcare organization. In this embodiment, the
survey may be completed over the Internet, over the tele-
phone, by mail, by personal visit with the patient, combi-
nations thereof, and the like. For example, a patient satis-
faction survey may be conducted after completion of the
healthcare procedure.

[0035] In an exemplary embodiment, substantially all of
the patients in a healthcare organization are surveyed. Stated
differently, at least about 50%, more preferably at least about
75%, of the patients of the healthcare organization partici-
pate in the survey. In one embodiment, every patient of the
healthcare organization participates in the survey. Those
having ordinary skill in the art will recognize that the
percentage of patients included in the surveys may be most
accurately measured from the time the method of the present
invention is implemented.

[0036] After completion of the survey, the present method
may include a review process. In an exemplary embodiment,
the results of the survey are available to the individual
practitioner to judge the quality of care provided and to
identify potential areas of poor quality. In one embodiment,
the results of the survey are available on a real-time basis.
In another exemplary embodiment, the results are available
to the practitioner within about twenty four hours. In yet
another embodiment, the results are available to the indi-
vidual practitioner within 48 hours. Those having ordinary
skill in the art will recognize the benefits provided by timely
accessibility of the results of the survey. For example, a
practitioner with timely access to the results may be able to
recognize a quality issue and begin the process of correcting
that issue immediately. When quality is measured retroac-
tively, as in the random sampling method or the billing
method discussed above, the time between the incidence of
poor quality and the recognition of existence of the inci-
dence of poor quality may be sufficient to allow repeated
incidences to occur.

[0037] As a part of the review process, the results of the
surveys given to the patients of a healthcare organization are
compared. The comparison step may be conducted manually
or by software equipped with character recognition capa-
bilities. As a result of this comparison, repeated incidences
of poor quality of care may be identified. In an exemplary
process, a committee including medical personnel trained in
the relevant discipline may review and compare the surveys.
In another exemplary process, at least one physician and one
nurse review and compare the surveys.

[0038] In another exemplary embodiment, the committee
may identify incidences of poor quality of care by several
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criteria. For example, a particular facility may be recognized
as having repeated incidences of poor quality. In another
embodiment, a particular physician may be recognized as
having repeated incidences of poor quality of care. In yet
another embodiment, certain procedures may show repeated
incidences of poor quality of care. Those having ordinary
skill in the art will recognize that these criteria, as well as
other criteria known in the art, may not be mutually exclu-
sive. The specification and claims shall be understood to
include combinations of these criteria as well as incidences
wherein only a single criterion is indicated.

[0039] Inoneembodiment the present method includes an
additional reviewing step, wherein the results of the surveys
taken from patients are reviewed by a quality control com-
mittee charged with recognizing incidences of repeated poor
quality. This additional review step, when employed, may
serve as a backup quality step to ensure that repeated
incidences of poor quality of care are recognized and
addressed.

[0040] In each of the above review processes, the surveys
of patients at different facilities may be compared. Addi-
tionally, surveys of patients having different physicians and
other personnel may also be compared. Those having ordi-
nary skill in the art will recognize that other comparison
criteria may be utilized as a part of each of the above review
processes. The specification and claims shall be read and
understood to include these other known criteria.

[0041] FIG. 2 is a representative flow chart of the data
collection and storage steps of the present method. As
depicted in FIG. 2, responses to the survey may be collected
on a data collection form, for example a paper form, that
may then be faxed or scanned into a database warehouse of
information. Alternatively, responses to the survey may be
collected on a handheld computer device or laptop and then
downloaded into the database. Information may then be
available to individuals having access to the database. FIG.
2, in combination with the previously discussed FIG. 1,
demonstrate the timeliness of the entry of data and avail-
ability of the data to medical personnel, the healthcare
organization, and other interested parties.

[0042] Those having ordinary skill in the art will recog-
nize that other methods of input of data and availability of
data than those depicted in FIG. 2 may be available. FIG. 2
shall not, therefore limit the present method to the depicted
data entry and availability methods.

[0043] The review processes described above may be
utilized to identify facilities, medical personnel, procedures,
techniques, and the like that demonstrate repeated inci-
dences of poor quality of care.

[0044] Many healthcare organizations are members of
associations of organizations that provide certain classes of
healthcare. For example, the American Society of Anesthe-
siologists (ASA) is an association of anesthesia care pro-
viders. These associations often identify benchmarks, or
goals, that their members strive to achieve. Alternatively, the
associations may publish national averages of incidence
occurrence. For example, the ASA has published a national
benchmark for medication errors of 5.26% and aspiration
incidences of 0.3%. By using the above described processes,
anesthesia care providers may determine how their health-
care compares to the healthcare provided nationally.
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[0045] Moreover, by surveying a larger number of patients
in a more timely manner than previously utilized processes,
the present process may result in a more accurate determi-
nation of the number of incidences of poor quality of care.

[0046] In another aspect, the invention is a system for
improving the quality of healthcare procedures. In one
embodiment, the system includes at least one questionnaire,
or survey, including a list of indicators recognized as relating
to the quality of healthcare. In an exemplary embodiment,
the questionnaire relates to a patient’s specific experierces
before, during, and after a procedure.

[0047] In one embodiment, the present method includes
classifying the indicators into various broad categories. For
example, the specific indicators may provide information
about one or more of patient satisfaction, efficiency, practi-
tioner performance, and/or the overall process performance.
It may be desirable to group the indicators according to these
(or other) categories to better enable processing of the
results and to better understand the quality issues and their
root causes.

[0048] Those having ordinary skill in the art will recog-
nize that many of the indicators are those commonly rec-
ognized by the various associations described above. Simi-
larly, many of the indicators included in the questionnaire
were recognized and developed by the inventors in accor-
dance with the present invention.

[0049] 1In one embodiment, the indicators may be one or
more of case cancellation indicators, case delay indicators,
airway and respiratory system indicators, cardiovascular
indicators, medication related indicators, neurological block
related indicators, critical incident indicators, post-operative
indicators, combinations thereof, and the like. In an exem-
plary embodiment, the indicators may reflect one or more of
practitioner performance, group operations, group proce-
dures, group systems issues for process performance
improvement, combinations thereof, and the like. Those
having ordinary skill in the art will recognize that the list of
indicators is representative only and is not intended to be
exhaustive. Other indicators recognized by those having
ordinary skill in the art are also contemplated as useful in
accordance with the present invention.

[0050] Examples of exemplary case cancellation indica-
tors and their definitions include one or more of pre-
operative order violations, abnormal EKG, abnormal labs,
combinations thereof, and the like.

[0051] Examples of exemplary case delay indicators are
one or more of pre-operative order violations, delayed
surgeon, delayed anesthesiologists, operating room turnover
delay, unavailable or delayed lab results, unavailable or
delayed x-rays, combinations thereof, and the like.

[0052] Exemplary airway and respiratory system indica-
tors may be one or more of difficult intubations, failed
intubation, aspiration, laryngospasm, dental damage or loss,
persistent hypoxeia, bronchospasm, ventilator induced
injury, sleep apnea, combinations thereof, and the like.

[0053] In one embodiment, exemplary cardiovascular
indicators may be one or more of EKG changes, changes to
blood pressure, perioperative beta blocker protocols used in
at-risk patients, combinations thereof, and the like.
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[0054] Exemplary medication related indicators may be
one or more of prolonged NM block, the use of an antago-
nist, medication errors, unplanned administration of an
antibiotic after an incision is made, combinations thereof,
and the like.

[0055] Examples of exemplary neurological block related
indicators may be one or more of wet tap, spinal requiring
mechanical vent and/or intubation, failed labor regional,
failed operating regional, nerve injury, peripheral nerve
injury, combinations thereof, and the like.

[0056] Examples of exemplary critical incident indicators
may be one or more of death, anaphylaxis, aspiration,
perioperative bronchospasm, laryngospasm, perioperative
hypoxemia, cardiac arrest, blood pressure changes, EKG
changes with evidence of ischemia or dysrhythmia required,
extended post-anesthesia care unit stay, failed airway, heart
attack, pulmonary edema, unanticipated admission to ICU,
unplanned reintubation, stroke, wrong site procedure, medi-
cation error, transfusion error, nerve injury from position,
post-dural headache, falls, combinations thereof, and the
like.

[0057] Examples of exemplary post-operative indicators
may be one or more of hypothermia, post-operative nausea,
post-operative vomiting, problems with pain control, pro-
longed regional block, prolonged stay in the post-anesthesia
care unit, urinary retention, post-dural puncture headache,
awareness under general anesthesia, intra-operative normo-
thermia in colorectal surgery, for patients with diabetes
melatis: glucose measured and sliding scale insulin protocol
implemented for blood sugar greater than 200, implemen-
tation of head of bed 30° in mechanically ventilated patients,
combinations thereof, and the like.

[0058] Examples of exemplary additional indicators may
be selected from one or more of eye problems, burn injury,
pressure injury, medication or fluid extravasations, line
complication with central venous line, pneumothorax,
hemothorax, hydrothorax, falls, equipment problems, fire,
regionals performed on the wrong location, combinations
thereof, and the like.

[0059] Those having ordinary skill in the art will recog-
nize that the above indicators are intended to be represen-
tative rather than exhaustive. Accordingly, other indicators
known in the art are contemplated as useful in accordance
with the present invention. The specification shall be, there-
fore, read and understood to include other indicators known
to those having ordinary skill in the art.

[0060] In one embodiment, the present system may also
include a definition worksheet to ensure consistency in the
completion of the questionnaires. For example, indicators
such as those described above may be defined differently by
different medical personnel. In the present embodiment, a
definition guide may be provided to eliminate the possibility
of different responses based on the personnel completing the
questionnaire. This will further aid a healthcare organization
in determining the level of quality being provided because
the healthcare organization may be assured that the infor-
mation provided is being provided in a consistent manner.

[0061] By developing a more accurate understanding of
the present level of quality within an organization, the
members of that organization will be better able to assess the
quality level and determine steps that will help improve the
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level of quality within the organization where needed.
Moreover, the organization may be able to utilize this better
understanding of their quality to attract more patients to the
organization. Additionally, evidence of a high level of qual-
ity within a healthcare organization may aid the organization
in attracting top physicians and other healthcare providers to
the organization, thereby further improving the quality being
provided to patients.

[0062] The present system may further include at least one
database for storing the information provided on the at least
one questionnaire. The information may be entered into the
database by scanning a paper form, faxing a paper form into
the database from a remote location, by manually entering
the information on the questionnaire, or automatically, for
example, where the questionnaire was completed on a
hand-held computer device, the information may be auto-
matically downloaded into the database.

[0063] In an exemplary embodiment, the database may
further include a software program having character recog-
nition capabilities. An exemplary software program in
accordance with this embodiment may recognize responses
on the previously described questionnaire. In one embodi-
ment, the software program may recognize a response and
flag the questionnaire for further review as a result of the
presence of that response. Stated differently, the software
may include an “if this, then that” feature that is capable of
organizing questionnaires into categories based on the
responses given on the questionnaires.

[0064] Exemplary software programs in accordance with
the present invention may also include the capability to
search and review the questionnaires by various criteria,
including, but not limited to date, patient, physician, opet-
ating room personnel, facility, combinations thereof, and the
like. This searching ability may serve to further streamline
a review process and further aid the healthcare organization
in monitoring the quality of their services. This searching
ability may be achieved through the use of software pro-
grams including character recognition capabilities.

[0065] In one embodiment, the database will be based on
the World Wide Web (i.e., the Internet) to allow use of and
access to the database from remote locations, such as
different facilities from which the healthcare organization
operates. In this embodiment, the database may be appro-
priately encrypted to ensure patient and physician confiden-
tiality. In another embodiment, the database may be based in
a server, to which the members of the healthcare organiza-
tion have access such as, for example, over an intranet.

[0066] The present system further includes means for
reviewing the responses to recognize incidences of poor
quality of care in a timely manner. In one embodiment, the
means may include a review process for timely recognition
of incidences of poor quality of care occurring before,
during, or after a procedure. In another embodiment, the
means may include software implemented recognition. The
review process may include studying the responses on the
previously described questionnaire to determine the level of
quality provided as a part of a healthcare procedure. In an
exemplary embodiment, the review process includes a
review committee including medical personnel trained in the
relevant discipline. In another exemplary embodiment, the
review committee may include at least one physician and
one nurse that are trained to review the questiornnaires and
recognize indicators of poor quality.
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[0067] The present system may further include means for
controlling quality of care that recognize patterns of poor
quality of healthcare based on the responses on the ques-
tionnaire and institutes corrections in response to said rec-
ognized patterns. In one embodiment, the means may
include a quality control process that recognizes patterns of
poor quality of healthcare and institutes corrections in
response to the recognized patterns. For example, the pre-
viously described committee may recognize a pattern of case
delays based on the responses to the questionnaire. If such
a pattern were recognized the committee may then research
further to determine the cause of the high level of case
delays. A review of substantially all of the questionnaires
showing case delays may show that the case delays are most
often due to a physician arriving late.

[0068] Once the committee has determined the cause of
the case delays (in this example, late arrival by a physician),
the committee may discover that it is a single physician that
is demonstrating a pattern of late arrival. Late arrival on the
part of a physician may delay the immediate healthcare
procedure for which the physician is tardy. It may also delay
procedures later in the day because the operating room may
not be available on schedule due to the late start of the earlier
procedure. An additional benefit of the present system and
method is the timeliness of the feedback. For example, the
late arrival problems may be discovered earlier than would
be possible in the previous methods of measuring quality,
allowing the problems to be corrected in a more timely
fashion.

[0069] Once the source of the case delays has been iden-
tified, the committee may determine the appropriate action
to rectify the issue. For example, the committee may be able
to address the situation directly to the physician. Because the
organization will have developed such comprehensive qual-
ity information through the use of the present system and
process, the committee may be able to demonstrate the
domino effect on quality caused by the physician’s tardiness
to a scheduled procedure. With this information, the prob-
lems caused by the delay may be more easily understood and
the physician may be willing to address the situation himself
without further action from the committee.

[0070] If, however, the committee were to determine that
the physician was not addressing the situation personally, the
committee could put into effect other incentives for on-time
arrival, such as docked pay for late arrival, etc.

[0071] Those having ordinary skill in the art will recog-
nize that the above example is representative of the use of
the present system and method and is not intended to be an
exhaustive description of the benefits and methods of the
present invention. Rather, it shall be understood that the
above process may be more generally used to address a wide
variety of quality issues in a wide variety of manners.

[0072] Those having ordinary skill in the art will recog-
nize that the present invention includes, among other things,
an improved system for determining and addressing a large
number of quality issues within a healthcare organization.
The present specification shall, therefore, be read and under-
stood to incorporate the uses of the information provided by
the present system and method, such as the use described
above.

[0073] The present system may further include an audit
process to ensure the responses on the questionnaire are
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accurate and consistent. The audit process may include
having a redundant questionnaire regarding a specific patient
completed by a different person to determine whether the
responses on the questionnaire are consistent.

[0074] In another embodiment, the audit process may
include having a person or entity unrelated to the healthcare
organization perform an independent review of a patient’s
chart and the responses on the questionnaire.

[0075] Other methods of auditing responses known in the
art are also contemplated as useful in the present auditing
step.

[0076] In another aspect, the invention is a method of
determining a pay-for-performance valuation for a health-
care organization. The above method and system, when
utilized, provides an accurate understanding of the quality of
the healthcare services and procedures provided by a health-
care organization. Once determined, the quality measures of
an organization may be compared to the quality measures of
other organizations providing similar healthcare procedures.

[0077] As a nonlimiting example, the national benchmark
for medication errors, as determined by the ASA is 5.26%.
An anesthesia organization, utilizing the present invention,
may demonstrate a medication error incidence lower than
the industry standard, for example, in 0.02% of their cases.
The healthcare organization is able to demonstrate, there-
fore, improved quality over national standards in relation to
medication errors. This improved quality measure, particu-
larly if repeated throughout the organization in relation to
other benchmarks, demonstrates the high quality of care
provided by that organization. Accordingly, because the
healthcare organization is able to accurately demonstrate
high quality, that high quality may be used to justify higher
fees in a pay-for-performance environment.

[0078] Insurance plans, hospitals, Medicare, and Medicaid
may be willing to pay more for better quality. Those pay-
ment organizations may be more willing to pay these higher
fees when the value received by the patients may be clearly
demonstrated with accurate quality figures. The ability to
quantify superior outcomes and patient satisfaction may
result in increased patient referrals and income. Addition-
ally, the healthcare organization may be able to use the data
to determine the implementation of a protocol exceeds
national benchmarks.

[0079] These determinations, and the ability to make
them, may further justify the use of the present method and
system in pay for performance environments. Accordingly,
the present method and system for determining the quality of
healthcare procedures provided by a healthcare organization
lends itself to the support of a pay-for-performance valua-
tion. The ability of a healthcare organization, such as an
anesthesia organization, to implement a process to assure
higher quality, efliciency, and patient satisfaction could act
as a competitive advantage in attaining new opportunities
for business and service.

[0080] Moreover, the present method and system, because
they include questionnaires and surveys conducted by
trained personnel on a large percentage of the patients within
a healthcare organization and throughout the continuum of
care, lend themselves to accurate and timely reporting that
overcomes problems with previous systems. As previously
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discussed, the present method and system provide accurate
and comprehensive quality findings.

[0081] Additionally, the use of trained personnel for the
completion of the surveys and questionnaires on a real time
basis, (i.e., as the procedure is occurring or immediately
after the completion of the procedure), results in higher
accuracy than surveys solely answered by patients or con-
ducted retrospectively several steps removed from the pro-
cedure. The present method, therefore, helps reduce the risk
that inaccurate or untruthful answers will be provided by
patients in the interest of lowering costs in the pay-for-
performance valuation.

[0082] In an exemplary embodiment, a smaller number of
indicators may be identified as being particularly relevant to
a pay for performance valuation. For example, indicators
that are specific enough to enable comparison between
organizations may be identified as being particularly helpful
in determining the pay for performance valuation. In one
embodiment, the present survey and/or questionnaire may
identify between about 5 and 20 (e.g., 6-10) indicators out
of the total list of indicators as being especially helpful in
determining the pay for performance valuation. Some exem-
plary indicators that may be especially useful for determin-
ing the pay for performance valuation are one or more of
delayed practitioner, perioperative beta blocker protocol
used in an at risk patient, Ab given within one hour of
incision, wet tap from epidural, awareness under general
anesthesia, intraoperative normothermia in colorectal sur-
gery, glucose measured and sliding scale insulin protocol
implanted for blood sugar less than 200, regional performed
on the wrong location, pneumo/hemothorax from CVL
placement, aspiration, pulmonary edema, MI, stroke, imple-
mentation of HOB 30° post operatively in mechanically
ventilated patients, combinations thereof, and the like.

[0083] In one embodiment, the pay-for-performance valu-
ation may be determined by using the quality data collected
and analyzed as a part of the present method and system to
develop ratings, or scores, for each participant in a health-
care organization. For example, each physician, nurse, tech-
nician, or facility, may be individually rated based on the
quality measures.

[0084] In another embodiment, a physician may be scored
and a composite scorecard developed for each practitioner,
nurse, or other participant in the healthcare organization
based on the performance in several broad categories. Non-
limiting examples of the types of broad categories may
include one or more of efficiency measures, practitioner
performance, critical quality indicators, patient satisfaction,
combinations thereof, and the like. Nonlimiting examples of
efficiency measures on which a practitioner may be rated
include one or more of percentage of cases delayed, per-
centage of cases cancelled, percentage of cases that exceed
an expected time, combinations thereof, and the like.

[0085] Practitioner performance may be measured based
on indicators recognized by various associations such as the
ASA or other published studies. Similarly, critical quality
indicators, such as those discussed above, may be assessed
in order to rate the physician in this category. Patient
satisfaction may be determined by measuring the overall
percent of patient satisfaction and/or scoring the results of
the patient survey to determine an overall score. For
example, the results could be scored on a scale of 1-5 or on
other scales known to those having ordinary skill in the art.
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[0086] Results in each of the above categories may be
determined by utilizing the present system and method.
After a practitioner has been rated according to the system,
the practitioner’s performance may be compared to the
performance of other, similarly situated practitioners. Once
the comparison has been made, a pay-for-performance valu-
ation for that practitioner may be more accurately and fairly
determined than was previously possible under the random
sampling quality assessment measurements. Similarly, a
scorecard for the entire organization may be developed to
compare the organization to other organizations providing
similar services.

[0087] Similar analyses may also be conducted for other
categories, such as facility ratings, procedure and process
ratings, nurse or support staff ratings., combinations thereof,
and the like. Accordingly, the present system and method
provide a more accurate basis for measuring a pay-for-
performance valuation because the data from which the
valuation is calculated is more comprehensive and accurate
than the data provided by the previous quality assessment
systems.

[0088] Moreover, the improved accuracy of the present
quality assessment system and method results in improved
accuracy of the pay-for-performance valuations. Insurance
plans, hospitals, Medicare, and Medicaid may be more
likely to participate in a pay-for-performance environment
that is based on such accurate results, because there is
assurance that the fee scale is fair and accurate.

[0089] Additionally, physicians and healthcare organiza-
tions may be more willing to participate in pay-for-perfor-
mance valuations based on the present system and method
because they are assured that the payment received is fair
and based on performance, rather than a flat fee being paid
to any physician regardless of quality.

[0090] Consumers may also be more willing to participate
in a pay-for-performance valuation based on the present
system and method as a result of the assurance that they are
paying fairly for services that are assured of being high in

quality.

[0091] The quality assessment system and method also
allows the consumers to make more educated choices when
choosing a physician, healthcare organization, and/or hos-
pital for any type of healthcare procedure. Quality ratings,
accurately determined according to the present invention,
could be posted along with physician information in the
guides listing participating physicians provided by insurance
companies, Medicare, and Medicaid. Consumer confidence
in their physicians could also be increased through use of the
present invention.

[0092] In the specification and drawings, there have been
disclosed typical embodiments of the invention and,
although specific terms have been employed, they have been
used in a generic and descriptive sense only and not for
purposes of limitation, the scope of the invention being set
forth in the following claims.

1. A method for improving the quality of healthcare
procedures, the method comprising:

conducting at least a first survey, throughout the con-
tinuum of care, of of a plurality of patients of a
healthcare organization regarding care provided before,
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during, and after a procedure, wherein the survey
focuses on indicators identified as being relevant to
quality of care;

entering responses from the first survey into a database
configured to store the responses;

reviewing the responses from the first survey to determine
the quality of care provided before, during, and after
the procedure;

identifying incidences of poor quality of care, if any;

comparing the responses of the first survey with responses
of surveys taken from other patients to recognize
patterns of poor quality of care; and

addressing the incidences of poor quality of care by
developing methods to address the recognized patterns
of poor quality of care.

2. The method of claim 1 wherein the step of conducting
at least a first survey comprises collecting information on
indicators related to quality of care.

3. The method of claim 2 wherein the step of collecting
information on indicators relating to quality of care com-
prises collecting information on greater than 30 indicators
related to the quality of anesthesia care.

4. The method of claim 2 wherein the step of collecting
information on indicators relating to quality of care com-
prises collecting information on greater than 40 indicators
related to the quality of anesthesia care.

5. The method of claim 2 wherein the step of collecting
information on indicators relating to quality of care com-
prises collecting information on greater than 50 indicators
related to the quality of anesthesia care.

6. The method of claim 1 wherein the step of conducting
at least a first survey of patients comprises conducting the
survey in person.

7. The method of claim 1 wherein the step of conducting
at least a first survey of patients comprises conducting the
survey with the use of a computer-based program.

8. The method of claim 1 wherein the step of conducting
at least a first survey of patients comprises conducting a
survey after a procedure and over the telephone.

9. The method of claim 1 wherein the step of conducting
at least a first survey of patients comprises conducting the
survey by mail.

10. The method of claim 1 wherein the step of conducting
at least a first survey of patients comprises conducting the
survey over the Internet.

11. The method of claim 1 further comprising conducting
a second survey after the medical procedure is completed
but before the patient leaves the healthcare organziation.

12. The method of claim 1 wherein the step of conducting
a first survey comprises conducting at least a first survey of
substantially all of the patients in a healthcare program.

13. The method of claim 1 wherein the step of conducting
a first survey comprises conducting at least a first survey of
greater than about 75% of the patients in a healthcare
program.

14. The method of claim 1 wherein the step of conducting
a first survey comprises conducting at least a first survey of
greater than about 50% of the patients in a healthcare
program.

15. The method of claim 1 wherein the step of identifying
incidences of poor quality of care comprises identifying
those indicators specific to practitioner performance versus
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process performance and communicating in a timely fashion
the responses to the first survey to the practitioner.

16. The method of claim 1 wherein the step of reviewing
the responses on the first survey to determine the quality of
care provided during the procedure comprises having a
committee including medical personnel.

17. The method of claim 1 further comprising an addi-
tional reviewing step, wherein the responses on the surveys
are reviewed by a quality control committee charged with
recognizing incidences of repeated poor quality perfor-
marnce.

18. The method of claim 1 wherein the step of identifying
incidences of poor quality of care further includes tracking
the responses to assess individual practitioner improvement
or decline in performance and group improvement or decline
in performance.

19. The method of claim 1 wherein the step of comparing
the responses on the first survey with results of surveys taken
from other patients comprises comparing the responses on
the first survey with the responses on surveys taken from
other patients having procedures at the same facility as the
first patient.

20. The method of claim 1 wherein the step of comparing
the responses on the first survey with responses on surveys
taken from other patients comprises comparing the
responses on the first survey with the responses on surveys
taken from other patients undergoing similar procedures as
the first patient.

21. The method of claim 1 wherein the step of comparing
the responses on the first survey with responses on surveys
taken from other patients comprises comparing the
responses on the first survey with the responses on surveys
taken from other patients having procedures conducted by
the same medical personnel as the first patient.

22. The method of claim 1 further comprising determining
a pay-for-performance valuation based on the responses on
the surveys.

23. The method of claim 1 wherein the step of identifying
incidences of poor quality of care comprises identifying
medical personnel that have increased incidences of poor
quality of care.

24. The method of claim 1 wherein the step of identifying
incidences of poor quality of care comprises identifying
procedures that have increased incidences of poor quality of
care.

25. The method of claim 1 wherein the step of identifying
incidences of poor quality of care comprises identifying
facilities that have increased incidences of poor quality of
care.

26. The method of claim 1 further comprising the step of
developing a pay for performance valuation based on the
identified incidences of poor quality of care.

27. A system for improving the quality of healthcare
procedures, the system comprising:

at least one questionnaire, including a list of indicators
recognized as relating to the quality of healthcare, to be
completed with respect to a patient’s experience before,
during, and after undergoing a medical procedure;

a database for storing the responses provided on the at
least one questionnaire;
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means for reviewing the responses to recognize inci-
dences of poor quality of care before, during, or after a
procedure based on the responses on the at least one
questionnaire; and

means for controlling quality of care that recognize pat-
terns of poor quality of healthcare based on the
responses on the questionnaire and institutes correc-
tions in response to said recognized patterns.

28. The system of claim 26 wherein said at least one
questionnaire is specific to said medical procedure.

29. The system of claim 26 wherein said indicators are
one or more of case cancellation indicators, case delay
indicators, airway and respiratory system indicators, cardio-
vascular indicators, medication related indicators, neuro-
logical block related indicators, critical incident indicators,
and post-operative indicators.

30. The system of claim 28 wherein said case cancellation
indicators are one or more of pre-operative order violations,
abnormal EKG, and abnormal labs.

31. The system of claim 28 wherein said case delay
indicators are one or more of pre-operative order violations,
delayed surgeon, delayed anesthesiologists, operating room
turnover delay, unavailable or delayed lab results, and
unavailable or delayed x-rays.

32. The system of claim 28 wherein said airway and
respiratory system indicators are one or more of difficult
intubations, failed intubation, aspiration, laryngospasm,
dental damage or loss, persistent hypoxeia, bronchospasm,
ventilator induced injury, and sleep apnea.

33. The system of claim 28 wherein said cardiovascular
indicators are one or more of EKG changes, changes to
blood pressure, and perioperative beta blocker protocols
used in at-risk patients.

34. The system of claim 28 wherein said medication
related indicators are one or more of prolonged NM block,
the use of an antagonist, and medication errors.

35. The system of claim 28 wherein said neurological
block related indicators are one or more of wet tap, spinal
requiring mechanical vent and/or intubation, failed labor
regional, failed operating regional, nerve injury, and periph-
eral nerve injury.

36. The system of claim 28 wherein said critical incident
indicators are one or more of death, anaphylaxis, aspiration,
perioperative bronchospasm, laryngospasm, perioperative
hypoxemia, cardiac arrest, blood pressure changes, EKG
changes with evidence of ischemia or dysrhythmia required,
extended post-anesthesia care unit stay, failed airway, heart
attack, pulmonary edema, unanticipated admission to ICU,
unplanned reintubation, stroke, wrong site procedure, medi-
cation error, transfusion error, nerve injury from position,
post-dural headache, and falls.
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37. The system of claim 28 wherein said post-operative
indicators are one or more of hypothermia, post-operative
nausea, post-operative vomiting, problems with pain con-
trol, prolonged regional block, prolonged stay in the post-
anesthesia care unit, urinary retention, post-dural puncture
headache, awareness under general anesthesia, and intra-
operative normothermia in colorectal surgery.

38. The system of claim 28 further comprising additional
indicators selected from one or more of eye problems, burn
injury, pressure injury, medication or fluid extravasations,
line complication with central venous line, pneumothorax,
hemothorax, hydrothorax, falls, equipment problems, fire,
and regionals performed on the wrong location.

39. The system of claim 26 wherein said database is an
electronic database.

40. The system of claim 38 further comprising an elec-
tronic device for entering responses on said at least one
questionnaire into said electronic database.

41. The system of claim 38 wherein said electronic device
is one or more of a scanner, a computer, and a personal data
assistant.

42. The system of claim 38 further comprising means for
auditing the responses to ensure said responses on said
questionnaire are accurate.

43. A method of designing a pay-for-performance valua-
tion for a healthcare organization, the method comprising;

conducting at least a first survey of patients regarding care
provided before, during, and after a procedure, wherein
the survey focuses on indicators identified as being
relevant to quality of care;

entering the responses on the first survey into a database
configured to store the responses;

reviewing the responses provided in the first survey to
determine the quality of care provided during the
procedure;

identifying incidences of poor quality of care;

comparing the responses of'the first survey with responses
of surveys taken from other patients to recognize
patterns of poor quality of care; and

scoring the quality of care by comparing the identified
patterns of poor quality of care to standards of the
industry; and

determining a payment amount based on the scored
quality of care.
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