QSEA Quality Measurement & Pitfalls in Data Interpretation
Form groups of 2 or 3 at your tables. Read the scenario and discuss the questions which follow.  We will ask small group members to report on their discussion during a large group debriefing.  

You have been asked to engage internal medicine residents in a QI project. The residents want to work on reducing nosocomial venous thromboembolism (VTE).  A VTE reduction team is assembled and includes 3 residents, 2 staff nurses, a nurse manager, a hematology fellow, a pharmacist, an information systems manager, and a hospitalist. You wish to have the residents take the lead on the project as much as possible and their schedule allows them to do so.  
1. How would you guide residents (and other project team members) into determining what process, outcome, and balancing measures are needed to evaluate performance?  Similarly, how would you guide residents in determining which measures might explain drivers of suboptimal performance?

Residents typically underestimate the importance of critically thinking about measures early in the course of a QI project. Having them work through the details of a set of measures helps them appreciate the complexity of quality measurement, the pitfalls related to poorly designed accountability measures, and critically appraise QI publications and presentations. 

In this case, it’s unlikely that there will be a structure measure.  An order set or clinical decision support prompt could be considered a structure measure and would also be a potential intervention. Process measures might include VTE risk assessment completion and orders consistent with recommendations based on risk assessment. Process measures may also include rates of prophylaxis rates (mechanical or pharmacologic) or pharmacologic prophylaxis (which may or may not be stratified by appropriateness).  A balancing process measure might be rates of pharmacologic prophylaxis orders for low risk patients and/or patients with contraindications. Outcomes include DVT/PE rates and a balancing outcome measure may include hemorrhage. Drivers of poor performance might include analyses based on hospital unit, service, person who completed the risk assessment, cessation of pharmacologic prophylaxis for invasive procedures (and perhaps not restarted), etc.  



2. How will residents acquire this data?  Does it need to be manually abstracted from charts, generated as a report from an information system, etc? Who will obtain the data?  Which patients are included in the measures?  Are there exclusion criteria?


Residents may have a number of reactions when making efforts to obtain QI data. They may be amazed at how much data already exists. On the other hand, they may become frustrated not knowing how to acquire existing data, not having established connections to data analysts, not having any analytical skills, or realizing that the data they really really want will require work (like manual chart abstraction).  
 
For this example, residents should leverage data that is already collected for VTE.  All hospitals now collect VTE measures as a requirement by the Joint Commission Core Measures. Residents may not be aware of these measures, most of which reflect processes. VTE-6 is an outcome measure. 

	 Measure ID # 
	Measure Short Name 

	VTE-1 
	Venous Thromboembolism Prophylaxis 

	VTE-2 
	Intensive Care Unit Venous Thromboembolism Prophylaxis 

	VTE-3 
	Venous Thromboembolism Patients with Anticoagulation Overlap Therapy 

	VTE-4 
	Venous Thromboembolism Patients Receiving Unfractionated Heparin with Dosages/Platelet Count Monitoring by Protocol or Nomogram 

	VTE-5 
	Venous Thromboembolism Warfarin Therapy Discharge Instructions 

	VTE-6 
	Hospital Acquired Potentially-Preventable Venous Thromboembolism




If using the Joint Commission VTE measures, residents will need to know a bit more about their technical specifications (inclusion criteria, exclusion criteria, etc) which are easily found via the Internet. They may also want to analyze this data based on hospital unit, service, etc. to identify drivers of poor performance. A chart review may be helpful to identify other drivers of poor performance. The nurse who manually collects this data for the hospital may have additional information that can save time and/or obviate the need for resident chart review. 


3. How will you guide residents in analyzing and interpreting the data and performance over time?  Will residents use certain types of charts and how might you teach them which to choose?  

Residents may underestimate the difficulty in analyzing QI data as well and typically have no prior experience distilling complex data into a simple story for stakeholders. Residents will need to know who they can turn to for help.  Depending on the program, resident may get help from someone in the quality department or from someone in a research group.  
A run chart or control chart is great way to visualize performance over time and can be used for either process or outcome measures. 
A pareto chart could help explore the more common reasons for suboptimal performance. A pareto chart helps visually display the pareto principle: 80% of the variation in performance can explained by 20% of potential causes/factors.  A pareto chart plots frequency of events (y axis) in descending order by category (x axis) and also include a cumulative % of events. One has to be careful in establishing categories and using a pareto chart – ideally categories should be mutually exclusive.  Example below:[image: ] 
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