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Quality Improvement Plan for Surgical Departments
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ABsTRACT. The rising awarenessof patientsabout medical care and the great
competitionamong doctorsand healthorganizations, besideslimited resources,
put a lot of pressureon hospitds to implement quality improvement programs.
Surgeonsare the most affected peopleby these factorsand they have not only
to be aware or participate in those programshbut to be leaders of quality im-
provement programs. Inthis paper wetriedto collectthe guidelinesfor aqual-
ity improvement programfor surgical departments.
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Introduction

The concern for the quality of care in medicine is hot a new concept but as old as med-
icine itself. But the formal systematic organization of the quality management and ap-
plication of the philosophy of total quality improvement is new in the medical aspect.
There are few, if any, surgeons who are not deeply concerned with the quality of treat-
ment their patients receive. It isthe cornerstone of the Hippocratic Oath'1] and for most
surgeons, pursuit of quality is the single most important aim in their professional lives.

What is Quality? There is no single definition of quality that applies to al situations
in health care. One of the best definitions of quality of care isthat kind of care which is
expected to maximize an inclusive measure of patient welfare[2]. At the very least it is
to do no harm, but usualy to do some good and, ideally, to achieve the greatest good
that is possible to achieve in any given situation. Total quality management should in-
clude everybody: physicians, top level management, nurses, staff, and regular workers.
It should aso include everything clinical and administrative.
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Function of Total Quality Management: To review, analyze, and evaluate the qual-
ity of medical care and, accordingly: 1) to make recommendations for establishment,
maintenance, continuing improvement, and enforcement of professional standards, and
2) to enforce the compliance of the medical staff rules and regulations.

Objectives of Total Quality Management: To improve health care through:
* Proper diagnosis.
* Management update.

* Proper surgical procedures whenever indicated and in proper time and ensuring that
the patient will benefit from the procedure.

* Optimal utilization of available resources. More care is usually more expensive but
not always better. Doing more laboratory testq3], more x-rays, and more inter-
ventions does not necessarily lead to good quality. Unnecessary care besides putting
the patients at risk and causing them discomfort can be harmful as well.

* Obtain satisfaction of the expectations of the public that is not only concerned with
the quantity of the health service but the quality as well.

* Theimplications of surgical quality assurancein clinical trias, e.g. cancer'4].

Selection and Using Measurement Techniques: Standards appraisal will be by di-
rect observation concurrently during, or retrospectively after, delivery of the care.

The surgical staff will help in appraisal by collecting data and notifying the surgical
quality improvement personnel who will investigate the problem and try to solve it with
the head of the department.

Participatory continuous improvernent'<' means involvement of the surgical staff in

quality improvement and collecting data which has the following advantages:

1. The person providing the service will be the one who will know what isgoing on and
will improvehis serviceif needed, i.e., self-assessmentand self-irnprovementl‘vl.

2. It is more easy and more applicable to collect the data by person of the same pro-
fesson[1,2] and more easy if collected concurrentlyl' than retrospectively.

3. This ensures that quality improvement will continue and not be dependent on per-
sonnel who may leave at any time.

Indicators of Quality: Quality assurance is an integral part of patient care activity.
It's role is not punitive[8] but problem identification, problem solving, and seeking op-
portunity to improve the health care provided to the patients. Reasonable care will be
taken to ensure that negative findings do not get into the wrong hands and that they will
be employed primarily for corrective action rather than for punishment.

All staff should become aware and involved in this continuous quality improvement.
They should be given specific services-orientation criteria describing how they can con-
tinuously demonstrate high quality care by fulfilling specific responsibilities.

Quality improvement is a continuous dynamic process. The basic steps for quality
improvementlf isshown in Fig. 1.
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Act
Set Standards

Appraise

Fic. |. Basicstepsfor quality improvement

Setting gandardg9,10] is shown in Fig. 2. Practical examples are given in appendices
1,2,3and 4.

Select Topic

Subtopic
Subtopic Subtopic

Care group

Standard statement

Structure Process Outcome
criteria criteria criteria

Criterion should be

Achievable
Measurable
Observable
Understandable
Reasonable

FIG. 2. Setting standards.
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Future of Quality Improvement: Health care istoo important and too expensive (>
10% of the budgets of many countries) not to be monitored carefully. Its complexity
guarantees that this will not be.easy, however, and it is likely that the future will see
many more changes in quality improvement. There are different committees which are
amost obligatory to be in every hospital to improvequality of care, e.g., morbidity and
mortality using scanning system'11], blood transfusion and infection control com-
mittees. These committees do improve peri-operative patient care, for example, autol-
ogous 'blood transfusion[12], pre-operative chest x-ray[l3], and postoperative infection
[24]. Continuous quality improvement will result in a better outcome of many medical
conditionsin which the results of treatment are already considered to be satisfactory, for
example, gallstoneq15], intussusceptionli™, raumal!”], and constipation[18]. It is widely
hoped that microcomputer technology!19 will be able to assist bad ideas into good ide-
as, however, and can not turn irrelevant or inaccuratedata into information, Unless used
within carefully developed quality improvement systems with documented efficacy, mi-
crocomputers may simply add to the time and expense of quality improvement efforts
without enhancing results. The basic concept of a centrally-monitored hospital structure
within which provision is madefor ongoing observation and innovation by those actual-
ly involved in the care of patients retainsthe advantagesof central monitoring and local
invention. It is very important for every surgeon to be familiar and actively participate
in a quality improvement program; otherwise, one day somebody who is not familiar
with surgery will enforce it on him in the wrong way.

References

[I] Gumpert JR. Why on earth do surgeonsneed quality assurance?Ann R Coil Surg Engl 1988; 70: 85-92.

[2] LaTe G, Blumenthal D. Thecase for using industrid quality management sciencein health care or-
ganizations.|AMA 1989; 262: 2869-2873.

[3] Nardella A, Pechet L, Synder LM. Continuous improvement, .quality control, and cost containmentin
clinical laboratory testing. Effects of establishingand implementing guidelinesfor postoperativetests.
Arch Pathol Lab Med 1995; 119(6): 518-522.

[4] Haase GM. Theimplications of surgical quality assurance in cancer clinical trials. Cancer Suppl 1994;
74(9): 2630-2634.

[5] Hammermeister KE. Participatory continuousimprovement. Ann Thorac Surg 1994; 58: 1815-187).

[6] Parenti CM, Lederle FA, Impola CL, Peterson LR. Reductionof unnecessary intravenouscatheter
use, internal medicine house staff participate in a successful quality improvement project. Arch Intern
Med 1994; 154: 1829-1832.

[7] Hammermeister KE, Johnson R, Marshall G, Grover FL. Continuousassessment and improvement
in quality of care. A model fromthe department of veteransaffairscardiac surgery. Ann Surg 1994; 219
(3): 281-290.

[8] Kritchevsky SB, Simmons BP. Continuous quality improvement concepts and applicationsfor phy-
siciancare.|AMA 1991; 266(13): 1817-1823,

[9] Wright CC, Whittington D. Quality assurance. An introduction for health care professionals. Church-
ill Livingstone 1992,

[10] Osler T, Horne L. Quality assurancein the surgical intensive care unit: whereit came fromwhere it's
going. Surg CUIINorth Am 299 1; 71(4): 887-903.

[I1] Copeland GP, Jones D, Walters M. POSSUM: a scoringsystem for surgical audit. Br 1 Surg 1991; 78:
356-360.

[12] Renner SW, Howanitz PJ, Bachner P. Preoperative autologousblood donation in 612 hospitals. A
College of American Pathologists g-probesstudy of quality issuesin transfusion practice. Arch Pathol



Quality Improvement Planfor Surgical Departments 81

LabMed 1992; 116(6): 613-619.

[13] Bluth EI, Havrilla M, Blakeman C. Quality improvement techniques: valueto improvethe timeliness
of preoperativechest radiographic reports. AiR 1993; 160(5): 995-998.

[14] BurkeJP, Classen DC, Pestotnik SL, Evans RS, Stevens LE. The HELPsystem and its applicationto
infectioncontrol.J HospInfect 1991; 18(A): 424-431.

[15] Traverso LW. Clinical manifestations and impact of gallstonedisease. Am J Surg 1993; 165(4): 405-
409.

[16] Beasley SW, Lubitz L. A continuingquality improvement (CQOapproachto improving the results of
treatmentin'intussusception. J Qual ClinPract 1995; 15(1): 23-28.

[17] Hoyt DB, Hollingsworth-Fridlund P, Fortlage D, Davis JW, Mackersie RC. An evauation of pro-
vider-related and disease-related morbidity in alevel | university traumaservice: directionsfor quality
improvement. J Trauma 1992; 33(4): 586-601.

[18] Hall GR, Karstens M, Rakel B, Swanson E, Davidson A. Managing constipation using a research-
based protocol. Med Surg Nurs 1995; 4(1): 11-18.

[19] Bottini AG, Priest JG, Murray R, Wiley PD, Moore K, Smith B, Crandall DB. Development of a
user-defined surgical database usinga personal computer network. Mil Med 1994; 159(8): 571-576.



82

M. Al-Harh;

Appendix 1

Topic . Postoperative Complication Appraisal Date:

Subtopic : Prevention of DeepVeinThrombosis Review Date

Care Group' . All Surgical Patients Authorized by :

Standard Statement : No patientwill developdeep veinthrombosis in the postoperative period.

No. Structure No. Process No. Outcome
| All patients will be as- 1 | Ladies will stop any No patient will develop

sessed preoperatively for contraceptive pills pre- ankle edema or tender
DVT manifestetion, e.g., operatively. calf muscles.
edema of ankle, tender
calf musdes.

2 Prophylactic ~ heparin | 2 No blocked deep veins
will be givento al sus- seen by venogram or
ceptible patients  eld- more recent radioiso-
erly, obese, cardiac, topestudy.
cancer, and those who
will havea pelvic oper-
ative procedure or an or-
thopedic procedure for
thelowerlimb.

3 Early mohilization of all
surgica patients.

4 Using elastic stocking
for susceptible patients.

Appendix 2
Topic Postoperati ve Complication Appraisal Date
Subtopic Postoperative Pulmonary Complication Review Date
(Atelectasis, Pneumonia)
Care Group All Surgical Petients Authorized by
Standard Statement No patientwill devel opatelectasis or pneumonia
No. Structure No. Process No. Outcome
1 Preoperati ve assessment | Preoperative and post- 1 No patient will develop
of the chest of al pa operative chest ex- atelectasis  within 72
tients. ercisesfor patientswith hours  postoperatively
poor chest condition and suspected by early post-
old age; aso patients operative rise of tem-
having chest and upper perature.
abdominal operation. 2

2 Early postoperative mo- No pneumoniawill de-
bilization. velop in the post-

operativeperiod.
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Appendix 3

Topic PostoperativeComplication Appraisal Date:

Subtopic PostoperativeWoundComplication Review Date

Care Group All Surgical Patients Authorized by

Standard Statement No patient will devel op haematoma, woundinfection, incisional hernia, or burst ab-

domen.
No. Structure No. Process No. Outcome
| Preoperative assessment | Meticulous surgical pro- | No patient will develop|

of the patient in regards cedure: good haemosta- haematoma.
of hisgeneral nutritional sis.
status, straining cause as
chest or micturition
problem and any bleed-
ing tendency.

2 Asepticroutine. 2 | No patient will develop

wound infection.

3 Meticulous wound clo- 3 No patient will develop
sure with proper choice a burst abdomen.
of suture material and
avoidtissuetension.

4 Proper nourishment of 4 No patient will develop
the patient for proper incisional hernia.
healing.

5 No reoperationto evacu-
ate haematoma or in-
fection.

Appendix 4
Topic : PostoperativeComplication Appraisal Date :
Subtopic . Properly timed diagnosi sof appendicitis Review Date
Care Group . All Surgical Patients Authorized by :

Standard Statement

itonitisor progress to an abscessor a mass.

: Appendicectomy should be donein proper time before perforated and develop per-

No. Structure No. Process No. Outcome
I A surgical resident is I Any patient with acute I Proper time for the op-
availablefor 24 hours. abdominal pain should eration whenever in-
be seen by the surgical dicated.
resident.
2 CBC can be done at ER 2 | Any query acute ap- 2 No perforated appendix,
level. pendicitisshould be ad- no appendicular abscess
mitted for observation. or mass is found in the
operative procedure.
3 Ultrasound examination
whenindicated.
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