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Instructions for Writing a PQI 

Quality Improvement Activity Summary
(Attachment B)

	

	Study Development:


	When selecting a study for presentation to the American Board of Radiology (ABR) as a Practice Quality Improvement Project (PQI) for Maintenance of Certification (MOC) it must be methodologically sound and should demonstrate meaningful improvement.  A sound study is defined as having:

A clear statement of purpose – State the specific purpose, a good example is: Evaluation of the use of high energy linear accelerators (>=6MV) in men with non-metastatic prostate cancer treated with external beam radiotherapy (photons or protons).
· A poor example is: Use of high energy linear accelerators.

· A clear rationale – Why is the topic relevant to the target population?

· Appropriate measures

· Analysis of data, including analysis of barriers

· Strong and targeted actions

	


How to use this template?:  The template is a color-coded document for you to complete by erasing and/or overtyping selected text.  You will need to type over or delete the green italics areas as well as typing over or deleting example text statements, which are in blue and red.

	


	
	PQI Quality Improvement Activity Summary Template
QRRO-Quality Research in Radiation Oncology®
Diplomate Name/ParticipatingSite

	Section I:  Summary of Activity Selection, Type, Goal, and Benchmark

	Activity Name:

	The name of the QI Activity /study chosen by the Diplomate.

Sample:  (good example) Evaluation of weekly documentation of hemoglobin levels in radiation therapy medical records of patients with cervical cancer receiving definitive chemoradiation.
(poor example) Increase the documentation of hemoglobin levels in patients with cervical cancer.

	Describe Affected Population or Data Base (e.g. patients or Diplomates):


	Describe the population or subset of patients or Diplomates being studied, including any parameters used to include or exclude patients/Diplomates from the universe e.g., age specifications, disease specific requirements, treatment parameters, etc. Clarify the population by category, clinical or non-clinical, disease site, etc.

Sample: This study targets all female patients with cervical cancer receiving definitive chemoradiation from 2005 to 2007. Patients with prior pelvic radiation therapy, distant metastasis, prior or current malignancies, prior hysterectomy and who refused all or a portion of the recommended treatment will be excluded from the population.

	How Was This Identified As A Meaningful Activity?

	This is the rationale for the QI Activity/Study. This description answers the question “Why?” Describe how the activity is meaningful to the Diplomate practice from both a global perspective and practice specific perspective:

Global:

· Review current, relevant literature on the topic

· Include positive statements from literature to substantiate the activity selection
· Acknowledge references by footnote

Diplomate Practice Specific:

· Include pertinent information to denote the measure relevance to the Diplomate practice.
This is a clear statement of the purpose of the CPM that is specific, time-limited, and achievable and contains measurable objectives. The purpose of the measure should ultimately be tied back to how the activity will improve health, quality of life and/or satisfaction of the patient. It must be measurable!


	How Was This Identified As A Meaningful Activity?

	Sample:  Anemia at presentation is known to be a negative prognostic factor in patients with cervical cancer.
  It is debated whether the detrimental effect of anemia is due to the associated hypoxia of this condition or reflects the burden of disease.  Transfusion efficacy is debated.  A study by Bush et al at Princess Margaret Hospital reported in 1986, demonstrated an improvement in pelvic disease control with the transfusion of anemic patients.
  The results have never been duplicated in another study.  In a later study by Fyles et al, transfusion during treatment was an adverse prognostic factor.
 The relationships between hypoxia, transfusion and treatment outcome are complex and deserve further study.
 Use of erythropoietin (Procrit) has not been found to improve outcome when given during radiation and has been associated with an increase in deep venous thrombosis. 
 In a review of 494 patients with advanced cervical carcinoma treated on two prospective GOG trials, hemoglobin levels in the last half of chemoradiation, rather than at diagnosis, were the most predictive of disease recurrence or survival.
 Despite conclusive evidence that transfusion improves local control and survival, careful monitoring of blood counts during and after radiation is important as both the chemotherapy and radiation can be myelosuppressive. This may be poorly tolerated in elderly or frail patients. Depression of the blood counts is the most common side effect from chemoradiation. It is the primary reason that patients can often not complete their intended cycles of chemotherapy during radiation. Acute toxicities have varied among the trials and have been mostly hematologic or gastrointestinal, but acute toxicity appears tolerable.
  With concurrent chemoradiation, there is certainly the potential for an increase in acute toxicity, and close monitoring is required during treatment with attention to blood counts and GI reactions. Additionally, there is the potential for treatment prolongation because of this toxicity, and this must be avoided.  Serkies and Jassem analyzed 112 patients treated with concurrent cisplatin and radiation.  Only 26% received a full and timely course of cisplatin.  For 29%, the interval between cycles was prolonged and 55% did not receive the planned 5 cycles of cisplatin because of toxicity or compliance.
 (8)  Interventions to minimize these compromises in therapy are important and begin with close monitoring of the blood counts on a weekly basis
Demographically, female patients treated for cervical cancer in this radiation oncology practice represent __% of the patients treated.  This represents a significant percentage of patients at-risk for anemia during chemoradiation treatment. Due to the proportion of patients at-risk for anemia and the demonstrated effectiveness of hemoglobin monitoring leading to supportive therapy, the Name of the Radiation Oncology Practice, implemented a hemoglobin monitoring program.


	Type of Activity:

	Care  FORMCHECKBOX 
       Service  FORMCHECKBOX 
 (check one) Select whether the activity is clinical (Care) or non-clinical   (Service) and check (( ) the appropriate box.                                                                                      

	Aspect of Care or Service:  (If this is a care activity, identify the clinical area and the aspects that make the activity meaningful.  If this is a service activity, check the aspect of service measured.)


	Clinical Area:  (Check one)
	Why Meaningful:  (Check all that apply)

	 FORMCHECKBOX 

Hospital Based - Radiation Oncology  
	 FORMCHECKBOX 

Assessment of Performance Against a Guideline (attach a copy of the guideline)

	 FORMCHECKBOX 

Free-standing Hospital Radiation Oncology Center
	 FORMCHECKBOX 

Continuity/Coordination of Care

	 FORMCHECKBOX 

Free-standing Private Radiation Oncology Center 
	 FORMCHECKBOX 

Patient Safety

	
	 FORMCHECKBOX 

Underutilization

	
	 FORMCHECKBOX 

Overutilization

	
	 FORMCHECKBOX 

Other

	If the activity has been identified as Care and therefore is clinical in nature chose the one most appropriate selection from the area titled, “Clinical Area” and check (() the appropriate box.

To describe why the activity is meaningful choose all selections that apply from the area titled, “Why Meaningful” and check (() all the appropriate boxes.


	Aspect of Service:

	 FORMCHECKBOX 

Access  (Identify specific issue) __________

	 FORMCHECKBOX 

Availability  (Identify specific issue) __________

	 FORMCHECKBOX 

Patient Satisfaction  (Identify specific issue) __________

	 FORMCHECKBOX 

Administrative Services (e.g., Long wait time, identify specific issue) _________

	 FORMCHECKBOX 

Other (define)


	If the activity has been identified as Service and therefore is non-clinical in nature chose the one most appropriate selection from the area titled, “Aspect of Service” and check (() the appropriate box. Clearly specify the issue identified in the space provided following the Aspect of Service selected, e.g.
Sample: [(] Administrative Services (long patient wait time) 


	Quantifiable Measure:

	Define what is being measured in the form of a numeric indicator. This is stated as a percentage or a rate. Express as a proportion of a larger figure or in relation to a whole. (e.g., proportion, percentage). The definition should include any parameters used to include or exclude patients/Diplomates from the universe.
Sample: Percentage of female patients with cervical cancer receiving definitive chemoradiation who have weekly documentation of hemoglobin levels in the radiation therapy records during the course of the chemoradiation treatment


	Benchmark:   (Provide the benchmark and the source or how it was identified.)

	Identify any national, state, and/or local measure of best performance for the indicator being measured in the QI Activity. Note: Not all QI Activities will have identifiable Benchmarks. Benchmarks may be external and based on published data or internal and based on comparative performance within the practice site. If there are benchmarks available for each year of measurement covered by the QI Activity, list them all in chronological order.
Benchmarks should include the following information:

· Source of the data, e.g. QRRO data, Diplomate Site Best Practice

· Reporting year

· Numerical benchmark(rate) 
Sample: The QRRO data, released in 2000 indicated a rate of ___% for documentation of hemoglobin levels in the radiation therapy records during the course of the chemoradiation treatment based on all participating sites in the 1999 QRRO Survey.


	Performance Goal (if any):

	The Site establishes a Performance Goal (for all clinical activities and those service activities that apply.) The Performance Goal is the Site’s desired level of achievement and is usually selected after the baseline measurement is completed. 
Initial Performance Goals should be established based upon  review and discussion of information from the following sources, as they apply:

· Established identified benchmarks (if available)

· Healthy People 2010, the Department of Health and Human Services Performance Goals

· Baseline measurement results and their comparison to identified benchmarks, if applicable.

Subsequent Performance Goals should be established by the Site’s review and discussion of information from the following sources, as they apply:

· Established identified benchmarks

· Healthy People 2010, the Department of Health and Human Services Performance Goals

· Initial established Performance Goal

· Baseline measurement results and their comparison to benchmarks, the initial Performance Goal, and/or Healthy People 2010, if applicable.

· Follow-up measurement results and their comparison to benchmarks, the current established Performance Goal, the baseline measurement and/or Healthy People 2010, if applicable.

Discussions on the Performance Goal should take place following each remeasurement period and should be clearly documented in staff discussion/meeting minutes. However, the Performance Goal does not necessarily need to change if the desired level of achievement has not been attained. The “rule of thumb” is that the Performance Goal should be hard but “doable”. For example, do not set a very high Performance Goal (95-100%) if the current performance is low (40%).
Sample: The QRRO Survey (1999) identified 80.0% as the aggregate proportion for all participating sites of female patients with cervical cancer receiving definitive chemoradiation who have weekly documentation of hemoglobin levels in the radiation therapy records during the course of the chemoradiation treatment. At Name of the Radiation Oncology Practice/Name of Diplomate the rate was 65.0%. Based on this rate, the Diplomate/Site elected to establish a performance goal set at 75.0% for 2010. As a result of the performance measurement in 2010 the Diplomate/Site re-evaluated their performance and established 78.0% as the 2011 Performance Goal.


	Section II:  Summary of Measurements, Results, Analysis, and Actions

	This section presents a chronology of the activity, starting with a description of the methodology of the baseline measurement and the baseline results and proceeding through the cycle of analysis, action for improvement, subsequent methodology for remeasurement, results, etc.


	Baseline Measurements: or Remeasurement 1: etc. Place the date of the reporting year or the timeframe of the measurement, e.g. Reporting Year 2009, based upon cases reviewed from 2005 to 2007. (Optional but recommended)


	Data Source:

	Clinical:
	Service:

	 FORMCHECKBOX 

Medical Records
	 FORMCHECKBOX 

Survey Data

	 FORMCHECKBOX 

Administrative (Claims/Encounter)
	 FORMCHECKBOX 

Administrative Data (Specify, e.g. complaint analysis)

	 FORMCHECKBOX 

Hybrid
	 FORMCHECKBOX 

Other (Describe)

	 FORMCHECKBOX 

Other (Describe)
	

	Indicate the source of the data collected by placing a check (() in the most appropriate box. Wherever appropriate and whenever possible include the complete name(s) of the database(s) from which the data were retrieved. The data source may or may not change in subsequent measurements, e.g. Administrative only in one measurement timeframe to Hybrid in a subsequent measurement timeframe.


	Size of populations affected by this activity (e.g. patients):

	This is the number of patients identified as eligible to be included in the study based on the description of the affected population or database in Section I.  Specify the actual number (size) of the population or subset of patients being studied, based upon any parameters used to include or exclude patients from the universe e.g. age specifications, disease specific requirements, treatment parameters, etc. Clarify the population by category, clinical or non-clinical, disease site, etc.
Sample: X female patients with cervical cancer receiving definitive chemoradiation who have weekly documentation of hemoglobin levels in the radiation therapy records during the course of the chemoradiation treatment were identified as the eligible population at Name of the Radiation Oncology Practice for Diplomate Name for this baseline measurement and the reporting year ending December 31, 2009.


	Sample Size, Method for Determining Size and Selection Methodology (if sample used):

	 FORMCHECKBOX 

No Sample - entire eligible population or data base used

	 FORMCHECKBOX 

Sample Used (Complete information below)

	If the QI Activity/Study affected population is described as the entire eligible population or database check (() the box marked “No Sample” and proceed to the section titled, “Time Period Quantifiable Measurement Covers”. 
If the QI Activity/Study affected population is described as a subset or a portion of the eligible population or database check (() the box marked “Sample Used” and proceed to the sections titled, “Sample Size, Method for Determining Size, and Sampling Method”. In these three sections clearly define the sampling methodology. Always ensure that the size of the sample is large enough and the method of selecting the sample is appropriate to allow for drawing conclusions that can be generalized to the population. QRRO Statistical Department should be partnered cooperatively with the PQI writer to complete this section.


	Sample Size:
	Method for Determining Size:  (Describe)
	Sampling Method:  (Describe)

	This is the actual numeric portion of the affected population included in the QI Activity/ Study,

	Clearly define the parameters by which the Sample Size was determined,   


	Clearly define the manner in which the Sample was selected, e.g. (simple random sample, stratified sample, convenience sample, etc) NOTE: If a chart has been excluded from the sample for any reason, indicate both the exclusion and the reason for the exclusion in this section. 


	Time Period Quantifiable Measurement Covers:

	Based on the defined quantifiable measure and the reporting year, quarter, etc. this is the time span or the time period of the data utilized in the study for this measurement.
Sample: January 1, 2005 to December 31, 2007 (2009 Reporting Period)


	Results or Data Points: (for rates, provide numerator/ denominator and rate)
	Date Measurement Completed:

	This is the actual numeric result (percentage/rate) of the defined quantifiable measure. -- The portion of the identified QI Activity/Study sample meeting the definition of the quantifiable measure (the numerator) divided by the entire defined sample of the affected population (the denominator).

	This is the date the study was finalized. This should be stated as a quarter or month and the year.

	Sample: The cervical radiation therapy (RT) hemoglobin documentation rate is defined as the proportion of female patients with cervical cancer receiving definitive chemoradiation, who had weekly documentation of hemoglobin levels in their radiation therapy records during the course of the chemoradiation treatment in cases from 2005 to 2007. 
( Numerator - Patients who are in the denominator and have evidence of weekly documentation of hemoglobin levels in their radiation therapy records during the course of the chemoradiation treatment.  
( Denominator - The at-risk random sample meeting the QRRO Survey Specifications for Cervical Cancer and the QRRO defined Cervical Clinical performance Measure weekly documentation of hemoglobin levels in RT records. 
	Sample: Month/2009

	Numerator
	Denominator
	Rate

	XX
	XX
	XX.X%


	Quantitative Analysis:  (Describe quantitative analysis conducted, including any analysis of the statistical significance of changes in the results.)

	This is the section in which you report the numbers with a quantitative not qualitative perspective.  QRRO Statistical Department should be partnered cooperatively with the QIA writer to complete this section.
For a baseline measurement state that this is a baseline measurement. Include a grid with the following information: the reporting year or the timeframe of the measurement, the rate (result/data point), and the determined confidence intervals, if applicable.

Sample: The 2009 reporting period was the baseline year of data collection and measurement.

	
	95% Confidence Interval

	Year
	Cervical RT Hemoglobin Documentation Rate
	Lower CL
	Upper CL

	2009
	XX.X%
	XX.X%
	XX.X%

	For each of the subsequent remeasurements compare the current measurement to the previous measurement(s) from a statistical point of view. Clearly state the change in the rates, the statistical significance, if any, and the p value. Include a grid with the following information: the reporting years or the timeframes of the measurements, the rates (results/data points), the confidence intervals, and the difference between the last two measurements and if more than one remeasurement has been done compare the last measurement with the baseline. Include a chart/graph to provide visualization of the compared measurements and the statistical significance.
Sample: A z-test for equality of proportions was performed to evaluate the statistical significance of the difference in the cervical RT hemoglobin documentation rate from 2009 to 2010.  In 2010 the rate increased/decreased by X.X% percentage points from XX.X% to XX.X%. This increase/decrease is/is not statistically significant. The resulting p-value equaled X.XXXX (z-score = X.XXXX).


	Sample: 
	95% Confidence Interval

	Year
	Sample Size
	Cervical RT Hemoglobin Documentation Rate
	Lower Confidence Level
	Upper Confidence Level

	2009
	X
	70.0%**
	65.3%
	74.7%

	2010
	X
	  75.1%*
	70.7%
	79.5%

	2011
	X
	 71.7%
	66.8%
	76.5%

	Difference 2010-2011
	-3.4%
	-3.9%
	-3.0%

	* Current vs. prior year measurement: Rate decreased by 3.4 percentage points. P-value =  0.2992
**Current vs. baseline: Rate increased by 1.7 percentage points. P-value = 0.124


	Chart 1: Cervical RT Hemoglobin Documentation Rate Comparisons
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	Analysis and Conclusions:  (Describe analysis to identify barriers to improvement and conclusions drawn)

	In this narrative compare the results of the baseline measurement and each subsequent remeasurement individually to the identified benchmarks and/or the Site’s established performance goal and state your findings. Identify any confounding variables from one measurement timeframe to the other that may have contributed to the positive or the lack of positive comparison to the benchmarks, performance goals, and /or previous measurements. Include BARRIER ANALYSIS from staff meetings/discussions or minutes (if possible reference the specific meeting/discussion and the date of the minutes in the narrative) based on comparative analysis to the benchmarks, performance goals, and/or previous measurements. Follow these steps to arrive at the barriers/root causes. 

1) Define the barriers. Ask the following questions during the analyses: Is there a deficit in the following, e.g., patient knowledge, staff knowledge, Diplomate knowledge, insurance coverage, department staffing, provider access/availability, systems issues, equipment issues, data collection/retrieval, medical record documentation, continuity/coordination of care,  unknown.

2) Utilize site staff and obtain provider input during analysis 

3) Display them in a bulleted list. 

4) Write your conclusions and the steps to improvement. 




	Sample barrier analysis may include, but is not limited to, information obtained from the following: 

1) Patient surveys (telephonic) 

2) Provider/practitioner survey 

3) Documented studies/medical literature 

4) Committee/meeting deliberation

5) Ad Hoc work groups formed for a specific activity/intervention

Sample: The Name of Radiation Oncology Practice/Diplomate Name rate of 71.7% is comparable to the first two measurement periods but shows a slight decline from the 2010 measurement period.  This measurement does not meet the adopted Performance Goal of 78%. The 71.7% rate also continues to fall short of the QRRO benchmark of 80.0% from the QRRO 2007 Process Survey results.
The Practice conducted a meeting in October 2009 to discuss the Cervical RT Hemoglobin Documentation Rate. The analysis was two-fold: 1) identification of the potential barriers 2) identification of Practice actions that would increase the compliance rate. Following the meeting the Practice concluded that 

· the need to obtain hemoglobin results and 

· the lack of a good tracking mechanism
continued to be significant barriers to weekly documentation of the hemoglobin levels in the radiation therapy records during the course of the chemoradiation treatment . The Practice discussed potential actions for improvement:

· redesign of the weekly management note to include a specific area for laboratory values including at a minimum hemoglobin levels, hematocrit levels, and WBC
· assign a staff member with the responsibility to obtain and document the lab values for each weekly management note
· provide a Diplomate sign off with the lab values to ensure review 


	Actions Taken for Improvement:  (List Chronologically)

	Date of Action:
	Action Taken:

	When the analysis of the data is complete and potential causes of and barriers to improvement have been identified, strong actions should be implemented. A strong action is identified as one that:

· Reduces barriers to improvement

· Leverages forces that appear to be causing improvement

· Targets a specific population 

If STRONG ACTIONS, e.g. Database change cannot begin immediately, start with more PASSIVE ACTIONS, e.g. Staff notices. It is logical to start with more passive actions and progress to more aggressive actions. This allows more time to budget for and obtain the resources necessary to take the more aggressive actions.

The actions need to be Practice specific ACTIONS TAKEN following the date the measurement is completed e.g., October 2009 (further identified by month or quarter) to improve the rate. Actions should be listed chronologically starting with ongoing actions for improvement and continuing with the newly implemented data driven actions. They must include, but are not limited to, ACTIONS TAKEN based upon the barrier analysis and subsequent root cause identification indicating the need for improvement and or changes in:

· Patient education

· Diplomate education
· Patient Insurance Coverage
· Practice staffing
· Diplomate access/availability  

· Continuity and coordination of care
· Data collection/retrieval

· Medical record documentation
· Other
Actions should also clearly be defined as patient focused, Diplomate/staff focused, and/or community focused. Community focused actions are further defined as actions undertaken collaboratively with other agents of the community. Community focused actions frequently target a population not limited to this Practice’s patients’ e.g., coalition efforts, state-wide efforts, and patient advocate efforts. Community focused actions may include, but are not limited to, actions taken based upon the Practice barrier analysis and subsequent root cause identification.

	Sample:
	

	Date of Action:
	Action Taken:

	Patient Focused:
	

	November 2009
(Passive Action)
	Patients given reminder cards to track the dates of their lab draws.

	Diplomate/Staff Focused:
	

	October 2009
(Strong Action)
	Weekly management notes redesigned to include a section for the necessary lab values and Diplomate sign off.


	Were there any changes in the methods from the baseline measure to this measure that could affect comparability?  If yes, please specify.


	This section is part of each remeasurement. Clearly identify any changes in the methodology utilized from one measurement to the next, e.g. sampling methods, data collection methods, etc. that could impact the comparability of results.

	

	PQI QIA/Study Presentation:

	It is important that you prepare your QI Activity(s)/Study(s) for presentation to the ABR in a way that is clear, concise, and contains all the back-up documentation required to support the QIA.

It is recommended that the following items be included for each individual QIA and be placed in a presentation binder:
· The QIA

· Data collection tools

· All referenced attachments

· Excerpts of minutes/discussions verifying barrier analysis and tools used in barrier analysis 
· Hard copies of actions taken (e.g., patient reminder cards, redesigned medical record forms, data base changes etc.)
All the information for one QIA should be grouped together for ease of review.
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