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Learning Objectives
Understand the Role of Measurement in Healthcare Quality – 

Recognize how data-driven metrics support patient care 
improvements and quality oversight.

Apply the DIKW Framework – Learn how to interpret and utilize 
data effectively, moving from raw information to actionable 
knowledge.

 Identify Key Quality Metrics – Discover which measurements are 
most relevant, timely, and impactful for continuous improvement.

Utilize Analytics Techniques – Explore methods for monitoring, 
managing, and enhancing healthcare quality through data analysis.

 Implement Meaningful Quality Improvement Strategies – Gain 
practical insights on selecting the right measures at the right time 
for the right stakeholders.





Quality Measurement and Analytics

QM4 SR1: A management representative shall be identified by senior leadership and shall have the 
responsibility and authority, in conjunction with senior leadership, for ensuring that the requirements of 
the QMS are determined, implemented and maintained.

QM1 SR1: The organization shall develop, implement, and maintain an ongoing system for 
managing quality and patient safety.

LD.03.02.01 EP 4: For hospitals that use Joint Commission accreditation for deemed status purposes: The 
quality assessment and performance improvement program incorporates quality indicator data, including 
patient care data and other relevant data such as that submitted to or received from Medicare quality 
reporting and quality performance programs (for example, data related to hospital readmissions and 
hospital-acquired conditions).

LD.03.03.01: Leaders use hospital wide planning to establish structures and processes that focus on 
safety and quality.
EP 2 Planning is hospital wide, systematic, and involves designated individuals and information sources.

Joint Commission:

DNV:



Quality Measurement and Analytics

Accreditation Key Words related to Measurement and Analytics:

Evaluate Culture of Safety and Quality (LD.03.01.01)

Data and Information Used Throughout the Hospital (LD.03.02.01)

Quality Indicator Data (LD.03.02.01)

Planning…Information Sources (LD.03.03.01)

Evaluate the Effectiveness (LD.03.05.01)

Hospital Analyzes and Uses Information (LD.03.09.01)

Collects Data to Monitor its Performance (PI.01.01.01)

Identify the Frequency of Data Collection (PI.01.01.01)

Hospital Collects Data… (PI.01.01.01)

Techniques to Analyze and Display Data (PI.02.01.01)

Analyzes and Compares Internal Data Over Time (PI.02.01.01)

Reviews and Analyzes (PI.02.01.01)

Uses the Results of Data Analysis (PI.02.01.01)

Patterns, Trends, or Variations in its Performance (PI.02.01.01)

Analyzes Data Collected (PI.02.01.01)

Provides Incidence Data (PI.02.01.01)



Quality Role in Measurement and Analytics

“If you can not measure it, you 
cannot improve it.”

~William Thomson~

“Measurement is the first step that leads 
to control and eventually improvement.  If 
you can’t measure something, you can’t 
understand it.  If you can’t understand it, 
you can’t control it.  If you can’t control it, 

you can’t improve it”
~H. James Harrington~





Reminder for Quality Role in Measurement and Analytics
Your role in quality is to turn & utilize data to move your organization up the Data-Information-
Knowledge-Wisdom (DIKW) pyramid making it transparent to the entire organization.

Data

Information

Knowledge

Wisdom

Raw symbols, has no significance beyond its 
existence, it does not have meaning of itself

Data that has meaning by way of relational 
connection.  Data in context.

Appropriate collection of information, such that its 
intent is to be useful. Knowledge means 
understanding the significance of the information.

Applied knowledge.  The process by which we 
discern, or judge, between right and wrong, good and 
bad. This is where computers lose their abilities.



Quality Measurement
Exercise:

Your organization is striving to achieve 5-Star CMS status.  When you look at the 
measures that contribute to 5-Star, you identify your mortality measure for AMI is 
greater than expected: 

You run a report of all AMI Mortalities from your data system – see data handout.

What do you do with this data?



Quality Measurement

Engage clinicians and stakeholders
 What do they see as contributing reasons for the increased rate?
 What areas would they investigate to find root cause?

Obtain electronic information where available
 Based on the information available, what analysis can you perform?

Once background information is obtained, initiate a PDSA event



Quality Measurement – Turning Data into Information

What did we discover from the data set in our exercise?

Example questions that could be answered by the data:
- What ages consist of the most mortalities for AMI?  
- Are there differences in mortality based on gender?
- Do some months have greater mortality than others? Days of the week?
- Is there a correlation between the procedure(s) performed and mortality?
- Does the arrival method have any significance?
- Do transfers to the facility from another facility have any significance?
- Do the notes outline any information that should be grouped together?



Quality Measurement – Turning Data into Information
Data found in electronic systems does not provide all the information for finding the 
Root Cause or opportunities for improvement.

What data does do, if analyzed correctly, is eliminate subjective inferences about the 
causes.
 - For Example:

• “It is because of delays in transfers to our facilities from other hospitals so 
there is nothing we can do about it.”

• “Most are train wrecks, and they arrest outside of our facility.”
• “If patients would call EMS instead of driving themselves in, we would 

have better success.”
• “Our patients are the sickest of the sick so we can’t be compared to other 

facility AMI rates.”
Answering some of these questions before a PDSA can significantly increase your   
               chances of moving towards real solutions.



Quality Measurement – Turning Data into Information

Examples of questions that can be answered through our dataset:
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“What ages are these mortalities?”
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Quality Measurement – Turning Data into Information

Examples of questions that can be answered through our dataset:

“Is our mortality rate impacted more by women or 
men?  Women tend to have more obscure symptoms 
for AMI”  

“What time frame did these occur?  Were they worse 
in May when we had part of the Cath lab down for 
remodel”
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Quality Measurement – Turning Data into Information

Examples of questions that can be answered through our dataset:

“What procedures were most related to those that 
had a mortality?”  

“Most come in very sick and there is little we can do 
about it - What was their inpatient LOS before 
expiring? ”
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35% occur in the first day, however 65% do not



Quality Measurement – Turning Data into Information

Examples of questions that can be answered through our dataset:

“They are all probably DNR”
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Many are, but 35% are not

“Most come in very sick and there is little we can do 
about it”

Half died within 48 hours



Quality Measurement – Turning Data into Information

Examples of questions that can be answered through our dataset:

“If patients would call EMS instead of driving 
themselves in, we would have better success.”

Only 3 patients came by POV

“It is because of delays in transfers to our facilities 
from other hospitals so there is nothing we can do 
about it.”
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Quality Measurement – Turning Data into Information

Examples of questions that can be answered through our dataset:

“Most are train wrecks, and they arrest outside of our 
facility.”

Only 26% arrested outside of the hospital

“It’s just coding – these patients should not have been 
classified as AMI.”Discuss methods to respond to this 

statement



Quality Measurement – Summary

Always engage clinicians and stakeholders preferable before doing your 
analysis to discover the analysis focus and anticipate the assumptions they 
have.

Utilize all available data sources:
 Electronic medical record
 Data registries
 Risk management systems and quality management systems

Methods for utilizing your analysis will be discussed in the Plan-Do-Study-Act 
(PDSA) training course.



Outcome vs In Process Measures



Outcome Metrics

These are the high-level clinical or financial outcomes that 
concern healthcare organizations. They are the quality and cost 
targets you are targeting for improvement. These measures are 
often reported to government and commercial payers. 

Examples:

• Mortality Rates
• Readmission Rates
• Hospital Acquired Conditions
• Surgical Site Infections
• Patient Safety Indicators
• Length of Stay

AKA “Lagging Indicator”



In Process Metrics

These measures are the specific steps in a process that lead — 
either positively or negatively — to a particular outcome metric.

In Process measures are predictive – that is they help to predict 
what the outcome will be.

AKA “Leading Indicator”



THE PROCESS

Outcome vs. In Process Metrics 

Patient 
Arrives ED
Chest Pain

Triage EKG CVL PCI Inpatient Discharge

Outcome Measures:
- Length of Stay
- Mortality
- Readmission
- Patient Safety Indicators
- Complications

In Process:
- Door to EKG

In Process:
- Door to PCI

In Process:
- Order to Discharge

What provides the results of the outcomes?

If you want to change your outcome, what do 
you apply the change to?



Outcome vs. In Process Metrics 

Every system is 
perfectly designed 
to get the results it 

gets.
~ Paul Batalden ~

“

”



Cascade Measures



Cascade Measures

Strategy example:
Our organization strives to achieve a CMS 5-Star rating by January 2024

??? ???

Making the connections to the front line



Cascade Measures

Strategy example:
Our organization strives to achieve a CMS 5-Star rating by January 2027

• What measures define the 5-Star Criteria?

• How are we currently performing in those measures?

• What would our measures need to be to achieve 5-Star?



Cascade Measures – Understand the Gaps

Responsiveness of Hospital Staff 
Communication about Medicines 
Quietness of Hospital Environment 
Care Transition 
PSI 03 Pressure Ulcer
PSI 09 PeriOp Hemorrhage or Hematoma
Heart Failure (HF) Mortality
Pneumonia, Adult Mortality
Readmit Acute Myocardial Infarction (AMI) 
Readmit Heart Failure (HF) 



Cascade Measures – Identify Appropriate Caregivers

Responsiveness of Hospital Staff 
Communication about Medicines 
Quietness of Hospital Environment 
Care Transition 
PSI 03 Pressure Ulcer
PSI 09 PeriOp Hemorrhage or Hematoma
Heart Failure (HF) Mortality
Pneumonia, Adult Mortality
Readmit Acute Myocardial Infarction (AMI) 
Readmit Heart Failure (HF) 

Nursing

Hospitalists

Housekeeping

Care Coord.
Discharge

Emergency 
Department

Surgeons

Cardiologists



Cascade Measures – Engage Appropriate Caregivers

• Share the organizational strategy – group discussions best, 1:1 
interviews acceptable

• Share the data

• Open discussion

• What are the things that we do that contribute to these 
results?

• Is there evidenced based practice around procedures 
leading to these outcomes that we can investigate?

• What things can we try to work toward an improvement?



Cascade Measures – Create the Measurement System

Nursing Hospitalists Housekeeping Care Coord.
Discharge

Emergency 
Department Surgeons Cardiologists

Strategy example:
Our organization strives to achieve a CMS 5-Star rating by January 2024

• Responsiveness of 
Hospital Staff 

• Communication about 
Medicines 

• Quietness of Hospital 
Environment

• PSI 03 Pressure Ulcer

• Responsiveness of 
Hospital Staff 

• Communication about 
Medicines

• Heart Failure (HF) 
Mortality

• Pneumonia, Adult 
Mortality

• Quietness of 
Hospital 
Environment 

• Care Transition
• Readmit Acute 

Myocardial Infarction 
(AMI) 

• Readmit Heart Failure 
(HF) 

• PSI 03 Pressure Ulcer

• PSI 09 PeriOp 
Hemorrhage or 
Hematoma

• Heart Failure (HF) 
Mortality

• Readmit Acute 
Myocardial Infarction 
(AMI) 

• Readmit Heart Failure 
(HF) 



Cascade Measures – Moving from Outcome to In Process Measurement

Outcome Measure

i.e., Pressure Injury

P
D
S
A

In Process Measure

i.e., 
Skin assessments within 4 hours of admission

Nutrition consults for high-risk patients
Appropriate mattress for high-risk patients

Reposition every 2 hours

PDSA Covered in Module 5



Tools for Managing Measurement – The Quality Oversight 
Scorecard



The Quality Oversight Scorecard Strategic Dashboard



The Quality Oversight Scorecard Strategic Dashboard



The Quality Oversight Scorecard

Selecting a department, allows you to add the measures for each month under each quarter



The Quality Oversight Scorecard



The Quality Oversight Scorecard

Benefits of the Quality Oversight Scorecard:

 One centralized location for all areas of the business
 Allows for automation of measures where available (i.e., hand hygiene audits done in one department 

will automatically update that unit’s scorecard)
 Once measures are cascaded from the strategy to the front line, provides a clear roadmap and 

aggregation at those levels
 Allows access and update collaboration between all areas of the organization (i.e., the manager of the 

ED can update their own measures)
 Standard tool used in report-outs such as daily huddle, quality council, medical executive committee, 

and the board
 History of quality progress utilized in accreditation surveys
 Method of communicating what is important to the organization 
 Customizable approach allowing for the addition and subtraction of relevant measures for your 

organization



Paying for Quality Initiatives



How to Pay for Your Quality Initiatives





How to Pay for Your Quality Initiatives



www.QualityPaysBack.com

For your hospital's specific 
summary

http://www.qualitypaysback.com/


Discussion



https://www.youtube.com/watch?v=m_MaJDK3VNE
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