Improving the Service: Quality Assurance

The simplest definition of quality assurance (QA) is “doing the right things right”. QA has traditionally been divided into three components: structure, process and outcome. The potential benefits of applying QA to endoscopy are: (1) fewer inappropriate procedures; (2) lower morbidity & mortality; (3) less litigation; (4) improved training; (5) better data for truly informed consent; (6) early recognition of poor performance. 

In relation to endoscopy QA, we need to address the following questions: (1) How can it be set up to work in everyday practice? (2) What information do we need to collect and how should we analyse it? (3) How much will it cost and who will pay? (4) How do we set quality standards? (5) How do we deal with underperformance? 

A QA program consists of: (1) collection of data at the time of the procedure and production of the procedure report, (2) collation of the data, (3) analysis of the data at a QA Procedure Review meeting, and (4) taking appropriate action following the Procedure review meeting. 

“Core Quality Indicators” is the term used to describe those data which need to be collected for any given procedure in order to carry out QA. The Core Quality Indicators are: (1) Demographic information; (2) Procedure indication; (3) Sedation; (4) Complications; (5) Procedure success, and (6) Patient satisfaction. Demographic information includes age, sex and ASA status, a crude index of overall health status. Procedure indication is measured against current appropriateness guidelines. Use of reversal agents is used to track outcome of sedation. Complications are classed as immediate or delayed. Delayed complications are particularly difficult to track. Success may be defined in technical terms (eg caecal intubation), or “cognitively”, eg did the procedure answer the diagnostic question? Patient satisfaction should be assessed quarterly using a standard questionnaire adapted by the ASGE. 

Collection and collation of these data depends very much on efficient and  user-friendly information technology.

When setting up a QA program, the individual unit should produce a document outlining the objectives, organization and scope of the program. The meeting should be multidisciplinary, and held quarterly. A possible agenda for such a QA meeting would be: (1) A summary of activity, success and complications is supplied to each endoscopist. (2) Summary of all complications during previous quarter. (3) Detailed discussion of any procedure-related mortality. (4) “Sub-threshold” success rates identified, eg caecal intubation rate <80%. (5) Patient satisfaction survey. (6) Summary of complaints/litigation. (7) Random review of procedures for adequacy of data input, appropriateness, sedation, success and complications. (8) Each QA cycle should have a specific theme, eg ERCP. The chairman summarizes the findings and  decides on appropriate action. 

Potential problems with setting up a successful QA Procedure Review meeting include preparation of data for the meeting, poor attendance, too much data, monopolization of meetings by single-issue enthusiasts, too much work for the chairman at the end of the meeting, and difficulty dealing with underperformance. 

Successful QA requires investment in staff and information technology. Staff need to be convinced that it is a worthwhile exercise: if not, the program is doomed to failure. QA programs evolve over time: start small, start simple, but above all, start.

