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T he 2002 AORN Nursing Practices Committee 
(NPC) was charged with the review and revi-
sion of the “Quality improvement standards 

for perioper ative nursing” developed by the 1990 
NPC.

Over time, health care has used many different terms 
to denote the processes used to improve patient care, 
such as quality assurance (QA), continuous improve-
ment (CI), and continuous quality improvement (CQI). 
Quality cannot be assured, but it can be measured, 
assessed, and improved. Perioperative nurses should 
strive continuously to improve the care provided to 
patients in the perioperative setting. 

Quality improvement (QI) and performance 
improve ment (PI) are the newest terms used in the 
quest for excellence. They are two different method-
ologies that are linked together and continuously 
developing. “QI examines processes in order to 
improve them. PI addresses human performance 
within organizations at the individual, process, and 
organizational levels.“1 The origin of QI is based in 
industry and has more of a management and process 
focus; PI focuses more on the people, their motiva-
tion, and the tools (eg, work design, technical sup-
port, supervision, safety) they use to achieve the 
goals of the organization.

Government-funded peer review organizations 
(PROs), Medicare/Medicaid reimbursement regula-
tions, laws generated at the federal and state levels, 
and private health insurers’ standards have  refocused 
the efforts required to assess patient care systemati-
cally. The recent focus of regulatory bodies and the 
Joint Commission on Accreditation of Healthcare Orga-
nizations (JCAHO) has placed greater emphasis on 
patient safety and reducing the errors that have 
resulted, at times, in patient deaths. The Institute of 
Medicine’s 1999 report, To Err Is Human: Building a 
Safer Health System,” states, “Although there are many 
kinds of standards in health care, especially those pro-
mulgated by licensing agencies and accrediting organi-
zations, few standards focus explicitly on issues of 
patient safety.”2

The Joint Commission states, “The goal of the 
improving organization performance function is to 
ensure that the organization designs processes well 
and systematically monitors, analyzes, and improves 
its performance to improve patient outcomes. Value 
in health care is the appropriate balance between 
good outcomes, excellent care and services, and 
costs. To add value to the care and services provided, 
organizations need to understand the relationship 
between perception of care, outcomes, and costs, and 
how the three issues are affected by processes carried 
out by the organization. An organization’s perfor-
mance of important functions significantly affects the 

quality and value of its services.”3 JCAHO bases its 
evaluation of an institution’s QI/PI activities on 

• designing processes, 
• monitoring performance through data collection, 
• analyzing current performance, and 
• improv ing  and  sus ta in ing  improved 

performance.
An effective quality/performance improvement 

plan should be consistent with the philosophy, mis-
sion, and strategic goals of the organization. Depart-
mental initiatives should be systematic, written, and 
communicated to leaders, practitioners, and staff. 
The plan should provide reliable data that is inte-
grated into an organization-wide plan. Implementa-
tion of QI/PI standards may provide the basis for 
selecting mechanisms that measure outcomes and 
maintain systems to analyze and trend data and cor-
rective actions that result in improved, safer patient 
care.

Staff participation and a multidisciplinary approach 
to the program enhance the awareness of personnel pro-
viding direct and indirect care and enable challenges to 
be funneled into opportunities for improvement. Docu-
mentation should show that all aspects of care in the 
department conform to contemporary standards of clin-
ical practice and that data are used to study and 
improve the quality of care.

AORN’s Standards, Recommended Practices, and 
Guidelines should be used as a resource when estab-
lishing a QI/PI program. Organizations, depending on 
their size, resources, and commitment to QI/PI, may 
have a central department, task force, or steering 
committee to oversee, expedite, and guide depart-
ments in achieving the goals of their QI/PI plan. 

Standard I

Assign responsibility for monitoring and evaluation activities.

Interpretive statement 1:
The director and/or the designee (eg, manager or 
other individual[s] responsible for the department) 
assume overall responsibility for the monitoring and 
evaluation processes within the department and in 
the department’s participation in the organization-
wide performance improvement plan.

Criteria:
1. The director actively participates in and sup-

ports the program.
2. The director may select an individual (ie, desig-

nee) to be responsible for the department’s over-
all participation in the QI/PI plan.
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3. The director/designee selects the individual/ 

team responsible for each QI/PI project. The team 
may include, but is not limited to,
• staff nurses,
• ancillary staff members,
• educators,
• medical director/chief of services,
• members of the medical staff,
• OR director/supervisor,
• QI/PI coordinator, and
• representatives from any departments involved 

in the process.
4. The director collaborates with other disciplines 

and departments that share responsibility for QI/
PI activities.

Interpretive statement 2:
The director/designee or other responsible individ-
ual(s) develops a mechanism for ensuring that depart-
mental initiatives are congruent with the organization-
wide QI/PI plan. The departmental initiatives are 
integrated and communicated throughout the 
organization.

Criteria:
1. The plan reflects a departmental and organization-

wide commitment to patient care excellence.
2. The plan is communicated through organization-

wide and unit-based staff development programs.
3. The plan is evaluated and revised at least annu-

ally to determine program appropriateness and 
effectiveness.

4. The plan describes the roles and responsibilities 
of those involved in quality improvement/perfor-
mance improvement. This plan may be in the 
form of a narrative statement, outline, flow chart, 
or team charter.

5. The plan describes the monitoring and evaluation 
activities. These may include, but are not limited 
to,
• delineating scope of care,
• identifying important functions and processes,
• prioritizing areas for improvement,
• collecting and analyzing data,
• evaluating patient care,
• resolving problem areas and/or improving pro-

cesses that affect patient care,
• documenting results, 
• communicating findings, and
• maintaining improvements.

6. The plan identifies collaborating disciplines/ 
departments that share responsibilities and are 
interdependent in QI/PI. These activities may 
include, but are not limited to,
• contracted services,
• engineering,
• environmental services,
• infection control,
• laboratory,
• materials management,
• medical staff,
• nursing units,

• pharmacy,
• radiology,
• risk management/safety, and
• special care units.

7. The plan describes the schedule of the quality 
QI/PI plan. This may include, but is not limited 
to, schedule of meetings, schedule of times, and 
locations of monitoring and evaluation activities.

8. The plan reflects the uniqueness of nursing activ-
ities performed in the perioperative setting and 
the outcomes of perioperative patient care.

Standard II

Delineate the scope of patient care activities or  services.

Interpretive statement:
The scope of patient care activities or services 
describes who is served, what services are provided, 
who provides the services, physical sites, and times 
that services are provided.

Criteria:
1. The patient population assessment/description 

may include, but is not limited to,
• patient acuity,
• patient socioeconomic status,
• demographics,
• support systems, and
• clinical conditions/diagnoses.

2. Customers are identified, and they are relevant to 
the type of service provided. Customers may 
include, but are not limited to,
• employees,
• patients,
• families,
• practitioners,
• purchasers, and
• suppliers.

3. Clinical care activities and nursing services  
are determined. These may include, but are not 
 limited to,
• circulating;
• scrubbing;
• first assisting;
• patient education; 
• resource nurses/advanced practitioners (eg, 

clinical nurse specialists, nurse practition ers); 
and

• others identified in AORN’s Standards, Rec-
ommended Practices, and Guidelines.

4. Services provided in the department are invento-
ried. Services may include, but are not limited to,
• cardiovascular/thoracic,
• endoscopy,
• general surgery,
• ophthalmology,
• orthopedics,
• otolaryngology,
• obstetrics and gynecology, 
• neurosurgery,
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• pediatrics, and
• pain management.

5. Departmental practitioners are listed by job title 
and level of expertise. Individuals who contribute 
to departmental care and activities may include, 
but are not limited to,
• advanced practice nurses,
• registered nurses, 
• licensed practical/vocational nurses, and
• unlicensed assistive personnel.

6. Other practitioners/personnel who share patient 
care responsibilities are listed. These may 
include, but are not limited to,
• ancillary departments,
• contracting agencies,
• employed caregivers, and
• physicians.

7. The physical site is described. The description 
may include, but is not limited to,
• number and type of suites/rooms,
• their proximity to each other, and
• support areas.

8. Dates, days, and hours of operation are described.
9. Suites/rooms are identified by type of service 

provided. 
10. Staffing plans/patterns that support services are 

identified.4 A rationale is given for the chosen 
staffing, and a mechanism is in place to evaluate 
the effectiveness.

Standard III

Identify processes impacting the quality and safety of patient 
care.

Interpretive statement:
High-volume, high-risk, and/or problem-prone pro-
cesses are identified.

Criteria:
1. High-volume types of patient care activities are 

those performed on a frequent or daily basis to a 
large volume of patients. High-volume types 
include, but are not limited to,
• procedures that occur frequently (eg, cholecys-

tectomy, laparoscopy, cataract extraction);
• nursing activities frequently performed for 

patients (eg, placement of electrosurgical dis-
persive pad, administration of medication, 
aseptic technique); and

• nursing care that affects a large number of 
patients (eg, patient assessments, patient edu-
cation, discharge planning, intravenous ther-
apy, pain management).

2. High-risk processes are those that carry a greater 
potential for liability and/or patient injury. High-
risk areas may include, but are not limited to,
• patients at risk of serious consequences (eg, 

patients with a history of difficult airway man-
agement or a high risk assessment for DVT/PE, 

physiologically compromised patients, elderly 
patients, children, neonatal patients);

• complex or high-risk procedures that are per-
formed infrequently;

• care delivered that was inconsistent with nurs-
ing standards or guidelines (eg, incorrect 
counts, wrong site/side surgery or failure to 
verify procedure[s] or patient identity, medica-
tion errors, improper positioning, breaks in 
aseptic technique, lack of appropriate patient 
education);

• acts of omission/commission; 
• patients receiving moderate or deep sedation 

(refer to JCAHO Standards [TX2]); and
• patients undergoing multiple procedures or 

recurrent surgeries.
3. Problem-prone processes identify departmental 

problem areas. Problem-prone areas may include, 
but are not limited to,
• procedures and/or care that cause patient and/

or staff anxiety;
• activities known to generate a number of inci-

dent reports;
• activities needing increased efficiency (eg, sur-

gery schedule management, instrument pro-
cessing); and

• equipment known to have a high risk or inci-
dence of user error (eg, new equipment, infre-
quently used equipment, equipment that has 
been modified).

Standard IV

Systematic performance measures (ie, indicators) and/or prior-
ity areas are identified as opportunities for improvement based 
on the functions and processes of the perioperative episode.

Interpretive statement:
Performance measures (ie, indicators) should relate to 
the structure, process, or outcome of care and/or 
service.

Criteria:
1. Structure measures based on the AORN “Stan-

dards of perioperative administrative practice” 
relate to physical, fiscal, and organizational ele-
ments that require
• establishing, controlling, and monitoring a safe 

perioperative environment (eg, technical and 
aseptic practice, electrical safety, physical 
facilities, occupational safety);

• assessing, managing, and monitoring fiscal 
resources (eg, equipment, supplies, personnel, 
time); and

• communicating and implementing organiza-
tional elements (eg, standards of nursing prac-
tice, such as care and professional perfor-
mance, policies and procedures, staffing 
patterns, orientation, staff development activi-
ties, quality assessment plans).
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2. Process measures based on the AORN “Standards 

of perioperative clinical practice” and ”Standards 
of perioperative professional practice” focus on 
activities of the nurse or process of nursing that 
require
• implementation of the nursing process;
• management of complications; and
• adherence to policies and procedures (eg, cor-

rect site/side and identity verification, safe 
medication administration, specimen labeling, 
counting, positioning).

3. Outcome measures based on the AORN ”Periop-
erative patient outcomes” relate to patient status 
following delivery of care that requires
• emphasis on adverse events and complica-

tions; and
• evaluation of measurable changes in patient 

health status (eg, free from injury, infection, 
nerve damage, altered skin integrity).

4. When selecting performance measures (ie, indica-
tors), consideration should be given to the follow-
ing issues:
• departmental and organizational quality and 

safety goals;
• accreditation standards and regulatory 

requirements;
• perioperative clinical and service topics of 

national or local interest;
• topics of greatest concern to patients and the 

community; and
• trends of near misses for the purposes of 

improving processes.

Standard V

Establish performance expectations.

Interpretive statement 1:
The baselines for each of the measures are determined 
based on the measurement of the current process.

Criteria:
1. Baseline data should be gathered to establish the 

current level of performance.
2. Baseline data is used as a starting point for 

measurement.

Interpretive statement 2:
The baseline is evaluated and a determination is made 
whether there is an opportunity for improvement. 

Criteria:
1. Evaluation of the baseline may be accomplished 

through analysis of collected data, peer review, 
literature review, etc. 

2. A plan for improvement is thoughtfully 
designed. Tools such as flowcharts and process 
diagrams may be used to assist in identifying 
areas of the process with potential for failure. 

Standard VI

Collect and organize data for evaluation.

Interpretive statement 1:
Data sources and methods of data collection/ 
organization for each indicator are identified to estab-
lish a baseline of performance.

Criteria:
1. Existing sources of data are used. These may 

include, but are not limited to,
• surgery schedule log,
• staffing schedule,
• incident reports,
• perioperative documentation,
• occurrence screens,
• patient questionnaires,
• patient records,
• personnel credentialing/inservice records, and
• postoperative visit/call log.

2. Other sources for data collection are used. These 
may include, but are not limited to,
• direct observation of and inquiries regarding 

staff and patient care activities, and
• physical site inspections.

3. Individuals collecting data have appropriate skill 
levels for the task being monitored and have the 
information system—or access to an individual 
who does—for inputting data and formulating 
meaningful reports.

4. Methods of data collection are concurrent and ret-
rospective. These methods may include, but are 
not limited to,
• chart review,
• departmental reporting forms,
• focused review,
• occurrence screening,
• peer review, 
• interviews, and
• questionnaires/surveys.

5. Personnel are provided adequate time to partici-
pate in data collection and entry.

6. Personnel are encouraged to report incidents, 
adverse events, and hazardous conditions with-
out fear of punitive action or retribution.

Interpretive statement 2:
The frequency of data collection and the sample size 
are sufficient to accumulate the necessary data.

Criteria:
1. The frequency of data collection is determined by 

the type of care or activity being monitored. This 
may include, but is not limited to,
• the number of patients affected,
• the degree of risk involved,
• the frequency of the event,
• the significance of the event or activity being 

monitored, and
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• the extent to which the important aspect of 

care has been demonstrated to be problem free.
2. Data collection includes all sentinel events (eg, 

deaths, serious perioperative complications, near 
misses).

3. Data collection for performance measures is ongo-
ing. A calendar of events is established to deter-
mine frequency of data collection for each 
indicator.

4. Sampling can be used to gather measurement 
data. Criteria such as volume, risk, and new pro-
cedure or provider can be used to determine an 
adequate sample size.5

Interpretive statement 3:
Data are organized, synthesized, and reported to allow 
for an accurate analysis of performance. 

Criteria:
1. The quality of the data is evaluated to determine 

accuracy. This may be evaluated by answering 
questions such as the following. 
• Have all cases that were to be included in the 

study population been identified and 
reviewed?

• Have all required data fields on the data col-
lection instrument been completed?

• Did the data gatherer(s) follow their explicit 
data collection instructions?

• If the data were entered into a computerized 
database, did the edit/validation checks con-
firm the accuracy of the data?

• If the data were obtained through electronic 
data transfer, did the edit/validation checks 
confirm the accuracy of the data?

2. Data collected over a period of time for each mea-
sure are aggregated for analysis purposes.

3. Aggregated measurement data are used to identify 
trends or patterns of performance that might not 
otherwise be evident in case-by-case review.

4. Statistical analysis techniques and comparative 
measurement data from outside sources are used 
to evaluate aggregated measurement data to iden-
tify significant undesirable variation from 
expected performance. 

Standard VII
Evaluate care based on data collected.

Interpretive statement 1:
Analysis and evaluation of ongoing, collected data 
determines the need for action to improve the 
process(es).

Criteria:
1. Action is taken on adverse trends and patterns. 

The goal is for the care given to be congruent with 
perioperative nursing standards.

2. Analysis and evaluation of data collection is 
timely and provides efficacious opportunities for 
modifying actions/processes.

Interpretive statement 2:
Measurement data are compared with performance 
expectations. 

Criteria:
1. Performance expectations are compared with actual 

performance to evaluate compliance with perioper-
ative nursing standards of care and other important 
aspects of patient care and service.

2. Analysis of measurement data determines the 
need for more in-depth evaluation and/or initia-
tion of an improvement project. 

3. When performance consistently meets or exceeds 
expectations, the need for continued monitoring of 
that aspect of care/service is evaluated. 

4. Evaluation of performance measurement data is 
timely.

Interpretive statement 3:
Initiate evaluation of important single events.

Criteria:
1. When an important single event occurs, a root 

cause analysis will be initiated in accordance 
with the organization’s patient safety policies. 

2. People knowledgeable about the systems and pro-
cesses that affected the occurrence of the event 
are involved in the evaluation. 

3. Evaluation of important single events are coordi-
nated with other involved disciplines or 
departments. 

Standard VIII

Take actions to improve care and services.

Interpretive statement 1:
Action plans/solutions are developed, supported, and 
approved at the appropriate levels and enacted to solve 
problems or improve care.

Criteria:
1. Identify the cause(s) of undesirable performance.
2. Corrective action plans are developed based on a 

thorough understanding of the process problems 
that are contributing to undesirable performance.

3. Actions are taken to correct defects in systems 
and/or processes. Actions may include revision of 
policies and procedures, staffing modifications, 
judicious use of equipment and supplies, and/or 
correction of communication or teamwork 
problems.

4. Relevant knowledge-based information is consid-
ered when developing action plans.
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5. The plan of corrective action includes who or 

what is expected to change, individual(s) respon-
sible for implementing the change, what action is 
needed to bring about the change, and when the 
change is expected to occur.

6. The action plan/solutions are forwarded to the 
body that has the authority to act, if the needed  
action exceeds the authority of the department. 
This may include, but is not limited to, the
• administration,
• board of trustees,
• chief of service, 
• nursing/medical staff peer review committees,
• ethics committee, and
• OR committee.

Interpretive statement 2:
Actions for improvement are appropriate to the cause, 
scope, and severity of the problem.

Criteria:
1. Active reporting of errors and breaches in patient 

safety should be embraced without punitive 
action.

2. Whenever possible, corrective actions should be of 
a nonpunitive nature. They should be viewed as an 
opportunity for education and process improve-
ment of the individual(s) involved, the department, 
and even the institution. 

3. Punitive measures can be counterproductive to 
the goals of QI/PI and should only be used when 
appropriate (eg, blatant failure to follow policy 
resulting in injury and/or liability).

4. Actions are taken to correct knowledge deficits. 
Actions related to insufficient knowledge may 
require staff development, referral to other 
resources, and/or recommendations for continu-
ing education.

5. Actions are taken to correct defects in the system. 
Actions related to systems may require revision of 
policies and procedures, staffing modifications, 
judicious use of equipment and supplies, a 
change in process, and/or correction of communi-
cation problems.

6. Actions are taken to correct deficient behavioral 
performances. Actions related to behavior or per-
formance may require, but are not limited to,
• education and training;
• mentoring;
• counseling;
• increased supervision;
• peer review; and
• transfer, suspension, termination, or other dis-

ciplinary action.

Standard IX

Assess the effectiveness of action(s) and document outcomes.

Interpretive statement 1:
Actions are evaluated based on outcomes.

Criteria:
1. Actions delegated to individuals or disciplines for 

problem solving are monitored.
2. Effectiveness of actions is assessed through continu-

ous monitoring of care. If an opportunity to improve 
care is identified and improvement does not occur, 
the action needs to be reevaluated.

3. A time line is established for reevaluation.
4. Further investigation of the cause of the problem 

and evaluation to identify the less obvious ele-
ments that contributed to the failure of the action 
plan must take place.

Interpretive statement 2:
Document the action plan and the method of 
 communication.

Criteria:
1. A system is established to document the problem-

solving process and the effectiveness in improv-
ing care or resolving the problem.

2. A system is established to document the results of 
the action plan, including trends and patterns that 
affect action.

Standard X

Communicate relevant information to the appropriate individu-
als, organization-wide, while maintaining confidentiality. 

Interpretive statement 1:
The written organization-wide QI/PI plan identifies 
appropriate channels of communication.

Criteria:
1. Intradepartmental communication channels 

include, but are not limited to,
• minutes of departmental meetings,
• staff meetings, and
• summary reports.

2. Conclusions, recommendations, actions, and find-
ings are communicated to 
• departmental staff,
• appropriate medical staff committees,
• administration,
• interdisciplinary committees,
• organization-wide QI/PI committee, 
• governing body, and
• accreditation and/or regulatory agencies as 

appropriate.
3. Confidentiality of QI/PI data is maintained. Main-

tenance of QI/PI data and all related communica-
tions shall comply with
• federal Health Insurance Portability and 

Accountability Act (HIPAA) privacy and confi-
dentiality regulations,

• pertinent state regulations governing privacy 
and confidentiality of peer review and quality/ 
performance data, and 
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• organizational privacy and confidentiality pol-

icies and procedures.

Interpretive statement 2:
Personnel are informed of the conclusions, recommen-
dations, actions, and findings.

Criteria:
1. Regularly scheduled staff and/or departmental 

meetings include quality improvement/perfor-
mance improvement reports and activities.

2. Identified opportunities to improve care are 
addressed through staff development offerings, 
deploying changes in process and practice to staff.

Interpretive statement 3:
Results of the organization-wide quality improvement/
performance improvement monitoring  activities pro-
vide the opportunity to improve care and may have 
applicability in other areas in the organization.

Criteria:
1. Medical staff, administration, and the governing 

body use outcomes to determine clinical privi-
leges and credentialing decisions.

2. Departmental managers use outcomes to objec-
tively monitor staff performance, develop short- 
and long-range plans, measure performance, and 
contain costs.

3. Clinical practitioners use the outcomes of the QI/
PI activities for self-assessment and peer review 
activities.

Models and Improvement Processes

The models and processes for performing QI/PI are 
numerous. More than one model can be used in an 
effective QI/PI program. No matter which method or 
model is used, the goal is to “Do the right thing, and do 
the right thing well.”3 AORN and the NPC are not 
endorsing any one model or any accrediting body. 
Note: More information is available in the Notes and 
Resources listed, or by using the Internet and searching 
under the terms quality improvement and performance 
improvement.

Glossary

Assessment: For purposes of performance improve-
ment, the systematic collection and review of patient-
specific data. 

“For purposes of patient assessment, the process 
established by an organization for obtaining 
 appropriate and necessary information about each 
 individual seeking entry into a health care setting or 
service. The information is used to match an individu-
al’s need with the appropriate setting, care level, and 
intervention.”6

Baseline: “A set of critical observations or data used 
for comparison or a control.”7

Clinical practice guidelines: Systematically devel-
oped statements to assist practitioner and patient deci-
sions about appropriate health care for specific clinical 
circumstances.

Concurrent: An activity that takes place in real time; 
care in progress.

Failure Mode and Effects Analysis (FMEA): A proac-
tive approach to prevent or lessen the chances of a sen-
tinel event from occurring, or reducing the risk/liabil-
ity when an event occurs. This differs from root cause 
analysis, which is done after a sentinel event occurs 
and is a retrospective review of a process or processes. 
As with other QI/PI models, FMEA is an analysis tech-
nique drawn from non-medical industry. FMEA is an 
exercise that allows identification of the probabilities 
for “failure” at any point in the implementation of a 
process. In utilizing this technique, three questions 
must be answered: 

• What are the steps of the process?
• Where is the process most likely to fail?
• How can we minimize the effects of these 

failures?
FMEA incorporates many of the same tools that are 

used in other QI/PI models. In determining the possi-
ble effects of potential failures, it is possible to quan-
tify the likelihood, severity, and probability of detect-
ing and preventing each failure. This allows providers 
to determine how critical each failure will be and give 
it a priority ranking. It allows one to avoid errors or 
failures before putting new processes in place.

JCAHO, in its leadership standards, addresses the 
requirements for the use of FMEA and root cause anal-
ysis by organizations seeking accreditation. These 
requirements are specific to the level of care provided 
by the organization. 

Focused review: A formal review of one particular 
indicator, procedure, or practitioner over a specified 
time frame. It can be retrospective or concurrent.

Goal: The result that a department, service, or orga-
nization aims to accomplish. Also, a statement of 
attainment/achievement that is proposed to be accom-
plished or attained.8

Hazard analysis: The process of collecting and eval-
uating information on the circumstances leading to a 
higher risk for adverse outcomes. These circumstances 
or conditions are not related to the disease process or 
the condition for which the patient is being treated.

High risk: Patients at risk if the aspect of care is not 
provided correctly and in a timely manner. It may be 
that the patients themselves are at risk due to physical 
status, or it may be that the complexity and/or risk of 
complications related to the procedure puts the 
patients at risk.

High volume: The procedures or treatments that 
occur frequently, on a regular basis, or affect a large 
patient population.

Important aspects of care: Clinical or service-related 
activities that involve a high volume of patients, entail 
a high degree of risk for patients, or tend to produce 
problems for staff or patients. Such activities are 
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deemed most important for purposes of monitoring 
and evaluation.8 

Indicator: Well-defined, measurable, objective state-
ment related to the structure, process, or outcomes of 
care; direct attention to problems or opportunities to 
improve care.8 

Methodology: The strategies, models, or steps for 
gathering and analyzing the data in the quality 
improvement/performance improvement process.

Near miss: ”Any process variation that did not affect 
the outcome, but for which a recurrence carries a sig-
nificant chance of a serious adverse outcome. Such a 
near miss falls within the scope of the definition of a 
sentinel event, but outside the scope of those sentinel 
events that are subject to review by the Joint Commis-
sion under its Sentinel Event Policy.”6

Nursing process: A systematic approach to nursing 
practice utilizing problem-solving techniques, includ-
ing the components of assessment, planning, imple-
mentation, and evaluation.

Occurrence screens: Data that are used to identify 
individual variations in care, which are reviewed and 
confirmed by peer review and entered into a database 
to identify trends and/or patterns.8

Outcome identification: The intended, or realisti-
cally expected, correction of the patient’s problem by a 
certain point in time.

Peer review: The examination and evaluation by 
associates of a practitioner’s clinical practice. Individu-
als are evaluated by recognized, established standards. 
Physicians review physicians, registered nurses review 
registered nurse, etc.

Performance expectation: The desired condition or 
target level for each performance measure.

Performance measure: A quantitative tool (eg, rate, 
ratio, index, percentage) that provides an indication of 
an organization’s performance in relation to a specified 
process or outcome. (See also process measure and 
outcome measure.)6

Population: The entire set of individuals sharing 
some common characteristics (eg, all patients with a 
particular disease, undergoing the same procedure, or 
of the same demographics).

Problem-prone: Those processes or steps that com-
monly generate incidents or barriers for patients and/
or staff.

Process: A goal-directed, interrelated series of 
actions, events, mechanisms, or steps. An interrelated 
series of events, activities, actions, mechanisms, or 
steps that transform inputs into outputs.6

Retrospective: A review that begins with a current 
manifestation and links this effect to some occurrence 
in the past; post-discharge or post-procedure; not 
concurrent.

Root cause analysis: “A process for identifying the 
basic or causal factors that underlie variation in perfor-
mance, including the occurrence or possible occur-
rence of a sentinel event. A root cause analysis focuses 
primarily on systems and processes, not individual 
performance. It progresses from special causes in clini-

cal processes to common causes in organizational pro-
cesses and identifies potential improvements in pro-
cesses or systems that would tend to decrease the 
likelihood of such events in the future, or determines, 
after analysis that no such improvement opportunities 
exist.”9

Sentinel event: ”An unexpected occurrence involv-
ing death or serious physical or psychological injury, 
or the risk thereof. Serious injury specifically includes 
loss of limb or function. The phrase ‘or the risk thereof’ 
includes any process variation for which a recurrence 
would carry a significant chance of a serious adverse 
outcome. Such events are called ‘sentinel’ because 
they signal the need for immediate investigation and 
response.”9

Standard: ”A statement that defines the perfor-
mance expectations, structures, or processes that must 
be substantially in place in an organization to enhance 
the quality of care.”6

Structure: Organizational characteristics, fiscal 
resources, and management qualifications of health 
professionals; physical facilities and equipment; envi-
ronment where care takes place.10
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