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Handout 5.1
Developing a Refined Improvement Goal
	

ETHICS ISSUE 1: Shared Decision Making with Patients—Advance Care Planning 

	
1. Ethics Issue 
	2. Ethical
Standard Source(s)
	3. Ethical 
Standard
Description(s) with Exclusions
	4. Best Ethics Practice “Should”
	5. Metric
	6. Current 
Ethics 
Practice “Is”
	7. Reality Check
	8. Achievable Goal
	9. Refined
Improvement Goal

	A recent accreditation review of primary care health records found that only a few patient requests for assistance with completing an advance directive were followed up on by clinic staff.
	VHA Handbook 1004.2 Advance Care Planning and Management of Advance Directives 

	VHA Handbook states that additional information about advance directives and/or assistance in completing the forms must be provided for all patients who request this service.
Exclusion(s): 
Patients who change their minds about their requests for assistance, who withdraw from the Health Care System, or who now lack decision-making capacity.
	Primary care patients who request assistance with completing an advance directive should receive it [unless patients change their minds about their requests for assistance, withdraw from the Health Care System, or who now lack decision-making capacity].

	Numerator:
The number of primary care patients provided with assistance as measured by a note template completed by a social worker or someone equally trained ____________
Denominator:
Total number of primary care patients who requested assistance with completing an advance directive
Method: 
Record review
Sample size: 30
Time frame for data collection: 1 week
	Current ethics practice was determined based on a review of 30 primary care patient health records. 
Currently, 10% of primary care patients who have a documented request for assistance with completing an advance directive receive it. 
	1. Starting Point
2. Seriousness
3. Environment
4. Challenge
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	MODULE 3
	MODULE 4
	MODULE 5





	ETHICS ISSUE 2: Professionalism in Patient Care—Truth Telling

	
1. Ethics Issue 
	2. Ethical
Standard Source(s)
	3. Ethical 
Standard
Description(s) with Exclusions
	4. Best Ethics Practice “Should”
	5. Metric
	6. Current 
Ethics 
Practice “Is”
	7. Reality Check
	8. Achievable Goal
	9. Refined
Improvement Goal

	The quality manager for surgical services found a number of instances in which adverse events that caused harm should have been disclosed to patients or personal representatives were not disclosed.
	VHA Handbook 1004.08 Disclosure of Adverse Events to Patients
	There is an unwavering ethical obligation to disclose to patients harmful adverse events that have been sustained in t he course of care, including cases where the harm may  not be obvious, or where there is potential for harm to occur in the future. 

Exclusion(s):
Patient is deceased, incapacitated, or otherwise unable to take part in the pro-cess, and there is no personal representative.
	Adverse events that cause harm to patients on surgical services should be disclosed to the patient or 
personal 
representative [unless patient is deceased, incapacitated, or otherwise unable to take part in the pro-cess, and there is no personal representative].
	Numerator:
Number of adverse events that caused harm to patients that were disclosed to patients or 
personal 
representatives 
____________
Denominator:
Total number of adverse events that caused harm to patients on surgical services
Method: 
Record review
Sample size: 100%
Time frame: Past 6 months
	Current practice was determined by identifying all adverse events that caused harm to patients on surgical services over the past 6 months through a review of incident reports. The records of these patients were reviewed for a disclosure note.
Currently, 65% of adverse events that cause harm to patients on surgical services are being
disclosed to patients or
personal 
representatives.
	1. Starting Point
2. Seriousness
3. Environment
4. Challenge
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ETHICS ISSUE 3: Ethical Practices in End-of-Life Care—Other

	
1. Ethics Issue 
	2. Ethical
Standard Source(s)
	3. Ethical 
Standard
Description(s) with Exclusions
	4. Best Ethics Practice “Should”
	5. Metric
	6. Current 
Ethics 
Practice “Is”
	7. Reality Check
	8. Achievable Goal
	9. Refined
Improvement Goal

	Nursing staff on the acute care medical floor have reported that they are having an increasingly difficult time persuading physicians to round on dying patients waiting to be discharged to another care setting—and that patients continue to ask when the doctor will be in to visit and wonder why the doctor has stopped coming every day.
	American Medical Association Statement on End-of-Life Care
Facility Policy on Management of Information  
	Patients should be able to trust that their physician will continue to care for them when dying. If a physician must transfer the patient in order to provide quality care, that physician should make every reasonable effort to continue to visit the patient with regularity, and institutional systems should try to accommodate this. 
Facility Policy states that patients should receive the same care by all treating providers, and patients on acute care floors should be seen daily.  
Exclusion(s): 
Patient does not wish to have his/her physician round on a daily basis.
	Physicians should continue to round daily on dying medicine patients that are waiting to be discharged to another care setting [unless patient does not wish to have his/her physician round on a daily basis].
	Numerator:
Number of dying patients who were visited daily by a physician while waiting to be discharged to another care setting
____________
Denominator:
Total number of dying patients waiting to be discharged to another care setting

Method: 
Observation
Sample size: 
20 patients 
Time frame for data collection: 5 days
	Current practice was determined by a retrospective health record review of 5 medicine patients per physician awaiting discharge to another care
setting. 
Currently, 30% of physicians round on dying patients at least once per day while the patient is waiting to be discharged to another care setting.

	1. Starting Point
2. Seriousness
3. Environment
4. Challenge
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Handout 5.2
Writing a Refined Improvement Goal—Worksheet
(Ethics Issue 1) 
[bookmark: _GoBack][image: ]

Reality Check and Achievable Goal 
► Starting point:
1.	Is there a performance requirement for this practice?
NOTE: An example performance requirement is The Joint Commission accreditation standard for advance directives.
	Resp.
	()
	Next step

	Yes
	
	Set starting point at expected level of performance and proceed to 
Question 2.

	No 
	
	Proceed to Question 2.

	Explain:







2.	Is there benchmark or comparative data available on this issue? 
NOTE: This data can come from your own organization or similar health care institution(s) in your state or other regions. 
	Resp.
	()
	Next step

	Yes
	
	What did you learn from the data? How does this influence your achievable goal? (Answer below.) Proceed to Question 3.

	No 
	
	Proceed to Question 3.

	Explain:










► Seriousness
3. How serious is the ethics issue? Can even one occurrence of the practice be 
tolerated? Can you publicly defend your achievable goal? 
NOTE: An example of an intolerable occurrence would be to engage in research on human subjects without their informed consent.
	Seriousness of the Practice
NOTE: As seriousness increases, set achievable goal to reflect level of tolerance
(up to 100%), and proceed to Question 4.

	Explain: 








► Environment
4.	What factors in the current environment will impact our achievable goal? Will these result in setting the achievable goal higher or lower? Describe.
NOTE: The team will want to consider constraints of the local environment, as well as factors in the environment that might support a more robust improvement target. In other words, the environment can influence goal setting in an upwards or downwards way.
	Level of Impact of Environmental Factors

	Explain: 














► Challenge
5.	What achievable goal would challenge the team? 
NOTE: A stretch or challenge goal counteracts the tendency to “just do that much and no more.” You should determine what amount of improvement would make the team feel proud of their efforts and want to share the accomplishment publicly.
	Challenge Goal

	Explain: 









6.	What is your achievable goal?
NOTE: After considering starting point, seriousness, environment, and challenge, what is the achievable goal?
	Achievable Goal

	Achievable Goal:

	Explain: 







Fill in your achievable goal in the space provided in the formula at the top of the first page of this worksheet, and you’re done!
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Handout 5.3
Writing a Refined Improvement Goal—Worksheet
(Assigned Ethics Issue #_____) 
Based on columns 1–6 on Handout 5.1, you can begin the process of writing your refined improvement goal by filling in the direction of change, ethical practice, current ethics practice, and time frame sections on the formula below. After you have finished, you can move on to the reality-check questions. 
	Increase 
	Decrease 
	Percentage of 
	Number of 

		(select one)
		(select one)



	Ethical Practice* (write in)

	From 
	
	To
	

	
	Current Ethics Practice (% or n)
	
	Achievable Goal (% or n)

	By
	

	
	Time Frame (include quarter/year)


	*EXCLUSIONS: 

Reality Check and Achievable Goal 
► Starting point:
1.	Is there a performance requirement for this practice?
NOTE: An example performance requirement is The Joint Commission accreditation standard for advance directives.
	Resp.
	()
	Next step

	Yes
	
	Set starting point at expected level of performance and proceed to 
Question 2.

	No 
	
	Proceed to Question 2.

	Explain:







2.	Is there benchmark or comparative data available on this issue? 
NOTE: This data can come from your own organization or similar health care institution(s) in your state or other regions. 
	Resp.
	()
	Next step

	Yes
	
	What did you learn from the data? How does this influence your achievable goal? (Answer below.) Proceed to Question 3.

	No 
	
	Proceed to Question 3.

	Explain:










► Seriousness
3. How serious is the ethics issue? Can even one occurrence of the practice be 
tolerated? Can you publicly defend your achievable goal? 
NOTE: An example of an intolerable occurrence would be to engage in research on human subjects without their informed consent.
	Seriousness of the Practice
NOTE: As seriousness increases, set achievable goal to reflect level of tolerance
(up to 100%), and proceed to Question 4.

	Explain: 








► Environment
4.	What factors in the current environment will impact our achievable goal? Will these result in setting the achievable goal higher or lower? Describe.
NOTE: The team will want to consider constraints of the local environment, as well as factors in the environment that might support a more robust improvement target. In other words, the environment can influence goal setting in an upwards or downwards way.
	Level of Impact of Environmental Factors

	Explain: 














► Challenge
5.	What achievable goal would challenge the team? 
NOTE: A stretch or challenge goal counteracts the tendency to “just do that much and no more.” You should determine what amount of improvement would make the team feel proud of their efforts and want to share the accomplishment publicly.
	Challenge Goal

	Explain: 









6.	What is your achievable goal?
NOTE: After considering starting point, seriousness, environment, and challenge, what is the achievable goal?
	Achievable Goal

	Achievable Goal:

	Explain: 







Fill in your achievable goal in the space provided in the formula at the top of the first page of this worksheet, and you’re done!
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Handout 5.4
Developing a Refined Improvement Goal—Answer Keys
	

ETHICS ISSUE 1: Shared Decision Making with Patients—Advance Care Planning 

	
1. Ethics Issue 
	2. Ethical
Standard Source(s)
	3. Ethical 
Standard
Description(s) with Exclusions
	4. Best Ethics Practice “Should”
	5. Metric
	6. Current 
Ethics 
Practice “Is”
	7. Reality Check
	8. Achievable Goal
	9. Refined
Improvement Goal

	A recent accreditation review of primary care health records found that only a few patient requests for assistance with completing an advance directive were followed up on by clinic staff.
	VHA Handbook 1004.2 Advance Care Planning and Management of Advance Directives 

	VHA Handbook indicates that additional information about advance directives and/or assistance in completing the forms must be provided for all patients who request this service.
Exclusion(s):
Patients who change their minds about their requests for assistance, who withdraw from the Health Care System, or who now lack decision-making capacity.
	Primary care patients who request assistance with completing an advance directive should receive it [unless patients change their minds about their requests for assistance, withdraw from the Health Care System, or who now lack decision-making capacity].

	Numerator:
The number of primary care patients provided with assistance as measured by a note template completed by a social worker or someone equally trained ____________
Denominator:
Total number of primary care patients who requested assistance with completing an advance directive
Method: 
Record review
Sample size: 30
Time frame for data collection: 1 week
	Current ethics practice was determined based on a review of 30 primary care patient health records. 
Currently, 10% of primary care patients who have a documented request for assistance with completing an advance directive receive it. 
	1. Based on
accreditation standard, is required and monitored; starting point is 90%.
2. Although a serious issue, it is tolerable to miss providing assistance as there are additional opportunities to address and assist with completing advance directives when a patient is admitted to an inpatient setting.
3. Leadership support should be evident due to accreditation requirement. 
4. Challenge goal could be any % above 90%.
	90% of primary care patients who request assistance with completing an advance directive will receive it.

	Increase the % of primary care patients who receive requested assistance with completing an advance directive from 10% to 90% by Q4, 20XX.

	
MODULE 2
	MODULE 3
	MODULE 4
	MODULE 5

	ETHICS ISSUE 2: Professionalism in Patient Care—Truth Telling

	
1. Ethics Issue 
	2. Ethical
Standard Source(s)
	3. Ethical 
Standard
Description(s) with Exclusions
	4. Best Ethics Practice “Should”
	5. Metric
	6. Current 
Ethics 
Practice “Is”
	7. Reality Check
	8. Achievable Goal
	9. Refined
Improvement Goal

	The quality manager for surgical services found a number of instances in which adverse events that caused harm that should have been disclosed to patients or personal representatives were not disclosed.
	VHA Handbook 1004.08 Dis-closure of Adverse Events to Patients
	There is an unwavering ethical obligation to disclose to patients harmful adverse events that have been sustained in t he course of care, including cases where the harm may  not be obvious, or where there is potential for harm to occur in the future. 
Exclusion(s):
Patient is deceased incapacitated, or otherwise unable to take part in the pro-cess, and there is no personal representative.
	Adverse events that cause harm to patients on surgical services should be disclosed to the patient or personal representative [unless patient is deceased incapacitated, or otherwise unable to take part in the pro-cess, and there is no personal representative].
	Numerator:
Number of adverse events that caused harm to patients that were disclosed to patients or personal representatives 
____________
Denominator:
Total number of adverse events that caused harm to patients on surgical services
Method: 
Record review  
Sample size: 100%
Time frame: Past 6 months

	Current practice was determined by identifying all adverse events that caused harm to patients on surgical services over the past 6 months through a review of incident reports. The health records of these patients were reviewed for a disclosure note.
Currently, 65% of adverse events that cause harm to patients on surgical services are being
disclosed to patients or
personal 
representatives.
	1. Based on
accreditation standard, is
required and monitored; starting point is 90%
2. High level of seriousness where even one occurrence would be intolerable 
3. High level of leadership
support
4. Challenge goal would be 98%.
	95% of adverse events that cause harm to patients on surgical services will be disclosed to the patient or
personal representative.
	Increase the % of adverse events that cause harm to patients on surgical services that are disclosed to the patient or personal representative from 65% to 95% by Q4, 20XX.

	
MODULE 2
	MODULE 3
	MODULE 4
	MODULE 5





	

ETHICS ISSUE 3: Ethical Practices in End-of-Life Care—Other

	
1. Ethics Issue 
	2. Ethical
Standard Source(s)
	3. Ethical 
Standard
Description(s) with Exclusions
	4. Best Ethics Practice “Should”
	5. Metric
	6. Current 
Ethics 
Practice “Is”
	7. Reality Check
	8. Achievable Goal
	9. Refined
Improvement Goal

	Nursing staff on the acute care medical floor have reported that they are having an increasingly difficult time persuading physicians to round on dying patients waiting to be discharged to another care setting—and that patients continue to ask when the doctor will be in to visit and wonder why the doctor has stopped coming every day.
	American Medical Association Statement on End-of-Life Care
Facility Policy on Management of Information 
	Patients should be able to trust that their physician will continue to care for them when dying. If a physician must transfer the patient in order to provide quality care, that physician should make every reasonable effort to continue to visit the patient with regularity, and institutional systems should try to accommodate this. 
Facility Policy states that patients should receive the same care by all treating providers, and patients on acute care floors should be seen 
daily.  
Exclusion(s): 
Patient does not wish to have his/her physician round on a daily basis.
	Physicians should continue to round daily on dying medicine patients that are waiting to be discharged to another care setting [unless patient does not wish to have his/her physician round on a daily basis].
	Numerator:
Number of dying patients who were visited daily by a physician while waiting to be discharged to another care setting
____________
Denominator:
Total number of dying patients waiting to be discharged to another care setting

Method: observation
Sample size: 20 patients 
Time frame for data collection: 5 days
	Current practice was determined by a retrospective health record review of 5 medicine patients per physician awaiting discharge to another care
setting. 
Currently, 30% of physicians round on dying patients at least once per day while the patient is waiting to be discharged to another care setting.

	1. There is no written specific quantifiable performance expectation for daily rounding on dying patients on the medical floor. Comparative or benchmark data available did not fully illustrate a performance expectation. The ethical standard description suggests that rounding should occur on patients who are dying just as it would on any other patient. 
2. High level of seriousness since patients feel abandoned by their care providers when they are dying. A physician’s fiduciary obligation to patients doesn’t stop when hope for a cure is gone. 
3. High level of leadership support  
4. Challenge goal could be any % above 90%.
	100% or all 10 physicians should round on dying patients daily.
	Increase the number of physicians who round on dying patients on a daily basis from 3 to 10 by
Q4, 20XX.
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