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Invited Commentary
Quality Verification
Enhanced a Tertiary Care

Hospital’s Response to COVID-19

James Fleshman, MD, FACS, FASCRS,
Steven Newton, MPH, FACHE

Dallas, TX

The authors of this systematic review, the second in a
series of 3 regarding the impact of the mechanisms of
quality improvement, have effectively clarified and justi-
fied the areas of quality improvement that push us toward
better care for our patients.1 They should be congratulated
for the value of this article and for the associated effort to
establish a Quality Verification program within the
Division of Research and Optimal Patient Care at the
American College of Surgeons (ACS).
The Standards for Quality Evaluation and Performance

throughout the practice of surgery have been described by
members of the author’s team in the “Red Book,” pub-
lished by the ACS as the Optimal Resources for Surgical
Quality and Safety by David Hoyt, Clifford Ko, et al in
2017. These standards serve as the basis for the review
of a surgical institution to determine whether a high
reliability organization is in place for the management
of quality surgical care.
Our institution was visited by the Quality Verification

team to perform a high reliability organization review in
September of 2019. The preceding 9 months of 2019
were used to get ready for the review by performing an in-
ternal review across all departments and to consider ways
to enhance the quality improvement program for our
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organization. Our preparation was extensive, and it
revealed significant helpful insights. We attempted to
identify and relate all sources of data that revealed out-
comes of care. We followed the path of the data to iden-
tify who uses it to improve process opportunities or
individual episodes of care. We discovered a tremendous
amount of data, but realized that these data sometimes
ended with a grading of the episode of care without mov-
ing further to inform process or episodic care improve-
ment. The difference between peer review and case
review was difficult to unwind. The sources of the data
were found to be separated, simultaneously parallel, based
on trained individuals’ review and scrutiny of the medical
record or administrative data. The committee structure
and individual case review process was sound but the
peer review process was more nebulous. We were pleased
to receive a report from our Quality Verification team
that gave us concrete ideas for improvement while also
affirming our successes.
Before, during, and after the Quality Verification

review, our quality program made several interventions
to improve performance and decrease the probability of
avoidable harm to patients. Physicians were added to
healthcare improvement teams evaluating hospital patient
safety program data and developing approaches for detect-
ing process and care improvement opportunities.
Applying the same approach to surgical Case Review as

part of the Peer Review process has provided an ongoing
list of projects that contribute to quality improvement.
These opportunities are collected and referred to the over-
seeing Professional Standards Committee. The newly
established multidisciplinary Clinical Performance Com-
mittee was created to manage the identified quality
improvement tasks, under the auspices of the Medical
Executive Committee of the hospital. In cases of process
inefficiency, the Operational Efficiency Committee, also
multidisciplinary in composition, has become the lead
effector for developing more efficient practices, also under
the supervision of the Medical Executive Committee. Our
Professional Standards Committee chair saw the opportu-
nity to standardize the Case Review process across all
clinical departments and required Peer Review chairs to
attend other Peer Review meetings to learn and teach.
All new members of a Peer Review Committee now

receive standardized education on the process. The curric-
ulum includes definition of peer review, case review, and
ongoing professional practice evaluation, identification of
data sources, expected functions of the provider members,
supporting coordinators and abstractors, and the
preferred method of reviewing each case for opportunities
to improve.
There have been many other positive changes realized
as a result of this process. The Medical Executive Com-
mittee of the hospital has appointed a Surgical Safety
and Quality Officer for the Department of Surgery and
created a Medical Safety and Quality Officer as a collab-
orative effort. The Operating Room Utilization Commit-
tee is led by surgeons, anesthesiologists, and nursing
administration personnel to adjudicate scheduling and
crisis issues based on reliable data. The surgeon’s dash-
board, provided to each surgeon every 6 months, brings
transparency to data being collected on each surgeon in
the hospital, and allows the Surgical Safety and Quality
Officer to develop Quality Improvement projects relevant
to our practices. The metrics in the dashboard are
reviewed yearly for relevancy. The Critical Care Peer
Review process has been separated from the individual
specialty departments to provide true peer review of
critical care cases across specialties. The focus is now on
identifying opportunities for improvement rather than
grading care. We have established leadership education
seminars for junior faculty, which review relevant
literature to emphasize leadership as a means to creating
a culture of safety.
Not surprisingly, these efforts substantially contributed

to the success of our response to the COVID-19
pandemic starting in March 2020. The September 2019
Quality Verification review was only 6 months before
the first cases of COVID-19 in Dallas. Our report from
the review gave us a number of areas on which to focus,
and the collaboration of teams preparing for the review
helped to establish the transparency and trust that proved
essential to rapid adaptation to the challenges of the
pandemic.
Enabled by work already accomplished to prepare for

the visit, our teams performed well in the face of the
many challenges posed by COVID. The operating
room closed to elective cases by order under the personal
protective equipment shortage and isolation require-
ments, while continuing to safely provide operative care
for patients with emergent and urgent problems, under
the guidance of the Operating Room Utilization Com-
mittee, with no transmission of disease and without
compromising safety or care. The Critical Care teams
worked together to develop containment areas and
coverage teams, based on the work already done to
improve quality and combine the peer review process.
The data needed to respond to the changes in hospital
use and outcomes of patients were already being provided
to the quality teams and were used to determine the need
for volunteer staff coverage, the availability of beds and
equipment, areas of isolation needed, and the willingness
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and capability of providers to serve the patients. This
essentially turned our hospital into 2 distinct, functionally
self-contained hospitals in the same buildinge1 for
COVID patients and 1 for those without COVID.
Outcomes were positive. Data-informed selection

criteria gave us a higher than expected survival rate for
the most severely ill COVID patients on extracorporeal
mechanical oxygenation. Outcomes data were continu-
ously reviewed. Changes in care process based on data
occurred more rapidly and with high reliability.
Quality Verification may bring the same impressive

results to other institutions. Multi-professional teams of
caregivers critically evaluating data, collaborating to iden-
tify and act upon improvement opportunities in a climate
of trust, with a common goal of achieving high reliability
in quality and safety, can change the world for our
patients.
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