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M o n o g r a p hM o n o g r a p h

PURPOSE: Your Health Center has a critical fiduciary duty both to ensure excellence in

clinical care and to manage Health Center operations in a manner that is effective and effi-

cient.  In order to carry out these responsibilities, Your Health Center’s Governing Board and

staff are actively committed to assessing and continuously improving quality in everything

the Center undertakes.  This Quality Management (QM) Plan presents methodologies that

will help achieve the Center’s vision of quality on behalf of patients, families, other visitors,

the Health Center Board and staff, and all appropriate funding and oversight agencies.  In

furtherance of this Plan, Your Health Center will also work with external partners (especially

its immediate community) to increasingly broaden the Center’s sphere of influence and better

enable the Center to impact policies and resulting health care quality at all levels.

This QM Plan includes three interrelated sections: 

◆ The first section describes how the organization structures its Quality Management

activities, reflecting performance improvement guidelines mandated by the Joint

Commission on Accreditation of Healthcare Organizations (JCAHO) and the Bureau of

Primary Health Care (BPHC) Program Expectations.

◆ The second section describes the three phases of Quality Management activity.

◆ The third section describes specific additional components of a quality program

required by many health plans.

Enter information pertaining to your Health Center

Explanation and Suggestions
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n I. STRUCTURE OF THE QUALITY 
MANAGEMENT PROGRAM

A. Definition Of Quality

Your Community Health Center believes that the
health status of our patients is directly related to the
quality of care delivered at the Center.  We believe
that quality includes all facets of our organization—
clinical, managerial, administrative, and facility-
related.  All organizational improvement activities
center on improving quality, and all quality-related
activities ultimately have the potential to impact the
health of our patients.  

We affirm that the quality process begins with our
organizational Mission, our quality Vision, and our
core Values.  All quality-related activities are focused
on designing, implementing, monitoring, and
improving a total system to meet these constructs. 

Consistent with this focus, Your Health Center has
adopted the following specific definition of quality:

“Quality is the degree of excellence of our processes, 
performance, decisions, and human interactions.”

–  Dale Benson MD, FACPE1

The Center’s definition and resulting application of
quality, and its inclusion of appropriate Quality
Assessment and Quality Improvement activities, will
at all times remain consistent with BPHC Program
Expectations, the ambulatory care standards of the
Joint Commission on Accreditation of Healthcare
Organizations, appropriate guidelines of the Federal
Tort Claims Act (FTCA), and ongoing results of the
BPHC Health Disparities Collaboratives.

B. Purpose

The purpose of Your Health Center’s Quality
Management (QM) Program is to enhance the health
of our patients and to enable us to achieve our vision
of quality in all that we do, by continuously improv-
ing the degree of excellence of our Center’s processes,

provider and support staff performance, decisions,
and human interactions.

(Here we succinctly describe what we intend to 
accomplish with this program.)

C. Scope Of Program

The scope of the program is comprehensive and
includes all clinical and administrative departments
and activities that have a direct or indirect influence
on the quality and outcome of care delivered to all
Your Health Center patients.  This scope includes 
primary care, dental, family planning… (all provider 
disciplines and patient care programs are to be included
here).

All services (and sites, as appropriate) will be
approved by BPHC in order to ensure compatibility
with Program Expectations and provider coverage
under FTCA guidelines.  

For services provided to Center patients through
written agreement (specialists, hospital services, etc.),
the Center will perform all necessary “due diligence”
before signing the agreement.  For instance, the
Center will ensure that hospital-based OB providers
are appropriately credentialed and privileged and
that their competence has been evaluated prior to
finalizing a written referral agreement.  Through this
mechanism, the Center will ensure that patients
receive acceptable quality of care in these external
settings.  

(Here we document that the QM program covers all activ-
ities that have the potential to impact the health of
patients, either directly or indirectly.)

D. Program Accountabilities and 
Responsibilities

1. Accountability

Your Health Center Governing Board is ultimately
accountable for the quality of care provided at Your
Health Center. The Board holds the Chief Executive
Officer accountable for the efficient and effective
functioning of the Quality Management program.

In addition, provider credentialing requirements (per
BPHC PIN 2002-22) will be specifically detailed in

1 While this is an excellent working definition of quality,

others also exist.  Each Center should select or develop the

definition it feels is most appropriate.
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writing by the Governing Board, based on recom-
mendations from Center management (especially
the Medical Director).

2. Responsible Individuals

a. The Director of Quality has overall opera-
tional responsibility for the Quality
Management program. This position reports
to the Chief Executive Officer.

(Organizations should seriously consider hiring a full-
time Director of Quality.)

(A frequent mistake is to have the Director of Quality
report to the Medical Director; it must be remembered
that quality involves the entire organization.)

b. The Medical Director is specifically responsi-
ble for the provider performance assessment
and improvement component of the Quality
Management program.  This position also
reports to the Chief Executive Officer.

The Medical Director is also responsible for
recommending provider credentialing
requirements to the Board, in accordance
with BPHC PIN 2002-22, in order to mini-
mize the Center’s exposure to malpractice
claims.  These recommendations will address
both the requirements for credentialing and
the specific application of those requirements
in ongoing practice.

E. Organizational Structure

1. Governing Board 

The Governing Board will take an active fiduciary
role in the continual improvement of quality at Your
Health Center. The Board reviews and approves the
overall Quality Management program annually;
receives and acts upon reports presented to it by the
QM program; and ensures the availability of
resources and systems to support all QM activities.

2. Board Quality Management 
Committee

The Board Quality Management Committee is a
standing committee that monitors the ongoing effec-
tiveness of the Quality Management program and
ensures that the Board fully understands and is
actively involved in Your Health Center’s QM pro-

gram. It is staffed by the Center’s Director of Quality
and meets at the discretion of the chair (at a mini-
mum, every other month). 

3. Corporate Quality Committee 
(CQC)

The Corporate Quality Committee has the responsi-
bility to oversee all of the Quality Assessment and
Quality Improvement activities at Your Health
Center. This Committee also addresses all corporate-
level issues that relate to quality.  The CQC reports
its activities and findings to the Board Quality
Management Committee.

Your Health Center recognizes the important role of
leadership in its quality program, as well as the need
for broad-based representation from all Center stake-
holder groups.  Accordingly, the Corporate Quality
Committee comprises the members of the Executive
Staff, the Medical Director, representative providers,
representatives of other major job categories, and
representatives of Health Center programs.  The CQC
meets monthly, and the chair is appointed by the
Chief Executive Officer.

(Smaller organizations will have just one CQC.  Larger
organizations should have departmental or discipline-
level Quality Committees that report up to the Corporate
Quality Committee.)

F. Integration and Coordination

Your Health Center’s Quality Management program
is fully integrated into the Center’s ongoing opera-
tions through participation of all departments, disci-
plines, and cross-functional groups/teams.  The Risk
Management and Utilization Review programs are
closely coordinated with the overall QM program.

The Director of Quality coordinates the Program,
with active assistance from the Chief Executive
Officer, the Medical Director, the Corporate Quality
Committee (CQC), and the Board Quality
Management Committee.

(Integration and coordination are important to the Joint
Commission.  This section confirms that QM activities are
integrated throughout the entire organization, and it
identifies how QM activities are coordinated.)
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n G. Improvement Approach

Your Health Center concurs with the improvement
approach described by the Joint Commission, as
described in JCAHO’s chapter on “Improving
Organization Performance” (from the ambulatory
care accreditation standards manual).  Each of the
five steps for organizational improvement (below)
has been carefully addressed and has been built into
Your Health Center’s Quality Management Plan.

Plan: The Program is systematic, organization-
wide, and collaborative.

Design: Process improvement activity is designed
to be patient- focused; consistent with
Your Health Center’s Mission, Vision, and
Values; as state-of-the-art as resources will
allow; and complete, with built-in perfor-
mance expectations.

Measure: Data are collected for all essential compo-
nents of the Health Center’s total pro-
gram.  Data relate to processes, perfor-
mance, outcomes, appropriateness of
decisions, and patient/staff satisfaction.

Assess: Assessment is based upon both predeter-
mined benchmarks (internal and exter-
nal) and statistical quality control tech-
niques as appropriate.

Improve: Processes are continuously and systemati-
cally improved using appropriate method-
ologies, and are then re-assessed (through
measurement) at predetermined intervals.

In addition, the program’s improvement approach is
consistent with FTCA guidelines, specifically the
reduction of malpractice exposure through a Risk
Management program which generates improve-
ments in response to claims data (see III. C., below).

(Confirms that the Joint Commission’s five steps for 
organizational improvement have been built into the 
QM plan.)

H. The Role of Management in 
the QM Program

(Describes the basic philosophy upon which this Plan is
built.)

The philosophy of Your Health Center is that the
Quality Management program focuses on both
Quality Assessment activities (monitoring and evalu-
ation of important aspects of care) and the support-
ing and ongoing monitoring of Quality Improvement
activities.  Leadership and management are respon-
sible for ensuring that the organization is moving
toward its quality vision, and for ensuring that the
Quality Management program is operating effec-
tively. Management is also responsible for all prob-
lem resolution activity.

An “Internal Roles” chart defining the role of man-
agement within the QM program can be found in
the Appendix.

I. Confidentiality and Conflict 
of Interest

The Quality Management program will be conducted
in such a manner as to ensure organizational compli-
ance with appropriate policies concerning
Confidentiality and Conflict of Interest, as well as
with all HIPAA requirements concerning patient/staff
confidentiality and privacy issues.

(Ensures compliance with HIPAA confidentiality require-
ments, as well as with the organization’s Conflict of
Interest policy.)

The philosophy of Your Health Center is that the Quality Management

program focuses on both Quality Assessment activities (monitoring 

and evaluation of important aspects of care) and the supporting and

ongoing monitoring of Quality Improvement activities.
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II. THE ESSENTIAL COMPONENTS 
OF QUALITY MANAGEMENT

(Mandates ongoing assessment — through measurement
— of processes, performance, decisions, and human inter-
actions in all components of the organization having the
potential to impact patient health.)

(Mandates continual improvement of processes, perfor-
mance, decisions, and human interactions in all compo-
nents of the organization having the potential to impact
patient health.)

OVERVIEW: Your Health Center’s Quality
Management program has three fundamental phases:
Quality Assessment (through measurement and evalu-
ation), Quality Improvement (both clinical and organi-
zational), and provider-specific quality activities.  
The Corporate Quality Committee meetings (and any
departmental quality meetings) focus on monitoring
and encouraging these three activities throughout 
the organization.

A. Quality Assessment 

In the Quality Assessment phase of the Center’s QM
program, the leadership and management of Your
Health Center selects important components of our
total program (clinical, managerial, administrative,
and facility-related) that have the potential to impact
the health of our patients, directly or indirectly.  For
each of these components, specific indicators are
developed, measured, and monitored on a continu-
ing basis. The Corporate Quality Committee tracks
these activities, as well as all resulting improvement
activities.

(As noted previously, larger organizations may have
department-specific quality committees.  In this case, 
evaluation and tracking would be done first at the
department level, then results would be passed up to 
the Corporate Quality Committee.)

1. Indicator Selection

The management of the Health Center, in conjunc-
tion with the Corporate Quality Committee, is
responsible for the selection of quality indicators to
be included in Quality Assessment activity.  The
Center will begin with a few indicators, then add
more indicators over time as the Quality Assessment

phase becomes more comprehensive.

Your Health Center will choose from HEDIS and
other currently available indicators.  In addition,
management will develop evidence-based, Center-
specific indicators that represent important aspects of
care as delivered by Your Health Center.

Other areas for indicator development that Your
Health Center will address over time include:

a. Clinical and management indicators result-
ing from the ongoing work of the BPHC
Health Disparities Collaboratives.

b. Indicators relating to the Center’s long-term
quality vision.

c. Indicators flowing from BPHC Program
Expectations: patient satisfaction, access,
quality of clinical care, quality of the work-
force, work environment, cost, productivity,
health status, and outcomes.

d. Indicators resulting from the Institute of
Medicine’s six Aims for Improvement: safe
care, effective care, patient-centered care,
timely care, efficient care, and equitable care.

2. Indicator Measurement

For each indicator, management develops a plan for
how data will be collected and how often the data
will be reviewed by the CQC. In addition, manage-
ment sets specific targets for each indicator, to
include a goal and a quality action point
(threshold for improvement).  Data are then collected,
according to the plan; summarized; and presented to
the Corporate Quality Committee on a scheduled basis.

3. Indicator Assessment

The Corporate Quality Committee will analyze the
data for each indicator and determine whether or
not Quality Improvement activity must take place.
The Committee will analyze the data with respect to
both Center-specific trends and external benchmark-
ing standards, as well as in relation to the “thresh-
old” (quality action point) originally determined by
management. 

(Describes how measurement data are evaluated and 
how a decision is made to initiate Quality Improvement
activity.)
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The results of indicator measurement activity are
reported throughout the organization through the
Minutes of the Corporate Quality Committee.

5. Indicator Tracking

When the Corporate Quality Committee directs that
Quality Improvement activity must take place, man-
agement then has responsibility for selecting and
training an improvement team and ensuring that
needed improvement actually occurs.  The CQC will
track the progress of the improvement activity at
each of its subsequent meetings until actual
improvement has been documented.  When the
improvement activity has been completed, the
Corporate Quality Committee will then periodically
re-analyze the ongoing data to ensure that the
improvement activity has been successful and that
the results are sustained over time.

(Describes the procedure for tracking the results of indicator
improvement activity, and for ensuring that identified 
problems are actually resolved and long-term improvements
are realized.)

B. Quality Improvement

(The Joint Commission requires that the organization have
a method to prioritize improvement activity.  The Quality
Assessment process will identify and help prioritize this
activity.  Further discussion regarding prioritization by the
Corporate Quality Committee should address the identifica-
tion of high risk, high volume, problem-prone, and high
profile issues.)

Your Health Center has identified three primary
methods (as described below) for resolving prob-
lems identified in the Assessment phase and for
improving organizational performance.  The
Corporate Quality Committee will support and
monitor teams involved in Quality Improvement
activity and will ensure that all replicable results of
the Health Disparities Collaboratives and other
appropriate internal and external entities are avail-
able to Your Health Center improvement teams.  In
addition, the Corporate Quality Committee will
ensure that the teams are appropriately trained and
adequately supported by management.  Once a team
completes its improvement activity, the CQC will
periodically reassess the issue addressed to ensure

that improvement is effective and ongoing.

The three primary methods for resolving problems or
taking advantage of opportunities for improvement
are as follows:

1. “Pilot Method” (based in the 
Plan-Do-Study-Act Cycle)

(“Pilots” empower all staff and providers to try any
improvement ideas. When a pilot is established, the docu-
mentation should answer three questions: 1) What are
we trying to accomplish?  2) What changes can we make
that will result in improvement?  3) How will we know
that a change is actually an improvement?)

All Center departments and employees are encour-
aged to pilot improvement opportunities using the
Plan-Do-Study-Act (PDSA) Cycle. The CQC may also
determine that the pilot method should be used to
generate improvement in the performance of specific
indicators.

Pilots must include both a baseline measurement
and a built-in plan to determine the effectiveness
(and, when appropriate, the replicability) of the
improvement.  A target date for conclusion of the
pilot must also be pre-established.  Management is
responsible for tracking and supporting all pilots.
The Corporate Quality Committee monitors progress
of the pilots; if a pilot is successful, the resulting
improvement is then incorporated into the Health
Center’s policies and procedures. 

2. “10-Step Improvement Method”

The Center uses the “10-Step Improvement Method”
(see Appendix) for formalized improvement activity;
all problems and opportunities for improvement
requiring comprehensive evaluation and identifica-
tion of a related improvement will be addressed
through the 10-Step Method.  Health Center teams
work through this methodology one step at a time to
improve issues identified in the Quality Assessment
phase; these “10-Step teams” are appointed by
appropriate departmental or corporate leadership.
The Corporate Quality Committee is responsible for
supporting and monitoring the 10-Step process.  

(NACHC’s “Quality Management for Health Centers” sem-
inar teaches the 10-Step Method.  Other effective methods
also exist, of course; this model is used here primarily as one
example of a formal improvement methodology.)
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3. “Reengineering”

When it is determined that major process improve-
ment must take place or that certain processes are 
so dysfunctional that they must be completely
redesigned, Your Health Center will initiate reengi-
neering activity. The Chief Executive Officer will
appoint a reengineering team.  This team will be
fully trained in reengineering techniques, and every
team will be assigned a facilitator skilled in reengi-
neering.  The Corporate Quality Committee will
monitor all reengineering activity.

(Reengineering is a dramatic, frequently necessary, and
effective improvement methodology.)

C. Provider Performance 
Assessment and Improvement

(Although provider patient care activity is included as an
integral part of Quality Management, provider activities
relating to quality — and nearly all such activities do —
are so important and often so problematic that specific
emphasis must be placed on this functional area in the
QM Plan.)

(The specific activities noted below generally apply to
“licensed independent practitioners” as defined by the
Joint Commission.)

1. Clinical Guidelines

The provider staff has identified/developed Your
Health Center’s specific evidence-based clinical guide-
lines, as grounded in national standards, the ongoing
work of the BPHC Health Disparities Collaboratives,
and JCAHO’s four criteria for guideline development
(Select, Implement, Evaluate, and Refine).  In addi-
tion, the provider staff has developed — and the

Medical Director is responsible for—health assess-
ment/maintenance plans and clinical outcome indica-
tors.  Specialty practitioners are consulted as needed
in the ongoing development of these items.

2. Peer Review and Clinical 
Guidelines Audits

The Medical Director is responsible for ensuring that
Peer Review Audits and Clinical Guidelines Audits
are conducted as scheduled.  Each question on 
these Audits becomes an indicator in the Quality
Assessment phase, with a predetermined target, a
plan for data collection, and a schedule for frequency
of review.

3. Provider Performance 
Improvement Activity

When Quality Improvement activity becomes neces-
sary as the result of Peer Review and Clinical
Guidelines Audits, the Medical Director appoints
provider representatives to a team commissioned to
complete either a pilot, the 10-step method, or
reengineering (whichever is most appropriate).

4. Integration with Organization-
wide QM Program 

(This section recognizes that provider-specific assessment/
improvement activities must be integrated into the overall
QM program.)

The Medical Director is responsible for the resolution
of any clinical problems identified, as well as for
ongoing Quality Improvement activity in the clinical
area.  Provider Quality Improvement activities are
continuously monitored by the Corporate Quality
Committee.

. . . all problems and opportunities for improvement requiring com-

prehensive evaluation and identification of a related improvement

will be addressed through the 10-Step Method. 
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n III. ADDITIONAL COMPONENTS 
OF THE QM PROGRAM

(These important activities are often specifically required
by health plans as part of a Health Center’s QM Plan.
They are definitely appropriate for a quality program
and should be built into Quality Assessment and Quality
Improvement activities.)

A. Utilization Management

Your Health Center’s Utilization Management pro-
gram provides a comprehensive process through
which review of inpatient and outpatient services is
performed in accordance both with quality clinical
practices and with the guidelines and standards of
local, state, and Federal regulatory entities. 

The Utilization Management program is designed to
monitor, evaluate, and manage the quality and time-
liness of healthcare services delivered to all Your
Health Center patients.  The program provides fair
and consistent evaluation of the medical necessity
and appropriateness of care, through use of nationally
recognized standards of practice and internally 
developed clinical practice guidelines.

(Monitors the appropriateness of care.)

B. Credentialing, Re-credentialing, 
and Privileging

The Center’s credentialing and privileging processes
accomplish initial credentialing, required re-creden-
tialing, and specific privileging for all contracted and
employed providers.  This ensures appropriate quali-
fications to provide care and services, and it verifies
the absence of any State and CMS-imposed sanc-
tions.  Specific quality indicators addressing the cre-
dentialing and privileging processes are part of the
Center’s QM program.

(Monitors the effectiveness of the credentialing, 
re-credentialing, and privileging process.)

C. Risk Management

Your Health Center’s Risk Management program
monitors the presence and effectiveness of patient
risk minimization activity, including incident reports,
sentinel events, infection control, lab quality control,
and patient safety.  These risk minimization activities
will be proactive whenever possible, incorporating
safeguards against exposure to medical malpractice
into Center policies and procedures.  Improvements
to related processes and policies will also result from
QM activities, based on malpractice claims data
whenever appropriate. 

The Corporate Compliance program is also a part of
Risk Management.  The total Risk Management pro-
gram is closely integrated with Your Health Center’s
Quality Management Plan. 

(Monitors the organization’s patient risk minimization
activity, including incident reports, sentinel events, and
Corporate Compliance.)

D. Health Records

Your Health Center will achieve continued excel-
lence with respect to its health records. These records
will be maintained in a manner that is current,
detailed, secure, and enabling of effective, confiden-
tial patient care and quality review.  Health records
will reflect all aspects of care and will be complete,
accurate, systematically organized, legible, authenti-
cated, and readily available to all appropriate health
care practitioners and other necessary parties, in
strict accordance with HIPAA guidelines. 

(Monitors the accuracy, timeliness, completeness, 
privacy, and security of the Center’s health records.)

The Corporate Compliance program is

also a part of Risk Management.  

The total Risk Management program 

is closely integrated with Your Health

Center’s Quality Management Plan.
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n Internal Roles in  Quality Management (QM)

CQC and Related Quality Committees ABC Health Center Management

1. Assist management in identification of key 1.  Delineate organizational scope of care;
processes and related indicators (structure, dentify key processes and related indicators  
process, outcome). (structure, process, outcome).                        

2. Annually evaluate overall QM Program. 2.  Appoint appropriate committees.

3. Quality Assessment phase: 3.  Manage data collection:

◆ Ensure that appropriate indicators are ◆ Provide data to QM Committees as 
being actively monitored. scheduled

◆ Assess indicator measurement data. ◆ Establish thresholds (Quality Action
Point levels). 

◆ Initiate Quality Improvement plans 
as needed.

4. Quality Improvement phase: 4.  Manage Quality Improvement activities:

◆ Support and monitor all Quality ◆ Solve problems.
Improvement activities: Pilots, 10-Step ◆ Develop policies & procedures 
Method, and Re-engineering. development as needed.

◆ Evaluate effectiveness of QI activities, and ◆ Manage Pilots, 10-Step Method 
document improvements. projects, and Re-engineering projects.

◆ Assign responsibility for improvements.

5. Report up through Quality Management 5. Report to CEO through Corporate
channels. Quality Committee.
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Your Health Center

1 0 - S T E P I M P R O V E M E N T M E T H O D

1. Identify the problem or opportunity to improve.

2. Identify the related process.

3. Measure the problem or opportunity.

4. Identify the customer(s) of the process.

5. Determine customer requirements.

6. Determine possible causes of the problem/opportunity.

7. Determine possible improvements.

8. Prioritize and choose one possible improvement.

9. Test and measure the possible improvement.

10. If the possible improvement is not successful, select/test/
measure another.  If the possible improvement is successful,
continue to monitor the new process and its results.
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