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¾ Introduce the methods of using core measures to compare 

quality of health care US hospitals provide  
 

¾ Have knowledge of certain basic clinical, hospital practice 
requirements referred to as the standard of care in US 
hospitals.  
 

¾ Understand the advantages of adopting process of care 
measures that can be used to compare hospital quality and that 
can be potentially adopted in the process of accrediting and 
certifying hospitals in Nigeria.  
 

¾ Understand the need for  Nigeria to have a body similar to the 
Joint Commission or the Agency for Healthcare Research and 
Quality (AHRQ) in the US or the National Institute of Health and 
Clinical Excellence (NICE) in the UK.  
 



 
¾Quality measures hospitals report to the Centers 

for Medicare and Medicaid Services, The Joint 
Commission and the public  
 

¾For comparing hospital quality standards in the 
US with the goal of improving healthcare quality.  
 

¾Report how often patients with specific 
conditions receive care that are scientifically 
proven and evidenced based.  



¾Quality of health care  is the degree to 

which health services for individuals and 

populations increase the likelihood of 

desired health outcomes and are 

consistent with current professional 

knowledge.  (Institute of Medicine)  

 



¾ Joint Commission on Accreditation of Healthcare 
Organizations (JCAHO) - 1951, now  ôThe Joint Comm.õ 
 

¾ Independent, not for profit organization created by 
multiple healthcare bodies eg. American College of 
Physicians, American Hospital Association.  
 

¾ Accredits and certifies healthcare organizations in the 
US and is recognized as a symbol of quality.  
 

¾ Centers for Medicare and Medicaid Services: US 
government agency. Administers the Medicare and 
Medicaid social health insurance plans.  
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¾STRUCTURE: 
ü Material Resources, Operational Characteristics, 

Organizational Characteristics. Private rooms, aesthetics.  

 
¾OUTCOME:  

ü   Patientsõ health status and clinical measures. Patient 
satisfaction scores, readmission rates.  

 
¾PROCESS: 

ü Policy and procedure, clinical care and adherence to 
standards of care. Waiting times. Prescribing statins for 
heart attack and stroke patients.  

 
 
 



¾ Process of care measures 
 

¾ Assess and compare performance of provider 
hospitals  
 

¾ Evidence -based and scientifically researched 
indicators developed by  the Joint Commission and 
CMS.  
 

¾ Both bodies have aligned these measures using a 
consensus manual: the Specifications Manual for 
National Hospital Inpatient Quality Measures, for the 
purpose of ease of data collection and reporting  
 



¾Acute Myocardial Infarction  

¾Heart Failure  

¾Pneumonia 

¾Surgical Care (surgical care 

improvement program -SCIP) 

¾Childrenõs Asthma Care. 

¾Venous Thromboembolism  

¾Stroke 

 



¾Data obtained mainly from Medical 

Records and transmitted to CMS and Joint 

Commission.  

 

¾Publicly reported data on these measures 

available on a website called hospital 

compare.  

 



 

¾ Aspirin at Arrival  
¾ Aspirin Prescribed at Discharge  
¾ ACEI or ARB for Left Ventricular Systolic Dysfunction 

(LVSD). 
¾ Adult Smoking Cessation Advice/Counseling  
¾ Beta-Blocker Prescribed at Discharge  
¾ Median Time to Fibrinolysis  
¾ Fibrinolytic  Therapy Received Within 30 Minutes of 

Hospital Arrival  
¾ Median Time to Primary PCI  
¾ Primary PCI Received Within 90 Minutes of Hospital 

Arrival  
¾ Inpatient Mortality (retired effective 12/31/2010)  
¾ Statin Prescribed at Discharge  

 



 

¾Discharge Instructions  

¾Evaluation of Left Ventricular Systolic 

Function 

¾ACEI or ARB for LVSD  

¾Adult Smoking Cessation 

Advice/Counseling  

 



¾Pneumococcal Vaccination  
   
¾Blood Cultures Performed Within 24 Hours Prior 

to or 24 Hours After Hospital arrival for Patients 
Who Were Transferred or Admitted to the ICU 
Within 24 Hours of Hospital Arrival  

 
¾Blood Cultures Performed in the Emergency 

Department Prior to Initial Antibiotic Received in 
Hospital   

 
¾Adult Smoking Cessation Advice/Counseling  

 



¾ Antibiotic Timing (Median)  
  
¾ Initial Antibiotic Received Within 6 Hours of Hospital 

Arrival  
 
¾ Initial Antibiotic Selection for Community Acquired 

Pneumonia (CAP) in Immunocompetent  Patient   
 
¾ Initial Antibiotic Selection for CAP in 

Immunocompetent  ð ICU Patient   
 
¾ Initial Antibiotic Selection for CAP 

Immunocompetent  ð Non ICU Patient  
¾ Influenza Vaccination  

 



¾ Venous Thromboembolism  (VTE) Prophylaxis  
 
¾ Discharged on Antithrombotic Therapy  
 
¾ Anticoagulation Therapy for Atrial  Fibrillation/Flutter  
 
¾ Thrombolytic Therapy  
 
¾ Antithrombotic Therapy By End of Hospital Day 2  
 
¾ Discharged on Statin Medication  
 
¾ Stroke Education  
¾ Assessed for Rehabilitation  

 



¾Prophylactic Antibiotic Received Within One 
Hour Prior to Surgical Incision  

 
¾Prophylactic Antibiotic Selection for Surgical 

Patients 
 
¾  Prophylactic Antibiotics Discontinued Within 24 

Hours after  surgery End Time  
 
¾Cardiac Surgery Patients With Controlled 6 A.M. 

Postoperative Blood Glucose  
  

 



¾Appropriate Hair Removal  
 
¾Timely urinary catheter removal  
 
¾Perioperative  Temperature Management  
 
¾Proper use of beta blockers perioperatively   
 
¾Proper use of recommended Venous 

Thromboembolism  prophylaxis.  
 





¾ Aspirin: 25% reduction in MI and death.  
 
¾ Beta Blockers: 18% reduction in mortality.  
 
¾ ACE inhibitors if left ventricular ejection fraction less 

than 40%: 20% reduction in mortality  
 
¾ Smoking Cessation: 40% reduction in mortality.  
¾ Timely fibrinolytic  administration: 18% mortality 

reduction compared with no treatment  
¾ Primary PCI within 90 minutes: 20% reduction in 

mortality as compared with thrombolytics . 
¾ Statins: 16% reduction in mortality/ 25% reduction in 

recurrent MI.  
 

 



¾ACEI/ARBs: 20% mortality reduction  

 

¾Beta blockers: 33% mortality reduction  

 

¾Discharge instructions/education: 10% 

mortality reduction/ 25% readmission 

reduction  

 



¾Community acquired pneumonia:  
üsmoking cessation reduces individualõs risk of 

developing pneumonia  

ü pneumonia vaccine (pneumovax) reduces 

pneumococcal pneumonia by 40% and timely 

antibiotics reduce mortality by 15%.  

¾Surgical patients:  
ü surgical infections double mortality,  

ü poor glucose control double surgical infections,  

ü lack of proper hair shaving double surgical 

infections.  

 





¾Increasing hospitalsõ drive to improve 

quality of healthcare in all respects to 

avoid ônaming and shamingõ 

 

¾Improving health outcomes  

 

¾Improving adherence to medical practice 

based on standard of care and evidence -

based medicine.  



¾Stimulating improvement of hospitalsõ 

internal process mechanisms  

¾Means of constantly educating healthcare 

providers on standards of care and 

evidence -based medicine.  

¾Reduce costs of healthcare, for example 

through reduction of morbidity and 

hospital readmissions in heart failure  

 



¾Gaming: Hospitals inventing methods to 
circumvent real care processes to achieve 
high scores.  

 
¾Focus of care on assessed conditions alone 

thereby reducing the attention on other 
disease conditions.  

 
¾Cream skimming: Hospitals inventing ways 

of not admitting sick patients that can 
potentially reduce their scores.  
 





¾Performance of some Nigerian institutions, 
for example banks are already being 
assessed through self reported quality 
indicators.  
 

¾The Standards Organization of Nigeria 
(SON) has successfully certified Nigerian 
products for years.  

 
¾ Therefore establishing a similar body for 

hospitals in Nigeria is not far -fetched.  
 



¾The establishment of a national body similar 

to the Joint Commission whose mission is to 

accredit and certify ALL Nigerian hospitals.  

 

¾The Tertiary Hospitals Commission appears 

to focus on tertiary hospitals alone.  

 

¾Names of certified hospitals can be publicly 

displayed on a National Registry.  


