
Guest Editorial

VOLUME 97, APRIL 2016  255WWW.CUTIS.COM

As Director for Quality Improvement in an 
academic department, I frequently remind 
my colleagues that “quality” is not a 4-letter 

word. Unfortunately, quality is linked in many physi-
cians’ minds to increasing practice complexity and an 
alphabet soup of acronyms, such as PQRS (Physician 
Quality Reporting System), MU (meaningful use), 
and MOC (Maintenance of Certification), among 
others. Quality improvement (QI) can and should 
be driven by a desire to improve patient outcomes, 
professional satisfaction, and operational efficiency, 
so how should dermatologists respond?

It is helpful to consider why measures of qual-
ity are increasingly tied to payment. Conventional 
wisdom suggests that the American health care sys-
tem provides poor value. In 2014, total health care 
expenditures in the United States were $3.0 trillion  
($9523 per person), representing 17.5% of the gross 
domestic product.1 In 1999, the Institute of Medicine 
estimated that 44,000 to 98,000 individuals die 
each year due to hospital-based medical errors.2  
Noting poor outcomes and high costs, Berwick et 
al3 proposed the triple aim of improving the experi-
ence of care, improving health of populations, and 
reducing cost. If health care is too expensive and if 
quality includes outcomes and safety, then improved 
value of health care must couple cost reduction to QI. 
Although the future of health care reform is uncer-
tain, it is reasonable to assume that physicians will be 
expected to care for more patients with fewer dollars. 
In that context, maximizing operational efficiency 
and thus economic viability is key. Our challenge 
is to remain focused on our patients and to identify 
opportunities to improve the value of their care, 
both by reducing costs and improving quality. 

Health care systems, however, cannot improve 
with an unhappy and burned-out workforce. Recent 
data demonstrate high rates of professional burn-
out among physicians, including dermatologists.4 

Bodenheimer and Sinsky5 propose the quadruple 
aim, which adds improving physician and staff 
work-life balance to the elements of the triple aim. 
Burned-out physicians cannot constructively par-
ticipate in achieving the goals of the triple aim, and 
physician and staff satisfaction must be a component 
of any QI paradigm. 

The Institute of Medicine has proposed 6 specific 
aims for improving health care systems: health care 
should be safe, effective, patient centered, timely, effi-
cient, and equitable.6 These aims, taken together with 
the quadruple aim, can serve as a foundation for devel-
oping QI projects for practices and health systems.

Patient safety is a well-recognized issue in der-
matology.7-9 Specimen labeling errors, medication 
errors, wrong-site surgery, and postprocedure com-
plications are examples of safety issues. Quality 
improvement directed toward improved professional 
satisfaction for physicians and staff also is critical. 
The suggestions offered by Bodenheimer and Sinsky5 
are directed to primary care providers but are appli-
cable to many dermatology practices. The American 
Medical Association’s STEPS Forward initiative pro-
vides online tutorials that guide practice improve-
ments aimed at improving professional satisfaction 
and operational efficiency.10

Patient-centered care need not focus solely on 
patient satisfaction. Clearly, a physician’s duty is 
to do what is best for each patient, but patient sat-
isfaction and experience are increasingly common 
measures of quality. Although evidence suggests 
that measures of physician-patient communication 
correlate with patient compliance,11 higher patient 
satisfaction scores may also correlate with higher 
cost and increased mortality.12 A practice without 
happy patients is unlikely to thrive, but initiatives 
aimed at improving patient-centered care might do 
well to maximize the quality of communication with 
patients, rather than to focus solely on satisfaction.

Effective care can be particularly challenging to 
measure in the absence of widely accepted clinical 
quality measures. DataDerm measures, appropriate 
use criteria, and clinical guidelines all may serve to 
inspire QI projects for a broad range of practice set-
tings. Diagnostic error is particularly challenging, 
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but approaches to improving diagnostic accuracy 
have been published.13,14 Case reviews may reduce 
diagnostic errors, and dermatopathologists may con-
sider second-opinion pathologic review of challeng-
ing cases.15

Promotion of equitable care is often overlooked 
as a QI opportunity. Lower socioeconomic status cor-
relates with poorer medical outcomes. For example, 
melanoma patients who are uninsured or covered by 
Medicaid present with higher-stage disease, are less 
likely to be treated, and demonstrate worse survival 
compared to non-Medicaid insured patients.16 It is 
important to recognize inequity in health care access 
and outcomes, and dermatologists can participate in 
addressing disparities in care. 

How can an individual physician proceed? There 
are general principles that can guide physicians in 
any practice setting (Table).

Any of us can be forgiven for being frustrated 
by ever-increasing mandates that purport to address 
quality and for feeling paralyzed when asked to do 
our part to improve the value of the American health 
care system. The key to successful QI is to continually 
identify small processes that can be improved while 
focusing on one’s patients, colleagues, staff, and 
community. A well-designed process can and will 
result in better care, lower costs, and happier physi-
cians and staff. With time, disparate and coordinated 
efforts among physicians and systems can inform and 
promote national QI efforts.
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Principles for Improving Quality of Care 

1.  The best of us will make mistakes. When possible, 
it is best to avoid assigning blame to specific 
individuals. QI must result in systems that account 
for human fallibility. 

2.  QI requires multidisciplinary teams. Input from 
schedulers, nurses, medical assistants, office 
managers, and even housekeeping staff is invaluable. 
Nonphysician staff often are keen to share insights 
that reflect their unique perspectives. Teams also 
allow delegation of tasks. QI is not driven by a single 
individual, no matter how capable.

3.  Start small. Improvement is built on small successes, 
which often inspire further improvement work. 

4.  Identify sources of data that may include patient 
lists, registries, billing data, error reports, and patient 
or staff surveys. Improvement is easiest when 
outcomes can be measured.

5. Take the time to learn and practice a QI process.

Abbreviation: QI, quality improvement.
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