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Summary

The word “quality” refers to the features of a product or service to which a certain value is

ascribed. When it comes to hospital-based practices, quality has often been considered to be spe-

cific to the care provided. However, this specific perspective is transitioning toward a broader

concept after the evolution of quality-improvement projects and quality frameworks at the

organizational level. Respiratory therapy departments have been identified as an essential part

of any hospital because the key nature of discipline for respiratory therapists is widely under-

stood. Due to their professional accountability and professional values, respiratory therapists of-

ten have administrative roles in infection control practices and quality-improvement projects.

Therefore, it would be ideal to have a core team of respiratory therapists trained in quality

management and to initiate quality-improvement processes at the departmental level. Every re-

spiratory therapy department should have its own quality-improvement team to assist with the

process of training, implementation, and analysis. Thus, this article aimed to discuss the role of

respiratory therapists and respiratory therapy departments in quality-improvement processes

and projects to set benchmarks and enhance outcomes. Key words: quality; continuous quality
improvement; respiratory therapy departments; respiratory therapists; healthcare. [Respir Care 2021;66
(9):1485–1494. © 2021 Daedalus Enterprises]

Introduction

The term “quality” is an essential component of current

hospital and health-care policies because it primarily

reflects the desired patient outcomes. The integration of

quality in health care is part of the transformation of

health-care systems in diverse organizational structures.1

There are 2 well-accepted definitions that describe quality

in health care. The first was put forward by the National

Academy of Medicine (previously known as the Institute

of Medicine of the National Academy of Sciences), which

defined quality health care as “safe, effective, patient-cen-

tered, timely, efficient, and equitable.”2 Meanwhile, the

second definition was given by the Agency for Healthcare

Research and Quality, which defined health-care quality

“as doing the right thing for the right patient, at the right

time, in the right way to achieve the best possible

results.”3
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Accurate, appropriate, and continuous assessment of

quality is the key to efficient care being provided by health-

care professionals.4,5 A number of reports in the literature

have strengthened the importance of quality in health care

from organizational and departmental perspectives6-8 as

well as from physicians’ and nurses’ perspectives.9-12

However, there is a paucity of literature specific to allied

health-care professions that describe the importance of

quality-improvement processes and the need for quality

indicators, with a few emphasizing its relevance.13,14 Allied

health care is an umbrella term that includes a wide variety

of health disciplines and ancillary services, and its profes-

sional classification is based on specific disciplines or areas

of practice that vary among countries, government bodies,

industry, health-care settings, and training institutions.13

Respiratory therapists (RTs) are allied health-care pro-

fessionals who specialize in cardiopulmonary sciences.

They provide a wide range of diagnostic and therapeutic

interventions to patients who require cardiopulmonary and

related services.15 They are vital in acute care settings,

emergency departments, wards, out-patient departments,

pulmonary diagnostics and rehabilitation, and sleep medi-

cine departments.16 Furthermore, they are considered to be

advantageous for improving patient outcomes by reducing

mortality and morbidity.17-19 Respiratory therapy depart-

ments are an integral part of many hospitals and health-care

settings throughout the world. Administratively, some of

them work closely with medical departments, for example,

critical care and pulmonology departments. In some coun-

tries, the respiratory therapy profession is well organized,

with accredited respiratory therapy training programs and

heavily supervised robust credentialing and professional

development processes.16,20

Providing high-quality patient care in a safe environment

has been the prime focus of all hospitals and health-care

settings.21 Due to the nature of the work of RTs, and the

fact that they practice in multi-disciplinary areas, which

range from neonatal ICUs to chronic care and rehabilitation

centers, they are expected to be the advocates of quality in

health care. Thus, in this article, we review some of the

processes that respiratory therapy departments can adopt

and adapt to facilitate quality at the departmental level.

The “Value” of Respiratory Therapy in Health-Care

Systems

The health-care profession is rapidly moving forward

with increasingly focused care owing to various advances

in diagnostic and therapeutic interventions. This is partic-

ularly evident in terms of providing care to patients who

are critically ill and with diverse cardiorespiratory disor-

ders in which RTs hold a key position in patient manage-

ment.19 Implementation and continuation of respiratory

therapy services in a secondary or tertiary care health-care

center is resource intensive. Respiratory therapy depart-

ments have to prove their value through affordable care

and departmental performance. Such objectives directed

the American Association for Respiratory Care22 to issue

guidelines as to how this can be achieved in respiratory

therapy departments.

Value in health care is described as measurable improve-

ment in the patient’s health condition against the cost of

attaining that improvement.23 Value-based care transforma-

tion aims to facilitate health-care systems to be more

patient-centric. Quality and value are interrelated in health-

care settings based on various inputs for improvement and

the compliance to these processes.24 However, it is known

that health-care systems may not always provide high-qual-

ity, highly reliable, evidence-based care that leads to

desired outcomes.25 It is understood that value is not always

easy to demonstrate in highly complicated and complex

places, for example, health-care settings.26

Planning and implementation of a robust quality-man-

agement system in respiratory therapy departments suggest

that the department is providing value. Quality-manage-

ment services ensure that there is a defined and documented

quality and safety policy, along with SMART (specific,

measurable, attainable, relevant, and time bound) quality

and safety goals, objectives, values, and service standards.27

It is the duty of the senior management to ensure that these

aspects are planned, implemented, and actually achieved.

However, this may be easier said than done. Based on what

Deming28 put forward as the system of profound knowl-

edge, improving quality in health-care needs the following

4 elements: (1) appreciation for a system, (2) knowledge

about variation, (3) theory of knowledge, and (4) knowl-

edge of psychology. The U.S. Department of Health and
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Human Services Health Resources and Services

Administration29 suggests that all health-care organizations

can improve their quality and thereby the value of their

delivery by regularly evaluating their structure and process

by using the data for benchmarking and by evaluating the

patients and the team work involved.

Methods to Reflect the Value of Respiratory Therapy

Two well-known methods have been made available to

assess the value of respiratory therapy in health care: (1)

performance evaluation and improvement, and (2) continu-

ous quality improvement (CQI). Performance evaluation is

based on continuous monitoring and reporting of accom-

plishments, particularly with progressing toward pre-estab-

lished goals. This enhances the probability of achieving the

desired patient and organizational outcomes. CQI has been

identified as a key component of total quality management

that uses rigorous, systematic, organization-wide processes

to achieve ongoing improvement in the quality of health-

care services and operations. The scope of quality improve-

ment is growing in health care and significantly depends on

key structure, process, and outcome measures.30

Batalden and Davidoff31 defined quality improvement in

health care as “combined and unceasing efforts of everyone

— healthcare professionals, patients and their families,

researchers, payers, planners and educators — to make the

changes that will lead to better patient outcomes (health),

better system performance (care) and better professional

development.” Hence, it is understood as a process-based,

data-driven approach to improve the quality of health-care

delivery.

Performance evaluation and improvement is focused

more on effectiveness and efficiency, whereas quality

improvement is focused more on safety, equitability, timeli-

ness, and patient orientation. Despite the differences in

these approaches, they both rely on the following proc-

esses30: (1) defining the aspects of quality to be delivered,

(2) monitoring the quality that is actually delivered, (3)

identifying the gaps between planned and actual delivery,

(4) discovering the reasons for the existence of the gaps,

and (5) improving the structure and process to close the

gaps.

Quality Management in Respiratory Therapy

Quality management in health care has a comprehensive

definition. Previously, it was defined as the completion of

tasks by the assigned health-care professionals, but, now,

its definition has evolved to include the process of provid-

ing care.32 Any respiratory therapy department planning to

continually improve its quality should have all the organ-

ized activities in place to plan, direct, coordinate, and con-

trol its quality-management system.30 Recruitment of RTs

from the respiratory therapy department to function as a

quality-improvement team marks the beginning of the pro-

cess because the measurement of quality indicators strongly

depends on the clinical frontline staff.33 Their commitment

is associated with the success of the quality-improvement

projects and improved patient outcomes.33,34 RTs, as allied

health professionals, should also consider quality-assurance

training as a priority for safe and efficient patient care.35

The necessary activities are listed in Table 1. Collecting,

monitoring, and measuring data; analysis and review of

data; and internal audits that produce conclusions are con-

sidered to be a continuous process. This enables manage-

ment to review and take corrective or preventive actions to

improve specific performance or to implement an effective

novel method.

Implementation of CQI Programs in Respiratory

Therapy Departments

Many quality-improvement models exist in hospitals to

assess and improve the quality of care they provide (eg,

Lean models, Six Sigma, total quality management, and

Table 1. Components that Facilitate the Implementation of “Quality”

Activity Definition

Quality policy Formally expressed intentions and directions of the qualified quality profes-

sionals related to quality

Quality planning Setting quality objectives and specifying necessary operational processes

and related resources to achieve established quality objectives

Quality objectives Strategical, tactical, or operational results to be achieved in terms of quality;

usually based on quality policy

Quality control Activities focused on fulfilling quality requirements

Quality assurance Activities focused on providing confidence that quality requirements shall

be fulfilled

Quality improvement Activities focused on ensuring the ability to fulfill quality requirements

Continuous quality improvement Activities to enhance performance, in terms of measurable results
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plan-do-check-act cycle); however, none has been found

superior to others in providing significant and sustained

improvement in patient care outcomes. The “Donabedian

model” of “structure, process, and outcome” is possibly

one of the most notable conceptualizations of quality

improvement.36 Avedis Donabedian, a physician and

researcher, developed this model in 1966 and mentioned it

in his milestone article entitled “Evaluating the quality of

medical care.” He developed a triad of structure, process,

and outcome for the evaluation of the quality of health care

based on the concept of “input–process–output” used in

industrial manufacturing. Donabedian’s framework of

structure, process, and outcome evaluation was found to be

a valuable and validated approach related to safety and

quality outcomes in various areas of multidisciplinary

care.37,38

The Donabedian triad can be applied to respiratory ther-

apy departments as follows. The first aspect, structure, per-

tains to the characteristics of the resources in the health-

care delivery system that relate to individual practitioners,

groups of practitioners, and organizations and agencies. In

terms of health-care professionals, this variable is inclusive

of demographic factors (eg, age) and of professional speci-

fications (eg, specialty, licensure, and certification).39

Structure focuses on size, location, governance, accredita-

tion, and licensure status.

Structure also includes many physical elements, for

example, special units and computer and/or network capa-

bilities, and organizational factors (eg, the number of staff,

staff-to-patient ratios, and employee turnover). For respira-

tory therapy departments, the structure includes departmen-

tal settings, the qualifications of RTs, the administrative

systems through which care is provided, the recruitment

process, and utilization of departmental and organizational

resources. Once this information is compiled, a set of

values about human and organizational performance is

available for evaluation. The information can guide change

and improvement efforts, such as, requesting additional in-

formation technology support or planning additional educa-

tion for the staff. These variables need to be compared

against relevant published local, regional, national, and

international data.

The second element in the triad is process, which focuses

on what is done to and for the patient. Process assessment

is one of the most common methods of quality assessment

and assurance, which can be achieved individually, by a

group of professionals, or by the entire system of care. The

process includes all aspects of the right care at the right

time and addresses problems that occur during the delivery

of care.39 Such steps include identification of a problem,

precise definition of the problem, identification of all possi-

ble causes, assessment of root causes, and development of a

solution.

The last domain of the triad is outcome. Outcome is the

end results of care, that is, the health and well-being of the

patients as an outcome of the care provided. Outcomes

are usually based on the various units of measurement that

are used, for example, death rates, nosocomial complication

rates, functional capacities and performance, emotional bal-

ance, cognitive functioning, and of patient-related factors,

for example, satisfaction, knowledge, and compliance.39 At

the respiratory therapy department level, outcomes include

patient-related factors (eg, recovery, restoration of function,

and survival after various levels of care from RTs) and

department-related factors (eg, RTs’ satisfaction levels, ad-

herence to guidelines after departmental induction, and rev-

enue generation). This domain involves implementation

and monitoring of the effectiveness of the solution, which

thus provides feedback for a continuous improvement loop.

Another important framework used to analyze various

approaches for quality improvement in health care is the

plan-do-check-act cycle, sometimes known as the plan-do-

study-act cycle.40 This is a 4-step model for bringing

change. Every step in this method is important and depend-

ent on other steps, which thus contributes to the success of

the other steps. Therefore, these steps need to be taken col-

lectively and not individually. Florence Nightingale aptly

brought out the importance of each step in her famous quo-

tation, “The ultimate goal is to manage quality. But you

cannot manage it until you have a way to measure it, and

you cannot measure it until you monitor it.”41 The proc-

esses of the plan-do-check-act cycle are shown in Figure 1.

The Donabedian model, the plan-do-check-act cycle, and

other frameworks related to quality improvement share

complementary conceptual perspectives. Furthermore, a

combination of these can provide a thorough and attainable

basis for an effective quality strategy.40 The classic

Donabedian model of “structure, process, and outcomes”

remains a firm foundation for any quality-improvement

Table 2. Ten Steps for the Continuous Quality Improvement Process

in a Respiratory Therapy Department

Step Process

1. Develop a quality-improvement team within the department

2. Examine existing outcomes to identify high-priority goals

3. Choose the best practices that apply to the identified goals of the

department

4. Develop a plan to implement best practices

5. Create a mandate for change

6. Implement the quality-improvement plan with iterative

modifications

7. Identify resistance to change and address these issues

8. Monitor and analyze outcomes

9. Report results to all stakeholders

10. Maintain the gains

From References 44 and 45.
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program, followed by the plan-do-check-act framework, as

an efficient tool to design, implement, and assess quality

improvement in various intensive care settings.42,43 The

same structure may be adopted in respiratory therapy

departments as well.

CQI is neither a 1-step nor a 1-stop process, that is, it is

continuous and progressive. Every step mentioned in the

Donabedian model and the plan-do-check-act cycle is a dis-

crete part of a quality-improvement project, and many such

projects make up implemented CQI programs. To initiate a

CQI program, respiratory therapy departments should begin

with a single quality measure and then prepare a project

and implement it. Table 2 enumerates the 10 steps adapted

from the literature as a base for a CQI process framework

in respiratory therapy departments.44,45

The following goals of CQI are found to be ideal for re-

spiratory therapy departments, as per the limited available

literature:16 (1) provide a method for continuous monitor-

ing of quality and relevance of respiratory care practices,

(2) ensure that the respiratory care protocols and proce-

dures are cost-effective, (3) ensure that the respiratory

care protocols and procedures are effective in terms of

clinical outcomes, and (4) recognize, prioritize, and

resolve all the problems centered on patient care.

It is obvious from the above discussion that, to achieve

or improve, the department must monitor and measure the

structure, process, and outcomes before it proceeds further.

Monitoring and measuring can be tedious processes without

involvement by the bioinformatics department. A robust

electronic medical or health record system that captures

chronologically accurate, complete, and verifiable clinical

data that can be integrated with a quality-monitoring sys-

tem should be established. Although manual entry of such

data is possible, it is prone to errors and thus not easily veri-

fiable. Many quality monitoring tools are freely available

and can be easily integrated into the monitoring process.

Systems can be developed locally or can be adopted from

vendors. Statistical process control allows the display of

data that can be easily visualized and interpreted. Using the

correct quality tools can help with the display of relevant

data in a matrix that can be updated and compared with a

benchmark. Any deviations can be highlighted and cor-

rected.46 The following paragraphs describe these processes

in detail.

Understanding Quality and Safety Indicators

A basic understanding of the characteristics of quality

and safety indicators has been identified to be necessary for

the quality-improvement team of the respiratory therapy

department to determine what can be useful. There are vari-

ous definitions and descriptions of “indicators” in health

care. Clinical quality indicators are described as measure-

ment tools or flags that are used to monitor, evaluate, and

improve the quality of patient care, clinical support serv-

ices, and organizational functions to improve patient out-

comes.1,40,47 The essential characteristics of indicators that

are related to respiratory therapy departments are presented

in Table 3.

Selection of Indicators for Respiratory Therapy

Departments

Few indicators for respiratory therapy departments are

currently available in the literature. Most of the quality

indicators currently used globally in critical care settings

have direct involvement of respiratory care practices and,

hence, can be adopted for respiratory therapy departments

after tailoring them appropriately to the practice.48-51 The

respiratory therapy departments planning to embark on the

Plan: establish the objectives and
process necessary to deliver
results in accordance with
the organization’s health
and safety policy. Do: implement

the process.

Act: take actions to
continually improve
health and safety
performance. Check: monitor and measure

processess against health and safety
policy, objectives, legal and other 
requirements, report the results.

Plan Do

Act Check

Fig. 1. The plan-do-check-act (PDCA) cycle for continuous quality improvement.
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process of establishing a departmental quality framework

must search the literature from other related specialties to

create suitable indicators, and, when doing so, it will be im-

portant to stick to the principles outlined in Table 3.

Importance should be placed on choosing the initial indica-

tors that are going to be measured. In particular, the quality

or safety measure must be important, valid, reliable, re-

sponsive, interpretable, and feasible.52

The essential components of an ideal indicator are

listed in Table 4, as suggested in “An Introduction to

Indicators,” published by the Monitoring and Evaluation

Division of United Nations Program on human immuno-

deficiency virus/acquired immune deficiency syndrome in

2010.53 It is possible that various indicators suitable for

consideration by respiratory therapy departments may not

be in broader use. However, indicator selection is an

achievable task if based on the principles, as mentioned in

Table 3 and 4.

Suggested Indicators for Respiratory Therapy

Departments

Some examples of the indicators that are suitable for re-

spiratory therapy departments, as adopted and modified

from the existing related literature, are illustrated in Table

5.48-51

Table 3. Characteristics and Description of Terminologies Related to Quality Indicators

Characteristic Description

Measurement objective Statistical performance is measured over time

Structure About the structure of respiratory therapy departments

Process About processes in respiratory therapy departments

Outcomes About outcomes in respiratory therapy departments

Characteristic measured

Quality Effectiveness, efficiency, equity, and patient orientation are the measures of

quality

Safety Timeliness, patient injury, health-care–acquired infection, and unexpected

events

Numerical expression used

Sentinel When occurrence is rare and can be captured as numbers against time

Percentage When the occurrence is frequent and can be more easily understood when

expressed as a percentage

Rate Percentage of occurrences that fail to meet the quality target (ie, compared

with an established benchmark)

Numerator used

Sentinel Occurrence in numbers

Percentage Occurrence in numbers

Rate Occurrence in numbers

Denominator used

Sentinel Generally time in days weeks, months, or years

Percentage The total number studied

Rate Usually the number of patient days

Multiplication factor used

Sentinel None

Percentage 100

Rate 1,000

Formula used

Sentinel Numerator/denominator

Percentage (Numerator/denominator) � 100

Rate (Numerator/denominator) � 1,000

Definition Precise definition of numerator and denominator has to be made and

accepted by all stakeholders

Start and end times If the indicator measures start or end times, either in numerator or denomi-

nator, then these have to be precisely defined

Continuous or intermittent monitoring Some indicators have to be monitored continuously without any interrup-

tion, whereas others may need intermittent monitoring

Sample size The sample size should be statistically validated; generally, the larger the

sample size, the smaller the margin of error
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The Process of Implementing “Quality”

Once the respiratory therapy department chooses the

group of indicators that are going to be monitored, a spe-

cific cycle is suggested to be performed as follows52:

1. Each indicator needs to be carefully constructed based

on the characteristics described in Table 3. This is vital

and, hence, must be precise. It is ideal that the staff

members involved in any particular indicator are

involved in this process.

2. It is preferable to involve the information technology

department with collection and analysis of the data.

Although it is possible to collect the data and analyze

it manually, computerizing the process makes the job

much easier.

3. The information technology department may be

entrusted with the task of developing and using the cor-

rect templates for data collection. The quality-improve-

ment team of the respiratory therapy department can

then easily monitor and ensure verification of the meth-

ods of collection. The information technology depart-

ment can integrate the software used in the following

departments: registration, admission and discharge, bill-

ing, ICU, emergency, pulmonary function laboratory,

medical records, and human resources.

4. The quality-improvement team in the respiratory ther-

apy department must monitor the collection of data

daily, weekly, monthly, or quarterly, as needed, to col-

late and review the data.

5. A core group of RTs trained in quality management

should perform a system analysis when the values fall

outside expected limits or beyond benchmarks, and

the causes must be identified.

6. Benchmarking 2.0 software endorsed by the

American Association for Respiratory Care (https://

www.respiratorybenchmarking.org/default.aspx,

Accessed July 27, 2021.) has been defined as a useful

tool for system analysis.

7. The core group then drafts proposals for correction

and preventive action; this draft is approved by the

staff concerned with implementation and then is sub-

mitted and discussed by the quality committee.

8. The minutes of the meeting of the quality committee

are shared with all the stakeholders, and an action plan

is created for implementation.

9. The quality link in the respiratory therapy department

follows up on the action plan implementation process

and troubleshoots when needed.

10. The process of data monitoring, collection, and analy-

sis is repeated per plan-do-check-act cycle.

11. The outcomes of these action plans, whether positive or

negative, are shared with the quality committee andman-

agement for review and submission to the hospital board.

Difficulties in Implementing a CQI Program

Any CQI intervention based on quality- or safety-indicator

monitoring must have clear-cut benefits for patients, be

suited to local needs and budgetary provisions, and be sup-

ported by robust evidence. It must be understood that,

although CQI projects may seem easy to perform, this is sel-

dom the case. There may be multiple challenges related to

the design and planning of improvement interventions,

organizational perspectives, professional and leadership lev-

els, sustainability and continuity beyond the initial interven-

tional phase, and unintended outcomes.54 For these reasons,

persistence, perseverance, and practice will significantly

help any CQI program.

Effective leadership is the driving force for developing

a quality-focused organizational culture and effective

Table 4. The Essential Components of an Ideal Indicator

No. Component

1. A clearly stated title and definition of the indicator

2. A clearly stated purpose and rationale of the indicator

3. A clearly defined method of measurement of the indicator, including the description of the numerator, denominator, and formula for calculation, as

applicable

4. A clearly stated data collection method and tools for the indicator data

5. A clear statement on the frequency of data collection

6. A clear statement on relevant data disaggregation

7. Existing guidelines to interpret and use data from the indicator

8. Identified strengths and weaknesses of the indicator and the challenges with using the indicator

9. Citation of important sources of additional information on the indicator

10. Credibility of the indicator

From Reference 53.
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performance in health-care delivery.55 Respiratory therapy

departments are often linked or interlinked with the medi-

cal direction. Thus, it may be difficult for the RT quality

leader to independently modify the structure or ensure

continued availability of a skilled workforce and/or add

necessary technology in the department. Hence, RT lead-

ership needs to champion the process and allocate the

roles and resources. Although it may be easy to get the

policies, protocols, and procedures put on paper, it may, in

fact, be difficult to implement them on a day-to-day basis.

Therefore, advice and support from the quality department

of the organization is recommended. The leadership team

and/or managers of respiratory therapy departments are

the key to quality in the department, providing evidence-

based inputs to establish professionalism, employee satis-

faction, and better clinical and patient outcomes.56

Other key efforts are required to ensure provision of

ongoing training to continuously update all staff on planned

processes (particularly because processes are likely to be

updated after CQI cycles to improve outcomes) and appropri-

ate funding because budgetary provisions in respiratory ther-

apy departments rarely include provisions for data collection

or analysis for CQI. It should be remembered that a CQI pro-

grammay be an emerging requirement of the respiratory ther-

apy department team. For example, an ongoing accreditation

process may require a CQI program. The problems related to

quality and outcomes and to their solutions might seem sim-

ple and obvious. However, analysis of the problem may be

based on little, subjective, evidence. Implementation might

not be easy, and obstacles can occur at various levels. In addi-

tion, initiating a corrective action may itself lead to subse-

quent appreciation of new aspects to the previous problem.43

Once the best practice is identified, the quality-improve-

ment teams may encounter resistance to implementation,

which includes changes in routine practice and difficulty in

acceptance. This can be addressed by awareness sessions,

including classes, discussions, and posters that reflect the

results of before and after phases of the project. Two chal-

lenges that are likely to be encountered by the quality-

improvement teams include identification and implementa-

tion of best practices.57 Interventions that seem to be intui-

tively promising may not always lead to desired results.

Even when they are beneficial, the resultant improvement

in quality may be much smaller than anticipated and may

have unintended consequences. Some consequences of CQI

might include (1) unintended effects of changes in resource

use, including increased cost and increased health dispar-

ities, (2) unintended effects on care provider behavior, and

(3) unintended effects on patients.58

Although the basic science of CQI may seem to differ from

the rest of medicine, this is not an accurate perception. CQI

interventions need to undergo experimentation and phased

evaluation trials similar to any other clinical intervention. If

these phases are not done, then minimally effective or useless

interventions may be pursued, scant resources may be squan-

dered, and harmful results may be generated. Worse still,

delusions with regard to the effectiveness of an intervention

may result in its adoption by an increasing number of

institutions.

This discussion of potential issues is not intended to dis-

suade RTs and respiratory therapy departments from

Table 5. Examples of Suggested Indicators for a Respiratory Therapy

Department Based on the Donabedian Model

Indicator

Structural indicators

Availability of RTs in

Acute care settings (ICUs and emergency departments)

Wards and out-patient departments

Pulmonary diagnostics department

Sleep medicine department

Average number of routine and urgent RT visits

Missed visits

Knowledge regarding

Clinical practice guidelines

Infection control

Aerosol medicine and delivery

Equipment related to respiratory therapy departments

Patient and staff rights and responsibilities

Process indicators

Assessment by RTs

Reassessment by RTs

Respiratory care plan

Carrying out procedures related to

Oxygen therapy

Nebulization

Humidification

Bronchial hygiene

Artificial airway management

Vascular access

Noninvasive or invasive ventilation

Assistance in invasive procedures such as an arterial line, central line

and chest tube insertion, bronchoscopy, etc.

Monitoring in acute care settings

Pulmonary function tests

Outcome indicators

Morbidity and mortality related to care

Infection indices (ventilator-associated infections)

Ulcers related to endotracheal tubes, noninvasive ventilation masks,

etc.

Success and failure rates related to care (eg, successful extubation, ac-

cidental extubation, re-intubation rates)

Patient and other stakeholder satisfaction

Equipment and time utilization indices

Equipment down time

Patient safety incidents

From References 48–51.

RT ¼ respiratory therapist

QUALITY MANAGEMENT IN RESPIRATORY CARE

1492 RESPIRATORY CARE � SEPTEMBER 2021 VOL 66 NO 9



implementing a CQI program, rather it aims to clearly

explore the problems so that departments that implement

the program will avoid common pitfalls. Even though our

knowledge on the best practices in respiratory care remains

incomplete, the quality-improvement teams are thought to

have an important role in improving respiratory care plans

and practices.57

In respiratory therapy departments, the CQI program

that is performed will probably be the sole responsibility

of a few key team members and the team leader. They

will be expected to develop, educate, and include all staff

members; implement the CQI program, analyze its effect

on quality, and continue with a revised and updated pro-

cess as recommended by the hospital’s quality experts. It

is also noted that local data on outcomes for comparison

may be difficult to obtain. It is understood that structural

improvement may be beyond the reach of an emerging

CQI initiative. Unless the respiratory therapy depart-

ment’s environment is receptive, the quality-improvement

team is expected to initially focus on improvement of

processes rather than on more-complex improvements of

structure or outcomes. When the respiratory therapy

department’s CQI process has proven itself to be worth-

while, then the quality-improvement team of the respira-

tory therapy department will find themselves in a better

position to address other issues.59

Summary

The concept of quality in health-care settings is growing

and is considered to be a worthwhile goal for health-care

professionals and management when it comes to patient

safety and provision of care. No CQI program in a hospital

should exclude the respiratory therapy department. The

best way to ensure quality in respiratory therapy depart-

ments is to establish an optimal structure and equip it with

carefully laid out processes. This will lead to a set of out-

comes that need to be monitored and improved. Any CQI

intervention must have a clear-cut benefit for patients, be

suited to local needs and budgetary provisions, and be able

to provide evidence that reflects its utility.

Blindly following unproven CQI interventions may not

prove to be effective but may prove to be exhaustive and

expensive. CQI in health-care organizations is in the nas-

cent stages and will undergo validation and improvement.

It is important for the leadership and the quality-improve-

ment team of respiratory therapy departments to be aware

of these changes and to incorporate them into their prac-

tice. RTs are considered to be the clinical experts of multi-

disciplinary respiratory care areas in any hospital or

health-care setting. Besides the clinical practice, their

involvement in quality-improvement programs as process

experts, therefore, will likely have a favorable outcome in

organizational objectives, employee satisfaction, and,

most importantly, in patient-centered care.
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