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 ■ ABSTRACT
In response to the COVID-19 pandemic, quality improve-
ment teams at Cleveland Clinic initiated a number of 
measures to guide the care of patients with suspected 
or confi rmed COVID-19 infection and protect care givers. 
This included increasing the frequency of team meetings 
from monthly to daily or weekly and creating task forces 
to create protocols for patient transport, airway manage-
ment, and management of personal protective equipment 
and medications in short supply. Enterprise wide, we 
postponed non-essential surgeries, set up an overfl ow 
intensive care unit onsite, created a web-based COVID-19 
toolkit for all care givers, and sent daily emails about the 
most recent developments, decisions, and recommenda-
tions from national and international societies.

 ■ INTRODUCTION
The COVID-19 pandemic has presented unique 
challenges to quality improvement within health 
care institutions. Beyond maintaining established 
standards and ensuring compliance with best prac-
tice models, quality teams at Cleveland Clinic were 
tasked to innovate, adapt, and develop new guide-
lines to guide the care of patients with suspected or 
confi rmed COVID-19 infection as well as protect 
caregivers. We share our experience managing vari-
ous aspects of quality improvement during the initial 
months of the pandemic.

 ■ QUALITY IMPROVEMENT COMMITTEE STRUCTURE 
AND WORKINGS

The structure and function of the quality improvement 
committee were enhanced during the onset of the 
COVID-19 pandemic. The frequency of our meetings 
was increased from monthly to weekly or daily huddles, 
depending on the needs of the different institutes. 
Quality committees provided caregivers throughout 
the enterprise with specifi c skills and expertise needed 
to perform new tasks aligned with their particular fi elds 
of interest. During meetings, team members discussed 
leadership updates, changes in policies, and new stan-
dard operating procedures. Time was also allocated to 
discuss new issues related to the changing environment. 

In an integrated structure, task forces were created 
to design various protocols and documents for review 
and approval by members of the quality control com-
mittee, which were ultimately distributed throughout 
the institution. Topics and scenarios included patient 
transport, airway management guidelines, and man-
agement of personal protective equipment (PPE) and 
medications in short supply.  These newly created 
protocols and documents allowed the quality com-
mittee to provide up-to-date guidance based on avail-
able best practices as well as standardize management 
and workfl ow across the different institutes.1–3 

 ■ MEASURING DATA
It is important to report quality and patient safety 
data for both COVID-19–related and unrelated 
events. Pre-existing quality metrics such as severe 
harm event rates, surgical site infection rates, and 
safety event reports need continued measurement, 
although capturing data for in-person assessments, 
such as compliance with hand hygiene or checklists, 
may require a different mechanism to evaluate.

Additional metrics and data should be reviewed to 
understand not only the impact of the current pan-
demic on quality of care but also to assess caregiver 
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safety. Occupational health, infection prevention, 
and other data sources can also be leveraged to assess 
the impact of COVID-19.2,4

 ■ POLICY AND PROCEDURAL CHALLENGES
Preparation of new policies and procedures during a 
pandemic, or modifi cation of existing ones, requires 
changes to the standard approach. While certain 
policies still require approval using predefi ned pro-
cesses, modifi cations or approvals of those related to 
the pandemic require a new process for rapid cycle 
approval. Creating live documents that reside within 
an institution’s intranet and can be updated based on 
evolving recommendations is an important and prac-
tical solution that allows all caregivers to have access 
to the most up-to-date recommendations

Exemptions for various regulatory processes have 
been provided by organizations such as the Centers for 
Medicare and Medicaid Services and The Joint Com-
mission. It is still important to comply with the policies 
and procedures that are not affected by the change, 
although additional efforts may be needed to refocus 
prior top safety concerns and countermeasures.2,3,5

 ■ ENTERPRISE INTEGRATION 
In order to present a united front and support our 
community in the best possible manner during this 
pandemic, it has been extremely important for enter-
prise quality representatives, surgical services, com-
munity hospital liaisons, and department leaders to 
come together quickly for combined decision making 
in an integrated structure. Working together in this 
fashion facilitated rapid internal mobilization and 
unifi ed response that spanned the enterprise. 

We worked as a multifaceted team to innovate in 
both clinical and research settings, respond rapidly 
to change as more information was uncovered, and 
develop effective policies and procedures that bal-
anced the need to contain the spread of COVID-19 
with our organization’s priority to ensure that all 
patients continue to receive best-in-class care. 

Actions taken included postponing non-essential sur-
geries, setting up an overfl ow intensive care unit (ICU) 
on-site as well as related deployment teams and rotating 
schedules to be used in case of a surge, and creating a 
staggered plan for slowly returning to normal hospital 
activity once the pandemic started to level out.2,3,5

 ■ EDUCATION AND IMPLEMENTATION
A multifaceted approach was used to inform the 
caregivers about clinical considerations and the cur-
rent status of the COVID-19 pandemic. A web-based 

COVID-19 toolkit was made easily accessible from the 
Cleveland Clinic provider homepage, containing quick 
links to detection protocols, PPE recommendations, 
precautionary guidelines, care considerations, and a 
number of other educational and reference materials. 
A SharePoint site was established to collaborate on 
and maintain ICU-specifi c workfl ows and guidelines. 

Special attention was paid to creating an ICU 
training curriculum to educate non-ICU providers 
with different backgrounds on how to care for criti-
cally ill patients (including ventilator management, 
nutrition, and documentation and billing proce-
dures). Online MyLearning modules were created to 
facilitate training and education. 

Daily emails were sent at both the enterprise and 
departmental levels to inform caregivers and support 
staff about the most recent developments, decisions, 
and recommendations. In addition to inward-focused 
communication, an external-facing website was cre-
ated to inform the local community about safety 
measures they can take and how to screen themselves 
before calling in for an appointment. All of these 
measures have worked together to disseminate clear 
and consistent information to providers and the pub-
lic. Quality education for trainees, both within the 
institute and the organization, continued virtually in 
order to maintain social distancing.2,4,6–8

 ■ NATIONAL SOCIETY GUIDELINES 
AND RECOMMENDATIONS 

The healthcare fi eld is fortunate to have expert 
guidance from major national and international 
societies such as the US Centers for Disease Control 
and Prevention and the World Health Organiza-
tion.  Our diverse institution, which is composed of 
various types of caregivers, is also infl uenced by many 
specialty-specifi c societies. The pandemic presented a 
dynamic situation, often bringing forth new informa-
tion and knowledge on a daily basis.  As experience 
and evidence changed, so did the recommendations 
and guidelines of the many societies.  

Along with the plethora of societies came a diverse 
set of recommendations, oftentimes differing from one 
society to the next.  The quality committee was able 
to review all of the relevant recommendations and 
guidelines.  Our goal was to provide our institution 
with the best practices for our patients and the saf-
est protection for our caregivers. While making these 
policies, the committee considered both the impact 
of COVID-19 on our specifi c geographical location 
as well as the status of our institution’s equipment, 
material, drug, and personnel supply.2,4,9–11
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 ■ CONCLUSION
Quality improvement during a pandemic requires a 
dynamic, rapid cycle, plan-do-check-act cycle approach. 
Leadership at all levels is key to coordinate, develop 
protocols and implement change to sustain quality 
improvement during disasters such as pandemics.

 ■ KEY RECOMMENDATIONS
1. Structural and procedural changes need to 

be made to the quality teams to adapt to a 
dynamic pandemic environment.

2. Engagement and communication are key both 
within the quality teams and with external 
leadership groups.

3. The timely delivery of recommendations 
to clinicians with a multimodal approach is 
important.

4. It is important to continue safety monitoring 
and enhance reporting structures to capture 
pandemic-associated safety events.

5. The focus should remain on both pandemic-
related quality metrics and pre-existing ones.
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