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1.1 About the Partnership 
 

On March 28, 2013, Susan Fitzpatrick, Assistant Deputy Minister, Negotiations and 

Accountability Management, the Ministry of Health and Long-Term Care (MOHLTC), announced 

the formation of the Quality Management Partnership (the Partnership) in a memorandum that 

was widely distributed across the healthcare system. 
 

In the memorandum, the MOHLTC asked Cancer Care Ontario (CCO) and the College of 

Physicians and Surgeons of Ontario (CPSO) to work together to develop quality management 

programs for colonoscopy, mammography and pathology. The formation of the Partnership 

supports Ontario’s Action Plan for Health (2012) and its focus on quality across the health 

system, as well as recognition that consistent, system-wide approaches to quality management 

could improve patient safety and reduce variation in the quality of care across facilities. The 

MOHLTC directed the Partnership to develop the programs in close collaboration and extensive 

consultation with clinical experts, system partners and all other relevant stakeholders. 
 

1.2 Work to Date 
 

The Partnership began its work in April 2013. During the first few months the Partnership 

engaged three Clinical Leads (one for each health service), and established three Expert 

Advisory Panels with representation from physicians who practice in the service area, other 

health professionals, administrators and patients. For more information on the leads and the 

panel members, see www.qmpontario.ca. 
 

Between September 2013 and March 2014, the panels developed recommendations on high- 

level designs for provincial quality management programs and identified some early initiatives 

that, when implemented, will improve quality. The Partnership also commenced analysis of the 

potential information management and information technology (IM/IT) and legislative and 

regulatory impacts of the programs. After consultation with stakeholders, the Phase 1 report 

detailing this work was submitted to the MOHLTC in March 2014. 
 

In April 2014, the Partnership directed the panels to develop more detailed designs and 

recommendations for provincial quality management programs for inclusion in the Phase 2 

report that is due to the MOHLTC in March 2015. This document contains those 

recommendations. 
 

1.3 Patient Engagement 
 

The Partnership is engaging patients as active members in each of the Expert Advisory Panels 

and seeking advice from CCO’s Patient and Family Advisory Committee and other patient 

focused organizations. These contributions will guide future steps in the development of patient 

experience indicators as well as ongoing program development and implementation activities. 

http://www.qmpontario.ca/
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1.4 Purpose of this Consultation 
 

The Partnership is consulting with clinical experts, system partners and other relevant 

stakeholders, including patients, via an online survey and discussion forum, as well as in-person 

consultation sessions. 
 

This document provides a summary of the recommendations developed to date for a provincial 

quality management program for pathology. The feedback garnered from this consultation will 

be considered as the Partnership finalizes its recommendations for the Phase 2 report. 
 

1.5 Next Steps 
 

Implementing provincial quality management programs of this size and complexity will require a 

phased, multi-year approach, and MOHLTC approvals are required before implementation and 

change management can begin. Work is already underway on the early quality initiatives 

identified in Phase 1 and targeted for completion from March to September 2015. These 

initiatives will provide valuable insights and learning to inform and set the stage for future work. 

In addition, the ongoing involvement and support of clinical experts, system partners and all 

other relevant stakeholders are crucial to the success of this endeavour. Accordingly, the 

Partnership will continue to consult with you to gather input and feedback as the work continues. 
 

2.0 Provincial Quality Management Program 
Overview 

 

2.1 Partnership Goal 
 

The goal of the Partnership is to design provincial quality management programs that will: 
 

 Increase the quality of care and improve patient safety; 

 Increase the consistency in the quality of care provided across facilities; and 

 Improve public confidence by increasing accountability and transparency. 
 

2.2 Program Components 
 

Provincial quality management programs must have the following five components: 
 

1.  Quality Defined:  Provincial standards, best practice guidelines and indicators at the 

individual provider and facility levels 

2.  Quality Assurance (QA):  Programs and processes to assess compliance with 

standards and guidelines and review quality indicators at the provider, facility, regional, 

and provincial levels 

3.  Quality Reporting:  Reports that provide healthcare providers and administrators with 

meaningful information on quality at the provider, facility, regional and provincial levels 

4.  Quality Improvement (QI):  Programs and initiatives to support clinical practice 

improvement as well as professional and organizational development 

5.  Quality by Design:  Development of health system design recommendations to improve 

quality 
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The recommendations in this document pertain largely to the first three components. To provide 

a structure for quality assurance that includes independent clinical review and follow-up of 

quality reports, the Partnership is also recommending a Quality Management Model (QMM). 

This model includes three tiers of clinical leadership at the provincial, regional and facility levels. 
 

Further work is needed to develop recommendations on the quality improvement and quality by 
design components listed above. This will be future work for the Partnership. 

 

2.3 Guiding Principles 
 

Provincial quality management programs must be: 
 

1.  Patient-centred and include patient experience-based quality metrics where relevant 
2.  Applicable to all physicians, allied healthcare professionals and facilities 
3.  Supportive and educational in nature but able to activate regulatory and/or funding 

levers when necessary 
4.  Based on collaboration and alignment with stakeholders 
5.  Value-added by addressing current inconsistencies, gaps and duplication 
6.  Built on and will leverage existing CCO, CPSO and other programs where possible 
7.  Adequately funded 
8.  Based on a common model of how performance data will be used that balances 

confidentiality with transparency while protecting the public interest 
 

3.0 Pathology Overview 
 

3.1 Scope 
 

Pathology is the area of medicine concerned with the study of the nature and causes of 

diseases through examination of organs, tissues, bodily fluids and whole bodies (autopsies). 

Most pathology is performed on specimens obtained from surgeries and outpatient procedures 

(e.g.biopsies), and the work of a pathologist involves interpreting the changes seen as well as 

providing a diagnosis and diagnostic information. 
 

In Ontario, pathologists practise in hospitals, private community and public health laboratories; 

pathologists may practise in more than one of these settings. 
 

At this time, the scope of the pathology quality management program is focused primarily on the 

analytic aspects of surgical pathology. The scope excludes forensic pathology as well as the 

administrative and technical aspects of laboratory performance, as these are addressed in the 

Quality Management Program-Lab Services (QMP-LS)/Ontario Laboratory Accreditation (OLA) 

process for medical laboratory accreditation. 
 

Quality assurance is essential for pathology because the interpretations that pathologists make 

determine diagnosis of disease, and thus treatment and recovery options. In 2009, the Ontario 

Medical Association Section on Laboratory Medicine and the Ontario Association of 

Pathologists collaborated to create Path2Quality, which focuses on improving quality 

management systems to help guide the work of laboratory physicians. Path2Quality has 

identified a number of work streams and developed the Standards2Quality Guidelines for quality 

management in pathology professional practices. These guidelines set out the policies and 
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procedures that should be in place in a quality management program to govern the medical 

processes of professional pathologic interpretation, including cancer diagnosis 

(Standards2Quality - Version 2, 2013). As part of Phase 1, the pathology Expert Advisory Panel 

endorsed the Standards2Quality Guidelines. 
 

4.0 Pathology Quality Defined and Quality 
Assurance Recommendations 

 

4.1 Description 
 

The following standards, best practice guidelines and quality assurance draft recommendations 

have been identified for pathology. The standards and best practice guidelines have been 

adapted from Standards2Quality (version2) and are listed below. The proposed list will facilitate 

consistency in the delivery of care across the province and provide the basis for the pathology 

quality management program. 
 

There are two types of peer review embedded in the 

proposed standards: retrospective and prospective. 

Retrospective peer review is a review of prior 

laboratory samples. As indicated below, this includes: 

previous/concurrent laboratory reports and external 

review. Prospective peer review is a case review 

performed before the final report is sent out, and 

allows for continuous quality assurance. As indicated 

below, this includes: intra-departmental consultation 

and external consultation. 

 

A Standards2Quality (S2Q) 

survey was deployed to lab 

directors in Ontario to evaluate 

the uptake of S2Q QA 

processes. Results have 

informed the design of the 

provincial quality management 

program in pathology. 

 

4.2 Recommendations 
 

The table below lists the draft recommendations for standards, best practice guidelines and 

quality assurance. Standards are mandatory criteria and/or actions, whereas best practice 

guidelines are not mandatory; however may be considered as future state standards. 
 

Table 1: Pathology Proposed Mandatory Standards 
 

 

Recommendation 
 

Rationale 

 

Foundational Elements 

 

1.   All laboratories in Ontario shall have a 
Pathology Professional Quality 
Management Committee (PPQMC). 

 

A pathology professional quality management 
committee is important for local facilities to have a 
venue to discuss and monitor quality issues and to 
implement quality improvement processes and 
projects in order to ensure safe, effective and 
reliable pathology services for all patients. 
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Recommendation 
 

Rationale 

 

2.   All laboratories in Ontario shall have a 
Pathology Professional Quality 
Management Plan. 

 

A pathology professional quality management plan 
allows local facilities to focus on key quality 
deliverables on a regular basis. 

 

3.   All laboratories in Ontario shall have a 
guideline for classification of report 
defects/discrepancies/ 
discordances/errors. 

 

A guideline for classification of defects/ 
discrepancies/discordances/errors is important for 
patient safety to ensure that consistent terminology 
and definitions are used in a facility. 

 

4.   All laboratories in Ontario shall have a 
guideline outlining the responsibilities of a 
pathologist requesting an external 
consultation, if applicable. 

 

External consultants are experts in a particular 

area of subspecialty. Since they are external to the 

institution of origin of the case, they would not 

necessarily have access to important clinical 

information as well as other data which is needed 

to allow proper interpretation of the case. 

Providing consistent and relevant information to an 

external consultant is important for them to provide 

an accurate opinion in a timely fashion. 

 

Intra-Departmental Consultation (Prospective Peer Review) 

 

5.   All laboratories shall have a policy that 
outlines the procedure for consultation 
with intra-departmental colleagues, 
including the documentation of those 
consults. 

 

Each laboratory shall have a policy that 
outlines which sorts of cases require 
mandatory intra-departmental consultation 
and which are discretionary for the 
professional group. 

 

Intra-departmental consultation is a form of 

prospective peer review. A second pathologist 

reviews a case prior to reporting in order to ensure 

accuracy of the diagnosis or other findings. This 

may involve either a direct request from one 

pathologist to another or a consultation in the 

course of a case conference or similar. 

Intradepartmental consultation leads to improved 

decision making, uniformity in the use of diagnostic 

terminology, grading systems and criteria and 

should increase compliance with quality assurance 

processes. 
 

Due to the variability of caseload, each facility 

should develop its own policy about which cases 

are considered mandatory for intradepartmental 

consultation. Groups that report a wide variety of 

cases may consider having a policy for review of 

all first time diagnoses which could lead to a 

significant clinical intervention. Subspecialty 

practice groups may choose to focus on cases 

which result in significant clinical action or prone to 

diagnostic variability. 

 

6.   All laboratories shall collect and review 
data on intra-departmental consultations, 
for the professional group. 

 

Monitoring intra-departmental consultations 

demonstrates the extent to which prospective peer 

review is occurring. 

 

External Consultation (Prospective Peer Review) 
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Recommendation 
 

Rationale 
 

7.   All laboratories shall have a policy that 
outlines the procedure for requesting 
external consultation, including the review 
and documentation of the resulting 
consultation opinion, if applicable. 

 

The policy shall provide guidance as to the 
types of cases that are appropriate for 
external consult. 

 

This occurs when a pathologist seeks an opinion 

from a pathologist external to their group. This may 

occur when they have uncertainty about a case, if 

they lack resources for ancillary investigations at 

their site or if there are divergent opinions. 

External consultation occurs before a final 

diagnosis is rendered and therefore is a form of 

prospective second review. 

 

8.   All laboratories shall collect and review 
data on external consultations, for the 
professional group, if applicable. 

 

Data on external consults is a measure of 

secondary prospective review activity and provides 

confidence to clinicians and patients that the 

diagnosis and information contained in the report 

is accurate. 

 

Intra-Operative Consultation 

 

9. All laboratories shall have a policy that 
outlines the processes for, and the 
documentation of, the comparison of 
intra-operative consultation results with 
final diagnoses. 

 

Intra-operative consultations provide rapid 

information to surgeons during an operation in 

order to make appropriate intra-operative clinical 

decisions. Monitoring intra-operative consultation 

results with the findings on permanent sections 

prior to final release of cases is necessary to 

resolve discrepancies between the two different 

techniques. 

 

10.   All laboratories shall collect and review 
data on the appropriateness and accuracy 
of intra-operative consults and deferral 
rates, for the professional group. 

 

Monitoring data on intra-operative consultation 

provides confidence to clinicians and patients that 

the process is reliable, accurate and appropriate. 

 

Previous/ Concurrent Laboratory Reports (Retrospective Peer Review) 

 

11.   All laboratories shall have a policy that 
outlines the procedure for correlation of 
current surgical pathology cases with 
pertinent previous/ concurrent laboratory 
cases from the index patient. 

 

Review of pertinent previous/concurrent laboratory 

cases from a current surgical pathology case 

ensures consistency and may help determine the 

most appropriate diagnosis for the current case. 

 

External Review (Retrospective Peer Review) 

 

12.   All laboratories shall have a policy that 
outlines the processes for handling 
requests for review of cases by an 
external pathologist including the 
documentation and review of those 
results. 

 

External reviews occur when there is a request by 

a pathologist, clinician, institution or patient to have 

a case reviewed by a laboratory or pathologist 

external to the one in which the case was originally 

reported. These are a form of secondary review 

and may be requested to clarify information for 

patient treatment or as a pro forma requirement of 

an institution. 
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Recommendation 
 

Rationale 

 

13.   All laboratories shall collect and review 
facility level data on report defect and 
discordances revealed by external 
reviews, for the professional group. 

 

Monitoring of diagnostic discrepancies from 

external review can reassure patients, 

pathologists, clinicians and institutions that 

diagnoses are accurate and can identify areas for 

quality improvement. 

 

Corrected Reports 

 

14.   All laboratories shall have a policy that 
outlines the following: 

   The criteria for revising or correcting 
reports, including those in which 
diagnoses are revised or corrected. 
This policy should include definitions 
of the terms employed by the group for 
such reports, criteria for their use, the 
procedures and documentation 
required to issue them, and related 
follow-up quality assurance actions. 

   When to directly inform the responsible 
clinician of the revision or correction 
(e.g., by verbal communication) and 
how to document that communication. 

   Procedure for notification of the 
Laboratory Director (or depending on a 
group’s policies, the Chair of the 
PPQMC), and through the Laboratory 
Director (or Chair, PPQMC) initiation of 
critical incident and similar reporting 
where appropriate. 

   When revised or corrected reports have 
to be documented for risk 
management, root cause analysis and 
quality improvement purposes via that 
organization’s processes. 

 

Reports may be corrected for a number of reasons 

– demographic information, provider information, 

diagnostic information, etc. Ensuring a low level of 

corrected reports is desirable and ensuring 

notification of the responsible healthcare provider 

of corrections is important for patient care and 

safety 

 

15.   All laboratories shall collect and review 
data on corrected reports and the reasons 
for the corrections, for the professional 
group. 

 

Monitoring of corrected reports helps to identify 

quality improvement opportunities in order to 

decrease corrected report rates as necessary. 

 

Critical Diagnosis/Results 

 

16.   All laboratories shall have a policy that 
outlines the types of diagnoses/ findings 
which are considered critical in the 
practice/s of physicians served by a 
surgical pathology group. 

 

There should be a defined procedure for 
timely communication of these diagnoses/ 
findings to the physician most responsible 

 

Critical diagnoses or significant unexpected 

findings must be communicated to the appropriate 

healthcare provider to ensure timely management 

of important medical conditions in order to prevent 

morbidity and mortality. 
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Recommendation 
 

Rationale 

for the care of the patient involved. The 
communication of these results should be 
documented. 

 

Turnaround Times 

 

17.   All laboratories shall have a policy that 
outlines the processes for monitoring 
turnaround times on a regular basis. 

 

Diagnostic reports must be provided in a timely 

manner in order to ensure patients receive 

appropriate care in a timely manner. Timely 

reports also decrease patient anxiety. 

 

18.   All laboratories shall collect and review 
facility data on turnaround times, for the 
professional group. 

 

TATs are dependent on and reflect system issues. 

Monitoring of TATs can identify system problems 

for correction and quality improvement initiatives. 

 
 

Table 6: Pathology Proposed Best Practice Guidelines 
 

 

Recommendation Rationale 

 

For Individual Pathologists (only) 

 

19.   All laboratories should collect and review 

data on intra-departmental consultations, Refer to Rationale for Standards 5 and 6 
for each pathologist. 

 

20.   All laboratories should collect and review 
data on external consultations, for each Refer to Rationale for Standards 7 and 8 
pathologist. 

 

21.   All laboratories should collect and review 
on the appropriateness and accuracy of 
intra-operative consults and deferral rates, 

Refer to Rationale for Standards 9 and 10
 

for each pathologist. 

 

22.   All laboratories should collect and review 
data on report defect and discordances 

revealed by external reviews, for each 
Refer to Rationale for Standards 12 and 13

 

pathologist. 

 

23.   All laboratories should collect and review 

data on corrected reports and the reasons Refer to Rationale for Standards 14 and 15 
for the corrections, for each pathologist. 

 

24.   All laboratories should collect and review 

data on turnaround times, for each Refer to Rationale for Standards 17 and 18 
pathologist. 

 

For Professional Group and each Pathologist 

25.   All laboratories should collect and review Refer to Rationale for Standard 11 
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data on report defect and discordances 
revealed by review of previous/ 
concurrent laboratory cases, for the 
facility and for each pathologist. 

 

26.   All laboratories should collect and review 
data on report defects and discordances 
revealed by retrospective reviews, for the 
facility and for each pathologist. 

 

Retrospective reviews occur after cases have 
been signed out and finalized. They are a form of 
secondary review to determine whether there is 
diagnostic agreement between two separate 
pathologists interpreting the same sample, and 
hence, data on report defects and discordances 
revealed by retrospective reviews in an important 
measure of diagnostic accuracy within an 
institution. 

 

27.   All laboratories should collect and review 
data on reporting of critical diagnoses, 
results and alert values, for the facility and 
for each pathologist. 

 

 
Refer to Rationale for Standard Number 16 

 

28.   All laboratories should collect and review 
data on service satisfaction, for the 
professional group and for each 
pathologist. 

 

Feedback from those who use pathology services 
helps provide knowledge of user needs, 
expectations and experience with a particular 
pathology laboratory. As such, it is an important 
marker of quality of care from the user’s 
perspective. 

 

Policy 

 

29.   All laboratories in Ontario should have a 
process in place to ensure that the 
professional group is aware of Patient 
Safety Checklists for Surgical Pathology 
as a reference standard to ensure day to 
day practice meets best practice. 

 

The use of Patient Safety Checklists minimizes 
reliance on user memory in the face of complex 
multi-step processes and procedures. They may 
also decrease the issues of variable input and 
inconsistency, and in doing so, increase workflow 
efficiency and, ultimately, minimizes error and 
increases diagnostic accuracy. 

 

30.   All laboratories should have a policy that 
outlines the various types of retrospective 
reviews and follow-up that should be 
performed, and their documentation and 
reporting for quality management 
purposes. 

 

A benefit of retrospective focused reviews is that 
evaluation of case sets may identify previously 
unrecognized areas of deficiency or discrepancy. 
Evaluation of reports and/ or slides or other 
materials as part of a retrospective review may 
also generate educational feedback about the 
original cases. 

 
 

The quality assurance draft recommendations for Phase 2 are focused on the on interpretive 

phase of pathology. To develop the recommendations, a comprehensive current state analysis 

was conducted for pathology to identify existing quality assurance programs and processes and 

determine where gaps and opportunities exist. Throughout this process, we have considered 

quality assurance programs at the provider level (i.e. pathologists) and the facility level (i.e., 

academic, community and private laboratories). Based on the current state analysis, we have 

identified the following draft recommendations. 
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Table 7: Pathology Proposed Quality Assurance Programs and Processes 

 
 

Recommendations 
 

Rationale 
 

31.   Standards and guidelines (for internal 
quality assurance) should be maintained 
and monitored by an identified 
organization 

 

Standards2Quality (S2Q) is a set of recommended 
quality assurance processes and guidelines from 
which standards and indicators were derived by 
the Expert Advisory Panel for endorsement by the 
Partnership. The Provincial Pathology Quality 
Committee will be responsible for determining who 
will maintain and monitor S2Q to ensure standards 
are being met. 

 

32.   External Quality Assurance (EQA) should 
be a component of a provincial quality 
management program 

 

EQA refers to slide schemes and challenges that 
are designed and administered by an entity 
outside the laboratory. EQA is of value to a 
provincial quality management program for 
pathology, however more work is needed to 
determine how best to integrate this assessment 
into the program. 

 

33.   The QMP Provincial Pathology Committee 
will determine how an EQA program will 
be integrated into a quality management 
program for pathology. 

 

The QMP Provincial Pathology Committee will 
establish a working group to determine the 
following: 

 

• Evidence to support EQAs 
 

• Ownership and responsibility for EQAs 
 

• Identify the type of EQA that would be of most 
value to patient care 

 

• The specifics of how it should be designed and 
structured 

 

34.   CPSO Peer Assessments should continue 
to be utilized for Pathologists in Ontario; 
however provider- and facility-level quality 
data should be made available to CPSO 
assessors. 

 

Peer assessments for pathologists are a useful 
non-punitive tool that can be leveraged for quality 
assurance purposes; they provide feedback to 
guide quality improvement opportunities to 
improve the quality of care and ensure patient 
safety. Provider- and facility-level quality data 
should be made available to assessors during 
CPSO assessments. 

 

5.0 Pathology Quality Management Model 
Recommendations 

 

5.1 Description 
 

The purpose of the Quality Management Model (QMM) is to provide a structure for quality 

assurance that includes independent clinical review and follow-up of quality reports. The model 

defines roles and responsibilities for three tiers of clinical leadership at the provincial, regional 

and facility levels. By defining roles and responsibilities at each of these levels, the model 
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strengthens accountability and promotes consistency and transparency within the three service 

areas. 
 

In Ontario, laboratory directors/chiefs of pathology service have primary responsibility for 

managing professional quality across their facility. The Partnership has developed a quality 

management model which supports, strengthens and enhances accountability structures as 

required by current legislation and by-laws and does not create a duplicate accountability 

process. Figure 1 below illustrates the roles and responsibilities structure, which will be a subset 

of the overall structure for the program. 

 

 

 
Figure 1: Pathology Roles and Responsibilities Structure 

 
The three tiers align with and support existing accountabilities to monitor quality and trigger 

improvement opportunities where applicable. It will be non-punitive and focus on continuous 

improvement in pathology. Each tier requires designated Quality Management Program (QMP) 

Clinical Leads: 
 

 QMP Provincial Lead: Responsible for providing provincial quality management 
program oversight for pathology, reviewing physician, facility, regional and provincial 
quality reports and recommending improvement opportunities when quality indicators 
are not meeting standards. 

 

  QMP Regional Leads: Responsible for providing regional quality management program 
oversight for pathology, reviewing quality reports of physicians and facilities within their 
region, recommending improvement opportunities when quality indicators are not 
meeting standards and providing support to Facility Leads. 
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 QMP Facility Leads: Responsible for providing facility quality management program 
oversight for pathology, reviewing quality reports of physicians within their facility, 
identifying quality improvement opportunities when quality indicators are not meeting 
standards and directly engaging physicians and administrators in implementing quality 
improvement strategies. 

 
There will be a QMP Provincial Committee for pathology, chaired by the QMP Provincial Lead 

and primarily composed of pathologists. It will consist of the QMP Regional Leads with 

representation from various sectors (e.g., academic hospitals, community hospitals, private 

labs) as well as from other organizations, including CCO, CPSO, QMP-LS, Path2Quality. 

Working groups will focus on subspecialty areas (e.g., paediatric, etc.) and serve as an input to 

this committee. 
 

In addition, a QMP Advisory Committee for pathology will be established with patients, 

caregivers, hospital administrators and other representatives. This committee will meet as 

required to provide expertise and overall advice to the QMP Provincial Pathology Committee. 
 

QMP Facility Leads are the key individuals in this process who will monitor and oversee quality 

at the local level. It is envisioned that the QMP Facility Leads, in many cases, will be chiefs of 

pathology or medical directors; however, in some institutions, this role may be delegated to 

another pathologist at their discretion. These leads will require infrastructure support (i.e., 

clerical staff, IT) in order to effectively execute these increased responsibilities. In addition, the 

potential for smaller sites to partner with larger facilities will be considered during 

implementation and may be guided by work done in other areas (i.e., in the consideration of 

networks). Facility Leads will be accountable to their local facility and responsible to the QMP 

Regional and Provincial Leads (i.e., QMP Provincial Committee) to provide and monitor data. 
 

The following tables provide an overview of the key responsibilities for each of the designated 

QMP Clinical Lead roles. 
 
 

QMP Provincial Lead – Key Responsibilities 
 

 

1.   Chair the Provincial Committee, establish goals and agenda for committee 
 

2.   Participate in CCO’s Pathology and Laboratory Medicine Program (PLMP) to provide knowledge 
transfer and ensure alignment 

 

3.   Lead the province in defining quality for pathology, based on evidence and best practices 
 

4.   Lead the review of quality reports at all levels (facility, regional, provincial), and support leads in 
addressing potential issues. Data reviewed will be de-identified until data stabilization has occurred 
and the data are deemed of high quality. 

 

5.   Foster innovation and best practice in pathology 
 

6.   Lead identification of appropriate quality improvement opportunities for identified issues 
 

7.   Provide support to provincial quality committee/council and local/facility leads 
 

 

QMP Regional Leads – Key Responsibilities 
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1.   Participate in the Pathology Provincial Quality Committee 
 

2.   Refining quality definitions 
 

3.   Participate in identifying useful, evidence-based metrics at the provider- and facility-level 
 

4.   Monitor and follow-up on facility level de-identified quality reports and issues 
 

5.   Facilitate best practices related to Internal/External Quality Assurance processes 
 

6.   Monitor/revise standards and best practice guidelines as part of the QMP Provincial Pathology 
Committee 

 

7.   Identify and respond to system level issues 
 

8.   Identify QI opportunities and be a voice for resourcing 
 

9.   Support the Facility Leads in continuous quality improvement at the local level 

 

QMP Facility Leads – Key Responsibilities 

 
1.   Chair the local Pathology Quality Management Committee 

 

2.   Provide oversight for QA processes 
 

3.   Review pathologist-level and facility quality reports and initiate quality assurance/improvement 
initiatives as appropriate 

 

4.   Review regional and provincial level quality reports for information and comparison with peers 
 

5.   Identify and support local facility and pathologists with QI opportunities 
 

6.   Foster innovation and best practices to improve quality at the facility level 
 

7.   Participate, as QMP Regional Leads, in the QMP Provincial Pathology Committee (as required) 

 

QMP Provincial Pathology Committee – Key Responsibilities 

 
1.   Oversee, review and monitor regional/provincial quality data 

 

2.   Ensure adherence to standards 
 

3.   Facilitate knowledge transfer among Provincial Lead, Regional Leads, Facility Quality Leads, all 
pathologists and relevant stakeholders 

 

4.   Maintain and review quality definitions and standards for pathology based on current evidence 
 

5.   Provide support to local facilities, laboratory directors and chiefs of service as necessary 
 

6.   Ensure alignment with the CPSO, OLA/QMP-LS, CCO processes 
 

7.   Consider quality by design issues and make necessary recommendations 
 

8.   Review the work of specific committees or working groups as needed (e.g., pediatric pathology) 
 

9.   Establish consistent nomenclature and processes, e.g., amended reports, discordancy/error 
 

10.  Align with recommendations for EQA, as developed by an EQA working group 
 

11. Leverage the expertise of QMP Advisory Committee (as required) 
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The process for screening and selecting QMP Clinical Leads will incorporate the following at 

each respective level: 
 

 

 
QMP Facility Lead 

 
  Facilities will be responsible for selecting QMP Facility Lead 

  The physician fulfilling the QMP Facility Lead role should also be the 
physician who is most responsible for pathology quality at the facility 

 
 
QMP Regional Lead 

 

  The process will be transparent, professional and based on competency 
to ensure that the most appropriate and qualified candidates are 
considered 

 
 
QMP Provincial Lead 

 

  The process will be transparent, professional and based on competency 
to ensure that the most appropriate and qualified candidates are 
considered 

 

 
QMP Provincial 

Pathology Committee 

 

 
  The process will ensure there is adequate representation across sectors 

and facility types 

 

6.0 Pathology Quality Reporting 
Recommendations 

 

6.1 Description 
 

A key component of the provincial quality management program for pathology is to measure 

provider and facility-level quality indicators consistently across the province and provide regular 

quality reports to individual physicians and to QMP Clinical Leads (as outlined in the Quality 

Management Model) to: 
 

 provide an independent review of physician and facility quality reports 

 facilitate follow up when quality indicators do not meet standards and on quality 
improvement activities 

 promote transparency and accountability 
 

Measuring and reporting quality indicators is critical to understanding current quality, making 

informed decisions around quality improvement investments, and monitoring improvement over 

time. 
 

The scope of quality reporting for pathology at this time is limited to facility reporting. Future 

work will be required to define the indicators for physician reporting. 
 

6.2 Proposed Indicators 
 

The tables below identify the facility indicators for pathology. 
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Table 8: Pathology Implementation of Mandatory Standards 
 

 

S2Q Category Indicator (Y/N) 

 

 
 
 
 
 
Foundational Elements 

Does your facility have a Pathology Professional Quality Management 

Committee? 

Does your facility have a Pathology Professional Quality Management 

Plan? 

Does your facility have a guideline for classification of report 

defects/discrepancies/ discordances/errors? 

Does your facility have a guideline outlining the responsibilities of a 

pathologist requesting an external consultation, if applicable? 

 
 
 
 
 
Intra-Departmental 

Consultation 

Does your facility have a policy that outlines the procedure for consultation 

with intra-departmental colleagues, including the documentation of those 

consults? 

Does your facility have a policy that outlines which sorts of cases require 

mandatory intra-departmental consultation and which are discretionary for 

the professional group? 

Does your facility collect and review data on intra-departmental 

consultations, for the professional group? 

 

 
 
 
 
External Consultation 

Does your facility have a policy that outlines the procedure for requesting 

external consultation, including the review and documentation of the 

resulting consultation opinion; if applicable (the policy shall provide 

guidance as to the types of cases that are appropriate for external 

consult)? 

Does your facility collect and review data on external consultations, for the 

professional group, if applicable? 

 
 
 
Intra-operative 

Consultation 

Does your facility have a policy that outlines the processes for, and the 

documentation of, the comparison of intra-operative consultation results 

with final diagnoses? 

Does your facility collect and review data on the appropriateness and 

accuracy of intra-operative consults and deferral rates, for the professional 

group? 

Does your facility have a policy that outlines the procedure for correlation 
Previous Concurrent 

of current surgical pathology cases with pertinent previous/ concurrent 
Laboratory Reports 

laboratory cases from the index patient? 

 
 

 
External Review 

Does your facility have a policy that outlines the processes for handling 

requests for review of cases by an external pathologist including the 

documentation and review of those results? 

Does your facility collect and review facility level data on report defect and 

discordances revealed by external reviews, for the professional group? 
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Corrected Reports 

Does your facility have a policy that outlines the criteria for revising or 

correcting reports, including those in which diagnoses are revised or 

corrected (this policy should include definitions of the terms employed by 

the group for such reports, criteria for their use, the procedures and 

documentation required to issue them, and related follow-up quality 

assurance actions)? 

Does your facility have a policy that outlines when to directly inform the 

responsible clinician of the revision or correction (e.g. by verbal 

communication) and how to document that communication? 

Does your facility have a policy that outlines procedure for notification of 

the Laboratory Director (or depending on a group’s policies, the Chair of 

the PPQMC), and through the Laboratory Director (or Chair, PPQMC) 

initiation of critical incident and similar reporting where appropriate? 

Does your facility have a policy that outlines when revised or corrected 

reports have to be documented for risk management, root cause analysis 

and quality improvement purposes via that organization’s processes? 

Does your facility collect and review data on corrected reports and the 

reasons for the corrections, for the professional group? 

 
 
 
 
Critical Diagnoses/ 

Results 

Does your facility have a policy that outlines the types of diagnoses/ 

findings which are considered critical in the practice/s of physicians served 

by a surgical pathology group? 

Does your facility have a defined procedure for timely communication of 

these diagnoses/ findings to the physician most responsible for the care of 

the patient involved? 

Does your facility document the communication of these results? 
 

 
 
Turnaround Times 

Does your facility have a policy that outlines the processes for monitoring 

turnaround times on a regular basis? 

Does your facility collect and review facility data on turnaround times, for 

the professional group? 

 
 

Table 9: Pathology Facility Level Indicators 
 

 

S2Q Category 
 

Indicator 
 

Definition 

Intra-Departmental 

Consultation 

Intra-Departmental Consult Rate Number of facility level intra-departmental 

consults for the professional group/total 

cases for the professional group 

External 

Consultation 

External Consultation Rate Number of facility level external consults for 

the professional group /total cases for the 

professional group 

Intra-operative 

Consultation 

Intra-operative Consultation 

Accuracy Rate 

Number of accurate intra-operative 

consultations for the professional group/ 

total cases for the professional group 
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Intra-operative Consultation Number of deferred intra-operative 

Deferral Rate consultations for the professional group/ 

total cases for the professional group 

External Review Defect and Discordance Rate Number of cases within the facility where 

external review revealed report defects or 

diagnostic discordances for the professional 

group /total # reports reviewed externally by 

the professional group 

Corrected Reports Corrected Reports Rate Number of corrected reports stratified by 

reason for the professional group/ total # of 

reports reviewed by the professional group 

Turnaround Time Turnaround Time Average facility time from specimen receipt 

to case sign out for professional group 

overall for all surgical pathology cases. 
 

6.3 Patient Experience Indicators 
 

Patient experience is an important measure of quality. Indicators for patient experience will be 

established in the future, after which a process of data acquisition, stabilization and review will 

be required before they can be reported. 

In the meantime, facilities should implement mechanisms to solicit information about patient 

experiences with respect to the care they received and standard operating procedures 

describing how to address processes requiring improvement. 
 

6.4 QMP Data Collection and Reporting 
 

Some of the data that is required to generate quality reports is already being collected and 

reported by facilities. It will take time to implement standard data collection and reporting 

processes and technology, and the timelines and approach may vary across the three health 

service areas. 
 

Facilities will be responsible for collecting and submitting data required for quality reporting to 

CCO. CCO will manage data collection and reporting processes and technology on behalf of the 

Partnership including hosting QMP data. As with all other CCO programs, appropriate 

safeguards will be implemented in order to prevent data from unauthorized access, modification 

or disclosure. 
 

Work is underway to establish a framework of the specific organizations and roles that will 

receive quality reports including the type of data they will receive e.g., identified or anonymized 

data, individual provider or facility level data, etc. 
 

The following are some of the key activities required before quality report generation and 

distribution can begin: 
 

1.  Conduct assessment to determine if the Partnership requires new authorities to 

collect and report the proposed data for the purposes of improving quality and 

increasing accountability and transparency within the healthcare system. 

2.  Seek and/or implement new legislative and regulatory authorities (if required). 
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3.  Implement provincial data collection processes and technologies. 

4.  Collect required data elements from all facilities. 

5.  Conduct data stabilization period to validate data and ensure they are of high quality. 

Individual healthcare providers and facilities will be able to review their own data to 

validate its accuracy during this period. 

 

7.0 Summary 
 

This document provides an overview of recommendations for a provincial quality management 

program for pathology. The recommendations cover standards, guidelines, indicators, quality 

assurance programs and processes, and describe a Quality Management Model (QMM) that 

provides a consistent structure for quality assurance that includes independent clinical review 

and follow-up of quality reports and maintenance of standards, guidelines and indicators. 
 

The online survey and in-person consultation sessions will seek feedback on recommendations 

contained in this document. Your feedback will be taken into account as recommendations are 

finalized for inclusion in the Phase 2 report, to be presented to the MOHLTC in March 2015. 
 

This document represents the Partnership’s thinking to date on key aspects of quality 

management programs, and more work is on-going. There will be further opportunities to 

provide feedback on this work as it progresses. 

 

We value your feedback and would like to add your voice to this proposal. 

Please participate in the Pathology survey. 

 

 

http://cpso.fluidsurveys.com/s/qmp-consultation

