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Connected Whole Health 
Fiscal Year 2022 

Purpose of this Report 

This report examines annual outcomes for quality patient care indicators established for Connected Whole 

Health, the UWS campus health center. The Quality Patient Care Committee (QPCC) reviews indicators to 

identify opportunities for improvement.  

Annual Outcomes 

The quality assurance (QA) program tracks a variety of indicators, each with corresponding performance 

thresholds. The QPCC is responsible for reviewing and updating the indicators on an annual basis, as 

appropriate. Many of these indicators are new and, as such, do not have historical data for comparative 

analysis. Additionally, where appropriate, thresholds may not yet be established for indicators in which 

multiple years of data are required to determine an appropriate target.  

Licensure 

For compliance purposes, all Connected Whole Health practitioners must maintain active licenses and 

certifications appropriate for clinical care. As such, indicators 1.1 and 1.2 ensure that 100% of clinicians 

maintain an active chiropractic license, and certification for basic life support (BLS) and cardiopulmonary 

resuscitation (CPR) on an annual and biennial basis, respectively. 

FY22 Outcomes 

All clinicians are up to date with both active licenses (indicator 1.1) and basic life support/CPR (indicator 

1.2) for FY22. During a six-month period, all clinicians completed BLS training together.  This practice is 

planned to continue to ensure on time renewal for all clinicians.  

Indicator Target FY20 FY21 FY22 

1.1 % active licenses (annual) 100% 100% 100% 100% 

1.2 % current BLS/CPR (biennial) 100% 100% 100% 100% 

FY23 Plans 

• Add indicator related to oxygen training requirements from the Oregon Board of Chiropractic 

Patient Feedback Survey 

The university surveys patients annually about their satisfaction with clinical services provided by UWS. 

Clinical staff utilize survey data to improve the patient experience.  

FY22 Outcomes 

Overall patient satisfaction (Indicator 2.1) remains high, continuing to meet the 92% threshold. Indicators 

2.2a-c examine the performance of aggregated items related to three monitored domains. Indicator 2.2d 

examines a single net-promoter like item in which respondents indicate overall satisfaction with their clinical 

experience. While still exceeding the 85 percent target for the indicator, this item continues to score lower 

than the other indicators. Please see the FY22 Patient Satisfaction Outcomes Report (Appendix A) for a 

complete analysis.  
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Indicator Target FY18 FY19 FY20 FY21 FY22 

2.1   Patient satisfaction survey responses 
% positive (aggregated) 

92%* 96% 98% N/A** 97.0% 97.1% 

2.2a Facilities, access, and conveniences % 
positive 

Monitor   N/A 94.2% 95.8% 

2.2b Office staff % positive Monitor   N/A 95.2% 97.4% 

2.2c Clinical providers % positive Monitor   N/A 98.7% 99.2% 

2.2d Overall experience % positive 85%   N/A 93.1% 94.4% 

*The target was increased from 75% to 92% for FY19 due to multiple years exceeding the target. 

**The survey was not administered in FY20 due to the timing of the COVID-19 pandemic. 

FY23 Plans 

• Continue efforts to increase MyChart activation and email collection at registration to obtain larger 

sample sizes for satisfaction surveys. 

• Implement new patient follow-up calls by interns within one business day to improve the patient 

experience, answer care related questions, and provide additional follow up care instructions 

• Begin obtaining patient emails through the online scheduling platform to increase sample sizes for 

patient survey 

Patient Grievance/Dissatisfaction 

Patient grievances or dissatisfaction are complaints reported outside of the annual feedback survey.  

FY22 Outcomes 

The patient feedback survey and website reporting forms serve as mechanisms for recording patient 

complaints. The university launched a new social media strategy in June of 2022, which created additional 

channels for communication, including Google Business, Facebook, Instagram, and LinkedIn. As seen in 

the table below, there was only one patient complaint in FY22. The individual reached out with a concern 

that they were unable to directly communicate with their provider and a feeling that the front desk was a 

barrier to scheduling. Clinic staff were able to assist the patient in setting up MyChart to improve direct 

communication with their provider, resolving the issue.  

Indicator 3.2 Target FY21 FY22 

Grievance/Complaints Filed N/A 0 1 

The clinic has increased MyChart activation by 7% in FY22, leading to a total of 37% of patients with active 

accounts. This engagement rate is higher than the OCHIN collaborative average of 30%. The link to access 

MyChart has been added to the clinic website to streamline the process for patients. The clinic will continue 

to monitor MyChart utilization as a mechanism to improve patient communication. 

FY23 Plans 

• Continue increasing total patient utilization of MyChart to 40% or greater 

• Further develop intern-patient communication training centered on ensuring patient understanding 

of the report of findings 

Actionable Infractions 

The DCP tracks actionable (disciplinary) infractions. Infractions are reported incidents of student violations 

of clinical internship manual protocols that rise to the level of a disciplinary action beyond a verbal warning. 
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Example consequences include a clinical suspension, loss of clinic credit, or a research report to follow up 

on the topic related to the infraction. 

FY22 Outcomes 

Indicator 4.1: Quarterly Infractions Target SU-21 FA-21 WI-22 SP-22 

% of interns completing clinical internships 
without an actionable infraction 

90% each 
term 

100% 100% 98.1% 98.0% 

Halfway through the fiscal year the internship program began tracking actionable infractions using a 

SignNow document. The table above presents the percentage of students completing their clinical 

internship each term without an actionable infraction for each of the four academic terms in FY22. The 

target was met for each term. Examples of infractions from FY22 include: 

• failure to follow/carry-out clinician recommendations 

• under reported patient history 

• unauthorized adjusting/treatment 

• unprofessional conduct/texting in a treatment room 

• refusal to be assessed by an assessor with unprofessional behavior 

The table below presents the fiscal year total for the last four years, which also met the target.  All FY22 

infractions were managed via the existing process and resolved without follow-up incidents. 

Indicator 4.2: Annual Infractions Target FY18 FY19 FY20 FY21 FY22 

% of interns completing clinical internships 
without an actionable infraction 

95% 
annually 

96.2% 97.4% 98.8% 98.1% 98.1% 

FY23 Plans 

• Determine the need to track actionable infractions quarterly when annual may be sufficient 

Chart Audits 

The chart audit system is designed to enhance clinician learning, improve practices, and provide peer 

feedback to clinicians about patient care. Data are utilized to drive curricular and patient care improvements. 

Based on the chart review results, each clinician receives a quarterly performance report that highlights 

areas for attention and improvement.  

FY22 Outcomes 

• Completed work to update informed consent protocols – these were discussed at clinician 

meetings.  

• Changed the location of PARQ/IC in the chart. 

• The CMO collaborated with clinical faculty to refine standards of care and make audit tool 

improvements. These consensus meetings drove the reconstruction of the audit tool, which will be 

relaunched in the summer of 2022.  

Data Analysis 

Indicator 5.1 was met for the fourth year in a row. Clinicians are assigned three chart audits per term. This 

schedule allows for each clinician to be assessed up to 12 times per fiscal year to ensure individual 

practitioner trend data. In FY22, organizational changes resulted in six clinical educators participating in 

chart audits, down from eight in prior years. The chart audits remain above the 70 charts required by the 
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Bureau of Primary Care for HRSA audits.1 It should be noted that due to current staffing levels, the high of 

122 chart audits is no longer an appropriate expectation.  

Indicator 5.1:  Target FY19 FY20 FY21 FY22 

Number of Chart Audits Completed 70 122 122 90 78 

Indicator 5.2 has an overall score target of ≥80% achievement of patient chart audit indicators. As seen in 

the table below, the FY22 outcome of 89.6% was an improvement from the FY21 overall score. Although 

targets are not established for each individual audit category, the QPCC will explore the need for additional 

thresholds in FY23. The QPCC will review the 80% overall score target for indicator 5.2 due to multiple 

years of exceeding the threshold. 

The following sections of this report will address the individual categories with analysis for those scoring 

below 80% (highlighted in red) for the individual category. 

Category Target 
FY19 

n = 122 
FY20 

n = 122 
FY21 
n = 90 

FY22 
n = 78 

History – Chief Complaint    83.3% 78.2% 

History – P/F/S* Health and Review of Systems**  73.0% 81.1% 95.6% 93.6% 

Exam  76.2% 73.0% 76.7% 78.2% 

Diagnostic Testing  96.7% 96.7% 98.9% 98.7% 

Diagnosis  79.5% 78.7% 82.2% 87.2% 

Management Plan  71.3% 72.1% 88.9% 84.6% 

Informed Consent  80.3% 85.2% 76.7% 89.7% 

Outcome Assessment  83.6% 86.1% 86.7% 89.7% 

Treatment Outcomes  91.8% 95.9% 95.6% 97.4% 

Safety Precautions  92.6% 98.4% 94.4% 98.7% 

Overall (Indicator 5.2) 80.0% 82.8% 85.2% 87.9% 89.6% 

*P/F/S = past, family, and social health 

**Starting in FY21, the chief complaint component of the history was audited separately from the past/social/family health history and 

review of systems. As such, prior year data evaluates all these interview components.  

History - Chief Complaint 

For the second year in a row, the three most common missing components were treatment history, 

mechanism of injury (MOI), and onset of symptoms (see table below). Similar trends have been identified 

for students as part of clinical skills assessment (CSA) exams. Please note the percentages in the table 

below do not add up to 100% as more than one component may be identified as missing per chart. 

Chief Complaint Component Issue n  = 17 

MOI 53% 

Treatment Hx 53% 

Onset 53% 

Location 24% 

Chronology 24% 

Associated Sx 24% 

Modifying Factors 12% 

Additional Complaints 12% 

 

 
1  From “Reporting Instructions for the 2019 Health Center Data,” by the Bureau of Primary Health Care, 

https://bphc.hrsa.gov/sites/default/files/bphc/datareporting/reporting/2019-uds-manual.pdf 

https://bphc.hrsa.gov/sites/default/files/bphc/datareporting/reporting/2019-uds-manual.pdf
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Chief Complaint Component Issue n  = 17 

Quality 6% 

Severity 0% 

History – P/F/S Health and Review of Systems 

The past, family, and social health (P/F/S health) aspect of the patient interview declined slightly from FY21. 

Of the five charts not meeting the desired standard, medical and surgical histories were the most followed 

omissions, followed by family history.  

History Component Issue n = 5 

Medical Hx 100% 

Surgical Hx 100% 

Family Hx 80% 

Review of Systems 60% 

Social Hx 60% 

Physical Exam 

Exam outcomes improved slightly in FY22 from 76.7% to 78.2% but remain below the desired threshold. 

This area has fallen short of the target for the last four years. For the second year in a row, many of the 

issues identified relate to neurological examinations, followed by posture. Based on a review of comments 

left by the clinicians, it appears as though there may be a lack of clarity regarding how frequently vitals 

should be performed and how extensive an exam should be completed as part of a reevaluation. For 

example, if the patient initially presents with neurological findings, should all neuro tests performed at the 

initial exam be completed as part of a re-exam? Additionally, what are the expectations for an exam for a 

condition that was once chronic but now acute?  

Exam Component Issue n = 17 

Neuro 47% 

Posture 41% 

Ortho 35% 

Gait 29% 

Vitals 24% 

Entire Exam 18% 

ROM 12% 

All Complaints 6% 

Palpation 0% 

Diagnostic Testing 

The audit process only identified one chart with a diagnostic testing issue. In this case justified studies were 

not ordered. 

Diagnostic Testing Issue n = 1 

Justified studies not obtained 100% 

Studies not clinically justified 0% 

Diagnosis 

Diagnosis continued to improve from 82.2% in FY21 to 87.2% in FY22. The most frequent issues were 

related to missing diagnoses on the problem list and missing pre-existing diagnoses, followed by diagnoses 

without significant support.  
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Diagnosis Issue n = 10 

Missing Pre-existing DXs 40% 

Missing DXs 40% 

Not Supported DXs 30% 

DXs w/o Hx/PE 10% 

Missing Re-exam date 0% 

Management Plan 

Management plan declined from 88.9% in FY21 to 84.6% in FY22. In FY21, several clinician weekly 

meetings were dedicated to discussing management plan best practices, developing consensus, and 

identifying optimal documentation strategies. Conversation with clinical internship staff and program faculty 

related to management plans began in FY22. Faculty will make changes to the patient charting class in 

FY23 to increase focus on OBCE requirements for management plans. Students will be required to include 

management plan information in the patient note rather than the problem list.   

Management Plan Issue n = 12 

Out of Date 42% 

Not Justifiable 25% 

Insufficient Documentation 17% 

No Plan 8% 

Missing Problems 8% 

Active Problems Only 0% 

Informed Consent/PARQ 

Informed consent (IC) rebounded from 76.7% in FY21 to 89.7% in FY22. A PARQ missing or in the wrong 

place continues to be the most frequent issue for this topic. It may be worthwhile to update the tool to 

separate out these two options to better tailor follow-up training for clinicians. Follow-up conversations 

continued with clinicians regarding IC in FY22, especially regarding protocol expectations.  

Informed Consent Issues n = 8 

PARQ missing or in wrong place 75% 

Signed IC form missing 50% 

PARQ Missing for All Modalities 38% 

PARQ/Consent Not Current 13% 

PARQ + IC Missing for All 13% 

IC Missing for Some Modalities 0% 

Outcome Measures 

Outcome measures performed slightly better in FY22 (89.7%) compared to FY21 (86.7%). The most 

frequent issue was not utilizing a validated tool when appropriate.  

Outcome Assessment Issues n = 8 

No Validated Tool 50% 

Only Subjective 25% 

Not Applicable 25% 

Documentation Inconsistent 13% 

Not Updated 13% 
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Outcome Assessment Issues n = 8 

No Baseline 0% 

No Measures 0% 

Not Reassessed 0% 

Treatment Outcomes 

Treatment measures performed slightly better in FY22 (97.4%) compared to FY21 (95.6%). The sample 

size is too small to identify clear trends. 

Treatment Outcome Issues n = 2 

Not Align with Plan 50% 

No Outcome Measures 50% 

No Improvement 50% 

No Additional Evaluation 50% 

Safety Concerns 

There was only one chart with identified safety concerns in FY22, compared to two charts in FY21. The 

FY22 patient was on anticoagulation therapy with no care coordination note or FYI flag present. This 

concern is not emergent in nature and the low percentage of reported treatment outcome and safety issues 

is indicative of the quality of care delivered in the clinic.  

Safety Issues n = 1 

Risk with Identified Concerns 100% 

Not Easily Located in Chart 0% 

Unidentified Concerns 0% 

Poor documentation 0% 

Auditor/Clinician Analysis 

Average chart scores were also examined for both the auditor and the clinician under evaluation. This 

analysis revealed three clinicians in FY22 with overall scores below the 85% benchmark. The auditor 

analysis reviewed how often the evaluator marked a clinician’s chart down for not meeting identified 

standards. Two auditors assigned significantly lower scores than the overall average, while a few assigned 

significantly higher scores. This outcome indicates that some auditors are far more aggressive and selective 

when evaluating charts while others are much more forgiving. The Clinical Supervisor will be following up 

with clinicians individually regarding their annual outcomes. Opportunities for additional discussion and 

training regarding tool usage in addition to regular calibration exercises will be utilized during the next fiscal 

year. 

FY23 Plans 

The following actions are planned for FY23: 

• Implement revised chart audit tool via Qualtrics survey platform 

• Provide additional calibration and training exercises with clinicians focused on the revised audit tool 

• Better align treatment plans with OBCE standards, including modifying placement within the chart 

note instead of the problem list for consistency among clinicians and decrease the length of chart 

notes 

• Change what is required in follow-up visit notes to align with OBCE standards to increase 

consistency between clinicians and decrease length of chart notes 
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Policies and Procedures Manual Review 

The intern, lab and diagnostic imaging, and infection control manuals are updated annually to ensure 

policies and procedures are up to date. The intern manual is reviewed by clinical internship staff, while clinic 

staff members review the other two manuals. 

FY22 Outcomes 

The infection disease and needle stick policies/procedures were updated at the beginning of the fiscal year. 

The intern manual review (indicator 6.1) occurred on schedule for all four academic terms in FY22.  The 

lab and diagnostic imaging manual underwent review (indicator 6.2) as scheduled. The only significant 

update was a change requiring clinicians to identify a student radiology lead for each shift. This creates 

more opportunities for students who want additional training and experience with x-rays. The infection 

control manual was updated as scheduled (indicator 6.3) with no significant changes. 

Policy and Procedure Indicators Target FY20 FY21 FY22 

6.1 Intern manual 
Reviewed 
quarterly 

Completed Completed Completed 

6.2 Lab and diagnostic imaging manual 
Reviewed annually 

(June) 
Completed Completed Completed 

6.3 Infection control manual 
Reviewed annually 

(June) 
Completed Completed Completed 

FY23 Plans 

• Update intern manual quantitative requirements to better align with competency assessments and 

changes in dress code 

HIPAA 

The QA plan tracks three indicators related to the Health Insurance Portability and Accountability Act 

(HIPAA) to ensure the security of patient records. These indicators include low-level incidents (i.e., 

misdirected information, incorrect documentation), high-level breaches (i.e., publicly reported offenses), 

and monthly HIPAA walkthroughs. 

FY22 Outcomes 

Two low-level incidents (indicator 7.1) were reported for FY22, and clinic personnel followed appropriate 

protocols. Low level incidents included creating a duplicate chart due to name or date of birth discrepancies. 

Although health information was not exposed to a third party, charts were corrected and appropriate training 

and actions were taken with employees to ensure accurate chart documentation. 

HIPAA Indicators Target FY20 FY21 FY22 

7.1 Low-level incidents ≤ 2 Incidents 0 2 2 

7.2 High-level breaches 0 Incidents 0 0 0 

7.3 HIPAA walkthroughs Complete checklist monthly N/A 12 12 

FY23 Plans 

• No actions are planned at this time. 

Patient Care Safety Incidents 

Patient care safety incidents are classified as either low-level or high-level and are reported annually. A 

low-level incident is defined as any action that requires medical attention. This does not include a patient 

reporting “soreness” or aggravation of existing symptoms following treatment. A high-level incident is 
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defined as any adverse reaction or patient injury resulting from treatment, causing permanent or long-term 

impairment. 

FY22 Outcomes 

While the SafeApp continues to be used for the reporting of some clinic safety incidents, others were 

reported via online webform. Despite these improvements, there is still a lack of clarity for clinical staff as 

to which form to use when. Additionally, there are often incidents reported via the SafeApp that do not 

actually qualify as low or high-level events. As such, there is no reliable data available for FY22. 

Patient Care Safety Indicators Target FY20 FY21 FY22 

8.1 Low-level incidents TBD 0 0 N/A 

8.2 High-level incidents 0 0 0 0 

FY23 Plans 

• Review protocol for reporting incidents and revise as appropriate. Socialize updated protocol with 

students, clinical faculty, and front desk staff. 

• Determine feedback loop for feeding safety incident data into the curriculum for instructional 

improvements, as appropriate. 

• The QPCC will establish a target for indicator 8.1 (low-level incidents). 

Equipment Safety 

The QA plan tracks two indicators related to the safety of equipment utilized in clinical care. These indicators 

include a calibration check of therapeutic/diagnostic equipment (ultrasound, electric stimulation, laser, 

hydrocollators and dynamometers), and inspection of rehabilitation room equipment. 

FY22 Outcomes 

The university utilizes an outside vendor to assess and calibrate all therapeutic and diagnostic equipment 

in the clinic (indicator 9.1). This work was completed in FY22 as scheduled. The rehab room equipment 

(indicator 9.2) has historically been inspected regularly by a clinical educator. The move to the new campus 

vastly expanded the rehab room, resulting in the acquisition of new equipment. As such, the QPCC 

recommended quarterly vendor inspections for FY21. After a year in the new space, quarterly inspections 

have proven to be excessive for the need. Instead, when an issue is identified, a ticket is submitted for 

repair. This quarterly vendor assessment indicator will be replaced in FY23 with a new indicator focusing 

on physical therapy (PT) modality equipment inspection and scheduling timely repair if issues are found. 

The clinic will implement a new internal inspection process in which a clinician is assigned to inspect the 

PT modality equipment each month.  

Equipment Safety Indicators Target FY20 FY21 FY22 

9.1 Calibration check 
Completed once annually by 

an outside vendor 
Yes Yes Yes 

9.2 Rehabilitation room equipment inspection Completed once quarterly N/A Yes Retire 

Although not formally tracked by an indicator, the clinic has run into several challenges with ongoing 

maintenance of the chiropractic tables. Several complaints related to table conditions were submitted via 

the annual patient feedback survey. A delay in repairs stems from a variety of pandemic related issues. 

Vendors utilized for ongoing repair are booking up to six months out for appointments and there have been 

delays acquiring replacement parts for repair. The clinic aims to have the backlog of table repairs completed 

in the fall of 2023.  
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FY23 Plans 

The following actions are planned for FY23: 

• Complete chiropractic table repairs 

• Launch and refine new process for monthly clinician inspection of physical therapy equipment 

• Add new indicator related to monthly oxygen monitoring 

• Add new indicator focusing on physical therapy (PT) modality equipment inspection 

Facility Safety  

Two inspections are conducted per year by the executive director of emergency management (EDEM) to 

identify potential clinic facility safety risks. These inspections address the following ten clinical safety 

standards in alignment with recommendations from the Occupational Safety and Health Administration 

(OSHA). 

i. Hazard communication 

ii. Bloodborne pathogens 

iii. Ionizing radiation 

iv. Exit routes 

v. Electrical 

vi. Emergency action plan 

vii. Fire safety 

viii. Medical and first aid 

ix. Personal protective equipment (PPE) 

x. Secured patient information 

The QA program tracks both low-level and high-level facility safety incidents. Low-level incidents are 
defined as any event that impacts or could potentially impact the safety of individuals. High-level is defined 
as any incident that requires medical attention. The EDEM plans to conduct regular trainings for both DCP 
clinicians and clinic staff to reinforce safety practices. 

FY22 Outcomes 

Operations completed one full scale clinical safety standard inspection rather than the target of two 

inspections.  With COVID protocols in place, it was difficult to enter the clinic for two full scale inspections 

during FY22. In addition to the inspection, operations completed 29 workorders in less than 24 hours to 

help prevent any potential low/high level safety incidents. The university held four scenario/emergency plan 

discussion meetings. A verbal de-escalation training was developed and will be scheduled during FY23. A 

“panic” button was installed at the clinic front desk notifying campus safety and operations staff when 

immediate assistance is necessary.  

Clinic Facility Safety Indicators Target FY20 FY21 FY22 

10.1 Conduct inspections utilizing 10 clinical 
safety standards 

Twice per year N/A 1 1 

10.2 Low-level facility safety incidents ≤ 15 0 0 1 

10.3 High-level facility safety incidents 0 0 0 0 

10.4 Regular (shorter) scenario-based trainings 
One per month 

(5-10 mins 
each) 

N/A 0 4 

10.5 Biannual (longer) trainings 
Two per year 

(30 mins each) 
N/A 0 1 



  

 

Quality Patient Care Outcomes Report   11 

 

FY23 Plans 

The following actions are planned for FY23: 

• The QA committee will review the targets for all safety indicators 

• Conduct two inspections utilizing 10 clinical safety standards and achieve indicator 10.1 target. 

• Schedule  trainings to support indicators 10.4 and 10.5. 

• Test panic button protocols at least 2x per year 

• Measure risk reduction levels with safety standard measurements.  
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Connected Whole Health 

Fiscal Year 2022 

Purpose of the Survey 

The university surveys patients annually about their satisfaction with clinical services provided by UWS. 

Clinical staff utilizes survey data to improve the patient experience in UWS clinics.  

Survey Updates 

Many survey questions were adapted from the Consumer Assessment of Healthcare Provider and Systems 

surveys promoted by the Agency for Healthcare Research and Quality. Questions are designed to solicit 

patient feedback about access and convenience of facilities, the quality of care delivered by clinical 

providers, the level of service provided by reception and office staff, and patients’ overall impression of the 

clinical experience. In FY17, the university modified the survey to include new questions specific to patients' 

perceptions of integrated healthcare delivery, consistent with the university's updated mission goals 

(previously known as core themes). 

UWS made additional updates to better align with DCP program goals and CCE meta-competencies in 

2020. Questions were added to better segment the survey into four separate categories 

(facilities/access/conveniences, office staff, clinic providers, and overall experience) for analysis purposes 

(mission fulfillment indicator 2.2). As such, there is limited prior year data available for comparative analysis. 

For the FY21 survey, the university transitioned to electronic survey administration methods to replace the 

prior labor-intensive paper-based process. Due to lower than anticipated participation rates in FY21, the 

university administered the survey twice in FY22. This strategy did not have a meaningful impact on 

participation rates but did capture a broader array of patients.  

Methods 

The university developed this survey utilizing a web-based survey instrument hosted online by Survey 

Monkey™ (for the fall iteration) and Qualtrics (for the winter iteration). Active patients (those utilizing clinic 

services within the past year) were emailed a unique link to complete the survey using the email on file. 

Patient identities were not collected in association with responses to ensure confidentiality. “NA” responses 

received no numerical value, and therefore, did not affect mean or percentage calculations. 

On December 8, 2021, the university sent a link via Survey Monkey to 607 patients for the fall survey. 

These patients had all been seen in the clinic in the last six months. Of these, 42 emails bounced back 

(6.9%), and 5 (0.8%) opted out of receiving Survey Monkey emails. The university sent reminder emails on 

December 15, 2021, and December 21, 2021, to encourage participation. Data collection closed on 

December 23, 2021. 

On May 31, 2022, the university sent a link via Qualtrics to 532 patients for the spring survey. The fall 

survey was configured to allow the university to see which individuals completed the survey, but not connect 

any identifying information with responses. As such, the spring distribution list was compared with the fall 

list and individuals completing the fall survey were not sent an additional survey for spring. This strategy 

ensures no patient completed the survey more than once during the fiscal year cycle.  

Of the 532 invitations, 44 emails bounced back (8.2%), and 1 reported the Qualtrics email as spam. The 

university sent reminder emails on June 6, 2022, and June 11, 2022, to encourage participation. Data 

collection closed on June 14, 2022. 

Response Rate and Demographics 

Of the 1,139 patients surveyed in FY22, 188 completed at least part of the survey for a 16.5% response 

rate (Table 1 below). Response rates to individual questions may vary based on user error or personal 
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choice. Results from this survey capture a sample of UWS patients. Response rates are not available for 

prior year surveys (FY18 to FY19), as it was not possible to manually track paper-based participation. While 

the number of respondents continues to decline when utilizing electronic surveys, the population of patients 

surveyed is much broader than in prior years.  

Table 1: Survey Response Rates 

 FY18 FY19 FY20* FY21 FY22 

Surveys Sent**    868 1,139 

Responders 369 339  174 188 

Response Rate N/A N/A  20% 17% 

*Survey not administered. 
**Bounced emails excluded. 

Table 2 presents the response rate by gender identity. The majority (66.5%) of respondents identified as a 

woman. This percentage is consistent with data indicating 60% of chiropractic patients identify as female1.  

Table 2: Response Rate by Gender Identity 

Gender Identity 
# 

Respondents 
% of Total 

Respondents  

Woman 113 66.5% 

Man 49 28.8% 

Transgender 0 0.0% 

Non-binary 1 0.6% 

Decline to answer 7 4.1% 

 

Table 3 presents the response rate by self-identified age group. The groups distinguish minors from patients 

receiving Medicare.  

Table 3: Response Rate by Age Group 

Age 
# 

Respondents 
% of Total 

Respondents  

Under 18 0 0.0% 

18-64 133 78.2% 

65+ 35 20.6% 

 

Table 4 presents the response group by self-identified race/ethnicity for 184 of the respondents. Additional 

choices were included for the FY22 survey, providing a more comprehensive list for respondent selection. 

 
Table 4: Response Rate by Race/Ethnicity 

Race/Ethnicity 
# 

Respondents 
% of Total 

Respondents  

White (including European, Middle Eastern, North African) 128 69.6% 

 
 

 

1 The Journal of Chiropractic Education (2012). Diversity in the Chiropractic Profession: Preparing for 2050 [Online]. 
Available from: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3391776/ 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3391776/
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Race/Ethnicity 
# 

Respondents 
% of Total 

Respondents  

Decline to answer 15 8.2% 

Skipped Item 14 7.6% 

Two or more 8 4.3% 

Black or African American (including Africa and Caribbean) 6 3.3% 

Asian or Asian American (including Indian subcontinent and Philippines) 5 2.7% 

Hispanic or Latino (including Spain) 5 2.7% 

Native Hawaiian or other Pacific Islander (Original Peoples) 3 1.6% 

Table 5 presents response rate by self-identified provider. Dr. Moreau’s patients were the most likely to 

respond. Drs. Armington and Hartung had the fewest responses. This is likely because both clinicians 

separated from the university in 2021. The university may wish to consider allowing respondents to select 

multiple providers when completing this item in the future.  

Table 5: Response Rate by Self-identified Clinical Provider 

Clinical Provider 
# 

Respondents 
% of Total 

Respondents 

Dr. Moreau 29 17.5% 

Dr. Ginter 26 15.7% 

Dr. Bergstrom 19 11.4% 

Dr. Ondick 19 11.4% 

Dr. Pelley 17 10.2% 

Dr. Ross 17 10.2% 

Dr. Vuky 11 6.6% 

Dr. Venderley 10 6.0% 

Unsure 9 5.4% 

Dr. Piper 4 2.4% 

Multiple 2 1.2% 

Dr. Armington 1 0.6% 

Dr. Hartung 1 0.6% 

Decline to answer 1 0.6% 

Quality Patient Care Indicators 

The university utilizes the indicators in Table 6 to track health center performance and identify opportunities 

for improvement. All five indicators met the performance target for FY22. Indicator 2.1 examines the 

percentage of positive agreement responses for all items with an agreement scale. The indicator has been 

tracked for multiple years as part of other institutional effectiveness measures. This indicator does not 

include two new survey items related to overall satisfaction (examined as part of indicator 2.2d) and 

likeliness to refer patients (examined separately).  

Indicators 2.2a-d are new and did not have prior year comparative data. The university reevaluated these 

indicators in FY21 and determined they would be monitored and analyzed but would not have separate 

thresholds of achievement. When disaggregated by age and race/ethnicity, there was no significant 

difference in outcomes for any of the indicators. The sample includes two individuals (or 1.1% of 
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respondents) identifying as non-binary. Individuals identifying as non-binary had lower levels of satisfaction 

than those identifying as male or female.   

Table 6: Quality Patient Care Indicator Performance 

Quality Patient Care Indicators Target FY18 FY19 FY20 FY21 FY22 

2.1    Patient satisfaction survey responses 
(aggregated % positive agreement) 

92%* 96% 98% N/A** 97.0% 97.1% 

2.2a  Facilities, access, and conveniences 
(aggregated % positive agreement) 

Monitor   N/A 94.2% 95.8% 

2.2b  Office staff (aggregated % positive 
agreement) 

Monitor   N/A 95.2% 97.4% 

2.2c  Clinical providers % positive 
(aggregated % satisfied) 

Monitor   N/A 98.7% 99.2% 

2.2d  Overall satisfaction (% satisfied item) 85%   N/A 93.1% 94.4% 

*The university increased the target from 75% to 92% for FY19 due to multiple years exceeding the target. 
**The survey was not administered in FY20 due to the timing of the COVID-19 pandemic. 

Results 

Survey items are classified into three domains – facilities, access, and convenience; office staff; and clinical 

providers. Each group of items is discussed in more detail in the following paragraphs. 

Table 7 presents the percent positive and mean score for each of the items related to facilities, access, and 

convenience. The lowest scoring items related to the cost of care, both how well it was explained to patients 

and their perception regarding costs. These two items scored very similarly in FY21. 

Table 7: Outcomes for Facilities, Access, and Convenience Items 

Facilities, Access, and Convenience Items 
% 

Positive 
Mean 

The lobby and waiting area were comfortable and clean. 100.0% 5.47 

The rest room facilities were comfortable and clean. 100.0% 5.32 

I felt safe while I was at the clinic. 99.3% 5.45 

Wait times in the clinic were reasonable (i.e., phone, front 
desk check-in, lobby). 

98.3% 5.43 

Infection control practices met my expectations. 97.8% 5.30 

Accessing the clinic was easy for me. 97.8% 5.34 

Appointment availabilities typically met my needs. 97.2% 5.33 

The front desk customer service at check-in and check-out 
met my expectations. 

96.0% 5.29 

The equipment was in good working order. 95.6% 5.29 

Wait times in the exam room were reasonable. 94.9% 5.33 

The treatment rooms were comfortable and clean. 94.2% 5.19 

The fees for services were clearly explained. 88.4% 4.91 

Fees and copayments for care were reasonable. 87.3% 5.01 

Table 8 presents the percent positive and mean score for each of the items related to office staff. All three 

of these items scored above 97 percent positive.  

Table 8: Outcomes for Office Staff Items 

Office Staff Items 
% 

Positive 
Mean 

Were friendly and professional. 97.8% 5.47 

Provided helpful responses to my questions. 97.2% 5.37 
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Respected my confidentiality and privacy. 97.1% 5.51 

Table 9 presents the percent positive agreement and mean score for each of the items related to clinical 

providers. All thirteen items scored above the target and have a multiyear history of strong performance. 

Items with a (*) are utilized for Mission Fulfillment indicator 3.1.1 (degree to which providers approached 

their encounters from an integrated health perspective) and will be further analyzed in the FY22 Annual 

University Appraisal report. 

Table 9: Outcomes for Clinical Provider Items 

Clinical Providers Items 
% 

Positive 
Mean 

Explained things to me in a way I understand. 100.0% 5.48 

Communicated in a professional manner. 100.0% 5.53 

Respected my personal and/or family values, ethnicity, cultural background, sexual orientation, 
and other preferences. 

99.4% 5.51 

Were compassionate and genuinely concerned about my well-being. 99.3% 5.53 

Took time to answer my questions. 99.3% 5.54 

Asked questions about my overall health and wellbeing, in addition to the issue I came in for. 98.9% 5.52 

Respected and preserved my confidentiality and privacy. 98.9% 5.48 

Provided me with the information I need to make informed decisions about my care. 98.5% 5.37 

Offered suggestions about various approaches to care, such as different types of treatments, 
self-care, changes to my activities of daily living and/or working with other providers. 

97.7% 5.42 

Developed a plan with me to achieve my health goals. 97.0% 5.35 

Asked questions about my life circumstances (examples include: stress level, family situation, 
employment, hobbies, exercise, interests, etc.). 

96.6% 5.38 

Listened to understand my needs. 96.6% 5.39 

An item first included in the FY21 survey examines overall satisfaction with care (Table 10). Overall 

satisfaction improved roughly 1% from FY21. While this item meets the 92% target, it is a lower performing 

item when compared to the rest of the instrument. It is unclear what might lead to a disconnect between 

high levels of agreement for most of the specific survey items but lower levels of satisfaction with overall 

care.  

Table 10: Overall Satisfaction Outcome 

Overall Satisfaction* FY21 FY22 

What is your overall satisfaction with 
your care at UWS health centers? 

Satisfied 93.1% 94.4% 

Mean 5.25 5.40 

*Utilizes 6-point satisfaction rating scale. 

Table 11 presents how likely patients are to refer friends and family to UWS health centers. This item utilizes 

a 3-point scale for analysis rather than a 6-point scale. As such, it is not appropriate to compare the 

likeliness to refer directly with the percent positive and percent satisfied data items. There is no target 

established for this item. Respondents indicating they were uncertain or unlikely to refer patients were 

presented with a follow-up option to describe why. Reasons include the length of the visit (too long), cost 

of services too high for a student clinic, and not enough facetime with the overseeing clinician. 

Table 11: Likeliness to Refer Outcome 

Likely to Refer FY21 FY22 

How likely are you to refer friends 
and family to UWS health centers? 

Likely to Refer 82.4% 79.5% 

Mean 2.82/3.00 2.72/3.00 

*Utilizes 3-point rating scale. 
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“Why not refer? 

Emergent 

Themes 
Key Words/Phrases 

Cost too high 
(16) 

• “The cost of the clinic is too high. Especially considering this is a student intern run clinic in 

which you’re asking patients to be practice bodies for the students (which is great) but it 

should come with a discounted price.” 

• “I just don't see the incentive for going to a student clinic when you are paying full price. I 

don't pay full price when I see a student barber, and he's just cutting my hair not cracking 

my neck.” 

• “The treatment costs are very expensive for student level care. If the prices reflected that 

the interns are students, I would likely refer more people. Any other service provides 

discounted student rates, and that is what I expected from this clinic as well. But it is not 

true.” 

• “The treatment costs are very expensive for student level care. If the prices reflected that 

the interns are students, I would likely refer more people. Any other service provides 

discounted student rates, and that is what I expected from this clinic as well. But it is not 

true.” 

Visits take took 
long (6) 

• “Because the treatment times are very long and sometimes you don’t always get treated 

within those times.” 

• “Clinic appointments are too long for each visit” 

• “treatment time especially the first visit is a really long time” 

Too 

many/repetitive 

questions (5) 

• “I would not because too much time is spent with questions and interviewing and very little 

time is spent being treated.” 

 

Open-ended Responses 

Respondents were given the opportunity to respond to two open-ended questions at the conclusion of the 

survey. The first question (see Table 12) was presented only to respondents indicating dissatisfaction 

(slightly dissatisfied, dissatisfied, strongly dissatisfied) with the item “What is your overall satisfaction with 

your care at UWS health centers?” Note that there is considerable overlap between dissatisfaction themes 

emerging from the previous item exploring why a patient would not refer others to the UWS clinic. 
 

Table 12: Comment Themes from Open-ended Items 

“What is one thing we could do to make your visits with us better?” 

Emergent 

Themes 
Key Words/Phrases 

Visit length too long 

(13) 

• “I am pretty busy and I loved the services I received but stop coming because the visit 

were to long with all the questions being asked. I do understand it's a teaching school 

but the long visits were not working for me.” 

• “Time efficiency. New patient appointments are extremely long.” 

• “They should be faster and focused on treatment”  

Cost too high for 

students/interns (9) 

• “It was a good environment but I tell people not to go because of the price.” 

• “Offer discounted pricing. They are students not doctors so we should not be paying 

the same price as we would for a DC” 

• “Change the prices. This is a STUDENT clinic. I would be happy to refer people if 

prices were more affordable.” 

Treatment rooms 

too small (8) 

• “The exam rooms got pretty crowded especially when there were interns, the recorder, 

& then the Dr too in those small little rooms.” 

• “The only problems I often face rooms are too small. I'm using a walker so it's difficult to 

stay in a small room.” 

• “The rooms are too small, the intern has to move furniture to get around the table, 

which is awkward” 
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“What is one thing we could do to make your visits with us better?” 

Emergent 

Themes 
Key Words/Phrases 

Too many/repetitive 

questions (8) 

• “but the initial treatment papers were extensive and seemed redundant as the doctor 

asked similar questions during the appointment.” 

• “There are a lot of questions to answer every time, and even if I go in a week later for 

the same issue, I have to answer all the same questions, which makes me feel like no 

one is taking the time to review my issue or really understand the issue.  Seems more 

like a formality, when it could be an opportunity to really relate and understand.”   

Poor front desk staff 

experience (8) 

• “I would like to mention one of the receptionists was very rude and impatient when I 

tried to book an appointment. As first point of contact with patient care, I feel that the 

receptionist should represent the mood of the office and make the patient feel 

welcomed” 

• “My experience with front office team has been inconsistent. Some staff are lovely & 

thorough - others seem short-tempered & quick to make assumptions.”  

• “Though our family can be unreliable with appointments, I do think some of the front 

desk folks can be a little brusque at times. I wish they were more inviting, frankly.”  

Equipment issues 

(5) 

• “The tables are very disgusting. Especially the mechanical parts under the face piece. 

Definitely not sanitary and I did not want to put my face into the head piece. Also the 

tables are all different and lots need some TLC.”  

• “A handful of times while being admitted some of the provided equipment, such as the 

computer systems, were not working as intended. Having reliable equipment for a 

smooth experience for staff and patient alike would be ideal.” 

• “fix the tables and fix the broken clocks in the rooms.”  

Treatment rooms 

too hot (5) 

• “treatment rooms are hot and uncomfortable. I am hesitant to book appointments for 

the upcoming summer season because of it.” 

• “Get air conditioning in the treatment rooms.” 

Handicap 

accessibility issues 

(3) 

• “the clinic is not handicap accessible. This makes no sense. A percentage of the 

outpatients require accessible entry. The parking lot has specific handicap parking in 

front, and there is an elevator once you get inside. but there is no means to get through 

the main door without assistance. Its a poor design that deters patients from returning” 

• “The outside door should have a handicapped button to open it.  The tiles are not very 

handicapped friendly, as they are bumpy and limit mobility.  Also the clinic desk should 

have a key for the bathroom.  Again for someone with limited mobility to walk to the 

reception desk to get the key ant then to walk back to return the key is not easy if you 

are not moving very well.” 

The second question (see Table 13) was presented to all survey respondents. 

Table 13: Comment Themes from Open-ended Items 

“What is one thing we could do to make your visits with us better?” 

Emergent 

Themes 
Key Words/Phrases 

High quality of care 
(31) 

• “I felt very at ease with all the staff and was cared for professionally and cordially at all 

times, also they were able to fix my problem and alleviate my pain levels” 

• “Patient care and staff were exceptional.” 

• “It been 4 years of going to UWS and every time it's been an amazing experience of 

listening to my needs but also making the right decisions if that's what was needed.” 

• “I've almost always left feeling better than when I arrived.” 

Great staff -
clinicians, students, 
and support (14) 

• “Great people and wonderful office” 

• “Caring and compassionate staff” 

• “biggest factor in my satisfaction is the staff.” 
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Discussion 

Two of the lowest scoring items on the survey relate to cost. Both were included in prior iterations of the 

survey, and multiyear data for analysis is presented in Table 13 below. While there was no significant 

change for the percent positive in FY22, the mean scores for these two items declined further. Additionally, 

multiple comments also indicate dissatisfaction with the cost of care delivered by student interns.  

Table 13: Response Rate by Self-identified Clinical Provider 

Survey Item FY18 FY19 FY20* FY21 FY22 

The cost of care is 
reasonable. 

91.8% 5.46 97.0% 5.67   88.0% 5.20 87.3% 5.01 

The cost of care was 
clearly explained to 
me. 

94.2% 5.46 95.5% 5.55   86.2% 5.19 88.4% 4.91 

*The survey was not administered in FY20 due to the timing of the COVID-19 pandemic. 

Still meeting the target at 94.2%, the item “The treatment rooms are comfortable and clean” scored much 

lower than other items related to facilities and access. Dissatisfaction with treatment rooms may correlate 

with both the size and warm temperature identified in the comments. Lastly, patient comments indicate a 

dissatisfaction related to the duration of appointments with students. Specific comment themes allude to 

frustration from patients regarding the number of questions asked of them at each visit and a desire for 

more time designed to treatment rather than interviewing. The FY21 survey also identified patient discontent 

with room temperature/size and visit duration. The Quality Patient Care Committee will review the results 

and develop recommendations for improvement.   
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Appendix A: Survey Items and Results 
Legend:  
SA=Strongly Agree  
A=Agree 
SLA=Slightly Agree 
SLD=Slightly Disagree 
D=Disagree 
SD=Strongly Disagree 
NA=Not Applicable (not factored into percentage calculations)  
% Pos=Percentage of positive responses (aggregation of SA, A, and SLA) 
Mean=average score out of 6.00 

Item SA A SLA SLD D SD n % Pos Mean 

Please rate your level of agreement with each of the following statements related to facilities, access, and 
convenience. 

Appointment availabilities 
typically met my needs. 

60.7% 16.3% 20.2% 1.7% 0.6% 0.6% 178 97.2% 5.33 

The front desk customer 
service at check-in and 
check-out met my 
expectations. 

60.5% 14.7% 20.9% 1.7% 1.7% 0.6% 177 96.0% 5.29 

Wait times in the clinic 
were reasonable (i.e., 
phone, front desk check-
in, lobby). 

65.2% 16.3% 16.9% 0.0% 1.1% 0.6% 178 98.3% 5.43 

Wait times in the exam 
room were reasonable. 

64.2% 14.2% 16.5% 1.7% 2.3% 1.1% 176 94.9% 5.33 

Fees and copayments for 
care were reasonable. 

55.5% 16.8% 15.0% 4.6% 2.3% 5.8% 173 87.3% 5.01 

The fees for services were 
clearly explained. 

45.7% 19.1% 23.7% 5.2% 4.6% 1.7% 173 88.4% 4.91 

The lobby and waiting 
area were comfortable 
and clean. 

66.3% 14.0% 19.7% 0.0% 0.0% 0.0% 178 100.0% 5.47 

The treatment rooms were 
comfortable and clean. 

56.5% 14.5% 23.2% 3.6% 1.4% 0.7% 138 94.2% 5.19 

The rest room facilities 
were comfortable and 
clean. 

58.3% 15.2% 26.5% 0.0% 0.0% 0.0% 132 100.0% 5.32 

Infection control practices 
met my expectations. 

61.6% 10.9% 25.4% 1.4% 0.0% 0.7% 138 97.8% 5.30 

Accessing the clinic was 
easy for me. 

62.5% 12.5% 22.8% 1.5% 0.0% 0.7% 136 97.8% 5.34 

I felt safe while I was at 
the clinic. 

68.4% 9.6% 21.3% 0.0% 0.7% 0.0% 136 99.3% 5.45 

The equipment was in 
good working order. 

62.0% 13.1% 20.4% 1.5% 2.2% 0.7% 137 95.6% 5.29 

Appointment availabilities 
typically met my needs. 

60.7% 16.3% 20.2% 1.7% 0.6% 0.6% 178 97.2% 5.33 

The front desk customer 
service at check-in and 
check-out met my 
expectations. 

60.5% 14.7% 20.9% 1.7% 1.7% 0.6% 177 96.0% 5.29 

Office staff at the clinic... 

Were friendly and 
professional. 

69.1% 12.9% 15.7% 1.1% 0.6% 0.6% 178 97.8% 5.47 

Provided helpful 
responses to my 
questions. 

62.5% 14.2% 20.5% 1.7% 0.0% 0.6% 176 97.2% 5.37 
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Item SA A SLA SLD D SD n % Pos Mean 

Respected my 
confidentiality and privacy. 

69.7% 11.4% 16.0% 0.6% 0.0% 0.6% 175 97.1% 5.51 

My clinical providers (doctors, students/interns, etc.) ... 

Asked questions about my 
overall health and 
wellbeing, in addition to 
the issue I came in for. 

69.9% 14.2% 14.8% 0.6% 0.6% 0.0% 176 98.9% 5.52 

Asked questions about my 
life circumstances 
(examples include: stress 
level, family situation, 
employment, hobbies, 
exercise, interests, etc.). 

64.4% 15.3% 16.9% 1.7% 1.1% 0.6% 177 96.6% 5.38 

Offered suggestions about 
various approaches to 
care, such as different 
types of treatments, self-
care, changes to my 
activities of daily living 
and/or working with other 
providers. 

67.0% 11.9% 18.8% 0.6% 1.7% 0.0% 176 97.7% 5.42 

Listened to understand 
my needs. 

66.9% 10.9% 18.9% 1.1% 2.3% 0.0% 175 96.6% 5.39 

Respected my personal 
and/or family values, 
ethnicity, cultural 
background, sexual 
orientation, and other 
preferences. 

68.0% 15.4% 16.0% 0.6% 0.0% 0.0% 175 99.4% 5.51 

Respected and preserved 
my confidentiality and 
privacy. 

69.0% 12.6% 17.2% 0.6% 0.0% 0.6% 174 98.9% 5.48 

Provided me with the 
information I need to 
make informed decisions 
about my care. 

64.7% 9.6% 24.3% 0.7% 0.7% 0.0% 136 98.5% 5.37 

Explained things to me in 
a way I understand. 

69.4% 9.0% 21.6% 0.0% 0.0% 0.0% 134 100.0% 5.48 

Took time to answer my 
questions. 

74.1% 6.7% 18.5% 0.7% 0.0% 0.0% 135 99.3% 5.54 

Communicated in a 
professional manner. 

72.6% 7.4% 20.0% 0.0% 0.0% 0.0% 135 100.0% 5.53 

Were compassionate and 
genuinely concerned 
about my well-being. 

72.4% 9.0% 17.9% 0.7% 0.0% 0.0% 134 99.3% 5.53 

Developed a plan with me 
to achieve my health 
goals. 

64.2% 11.2% 21.6% 1.5% 1.5% 0.0% 134 97.0% 5.35 

Overall Satisfaction 

What is your overall 
satisfaction with your care 
at the UWS clinic 
(Connected Whole 
Health)? 

64.0% 22.5% 7.9% 2.2% 1.7% 1.7% 178 94.4% 5.40 
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Legend:  
VS=Very Satisfied  
S=Satisfied 
SS=Slightly Satisfied 
SD=Slightly Dissatisfied 
D=Dissatisfied 
VD=Very Dissatisfied 
% Pos=Percentage of positive responses (aggregation of VS, S, and SS) 

Item VS S SS SD D VD n % Pos Mean 

I can get appointments when 
I want to be seen. 

61.5% 25.3% 6.3% 0.6% 1.1% 0.6% 174 93.1% 5.25/6.00 

 

Legend:  
LR=Likely to Refer 
U=Uncertain 
UR=Unlikely to Refer 

Item LR U UR n Mean 

How likely are you to refer friends 
and family to UWS health centers? 

61.5% 25.3% 6.3% 165 2.79/3.00 

 



  

 

 

 

Appendix B – Revised Chart Audit Tool 

 



 

 Page 1 of 18 

Clinic Chart Audit Tool 
 

Intro  

Clinical Chart Audit  

 As a reminder, when auditing the chart, please review all visits occurring since the last re-

examination, unless a new patient and current treatment plan, then audit the entire chart. If 

more than one clinician treated the patient since the re-eval, please do not audit and request a 

new chart. Please note -- once starting this audit it cannot be revisited later and must be 

completed in one sitting.  

 

 

Page Break  
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Q1 Auditor 

 Please select your last name from the list. 

o Bergstrom  

o Ginter  

o Moreau  

o Ondick  

o Piper  

o Pelley  

o Ross  

o Venderley  

o Vuky  
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Q2 Clinician 

 Please select the attending clinician who is responsible for the chart being audited. If more than 

one clinician has treated the patient during this timeframe please request a new chart to audit. 

o Bergstrom  

o Ginter  

o Moreau  

o Ondick  

o Piper  

o Pelley  

o Ross  

o Venderley  

o Vuky  

 

 

 
 

Q3 Patient MRN 

 Document the MRN for the patient whose chart is being audited. 

________________________________________________________________ 
 

 

 
 

Q4 Date of Most Recent Patient Evaluation 

 Enter the date of the patient encounter that began the episode being audited (date format 

mm/dd/yyyy). This will typically be either the patient's first appointment if they are new or their 

most recent re-evaluation.  

________________________________________________________________ 
 

 



 

 Page 4 of 18 

Page Break  

Q5 CHIEF COMPLAINT HISTORY 

The chief complaint is the reason the patient presented for care. At an initial visit, no matter 

what the presenting complaint or circumstances, the visit must include: 

• All relevant components of the chief complaint history are included based on the initial 

clinical presentation (See content to the right), and subsequently updated as indicated 

with patient’s subjective report (feeling better/worse/same, quantification of discomfort, 

what aggravates and what palliates the symptoms/condition).  

• The chief complaint is recorded in the Chief Complaint section of Rooming and the 

supporting narrative is recorded in the Chart Note.  

• Clinically appropriate updates to the chief complaint are recorded.  

• Chief complaint adequately addresses complaint(s).  

o Yes  

o No  

 

 

Display This Question: 

If CHIEF COMPLAINT HISTORY The chief complaint is the reason the patient presented for care. At 
an i... = No 
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Q9 Chief complaint issues (select all that apply). 

▢ Complaint location(s)  

▢ Onset or mechanism of injury (MOI)  

▢ Chronology (frequency and duration)  

▢ Character of the presenting complaint(s)  

▢ Quantification of the discomfort level  

▢ Impact on daily life  

▢ Noteworthy events that affect the presenting complaint or symptom complex 

(exacerbation/remission)  

▢ Patient response to prior treatment  

▢ Associated symptoms  

▢ Adequately addressed one, but not all presenting complaint(s)  

▢ Chief complaint missing in the Chief Complaint section of Rooming  

 

 

Display This Question: 

If CHIEF COMPLAINT HISTORY The chief complaint is the reason the patient presented for care. At 
an i... = No 

 

Q10 Chief Complaint History Comments 

________________________________________________________________ 
 

 

Page Break  
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Q11 PAST HEALTH AND FAMILY HISTORY 

 All components of the patient’s health histories are complete and documented in the History 

section of Rooming. The health histories are updated as clinically necessary with a standard 

requiring the complete history to be reviewed minimally, once every two years, where historical 

subsections are updated as clinically indicated. History should not be marked as reviewed 

unless discussed with the patient. Required historical elements include illnesses, medications, 

recreational drugs, surgical history, previous injury, family health history and a review of 

systems.  

 

Personal/Socioeconomic history is recorded including occupation, hobbies/habits, psychosocial 

status (i.e., alert, and oriented, stress, etc.). 

 

The patient's health histories are documented in the history section of the note.  

 

Patient history is adequate. 

o Yes  

o No  

 

 

Display This Question: 

If PAST HEALTH AND FAMILY HISTORY All components of the patient’s health histories are 
complete and... = No 
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Q12 Past health and family issues (select all that apply). 

▢ Medical/surgical history  

▢ Prior injury  

▢ Family history  

▢ Social/substance history  

▢ Review of systems  

▢ History is marked as reviewed without updated data entry  

▢ Personal/Socioeconomic history  

▢ Patient’s health histories are documented on the intake form but missing from the 

History section of Rooming  

 

 

Display This Question: 

If PAST HEALTH AND FAMILY HISTORY All components of the patient’s health histories are 
complete and... = No 

 

Q13 Past Health and Family History Comments 

________________________________________________________________ 
 

 

Page Break  
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Q14 EXAMINATION 

 Each clinical presentation requires specific examination(s). The clinical examination performed 

is appropriate and meets standard of care.  

 

Vital signs are recorded in Rooming. Vital signs outside the expected range are clinically 

addressed.  

 

Physical assessments for each complaint are adequate and may include visual inspection, 

posture, ambulation, sensory evaluation, range of motion, neurological/orthopedic testing, soft 

tissue assessment, articular assessments, and other necessary presentation specific 

examinations. 

 

Do not mark “no" if minimally required procedures are performed to support a diagnosis, but 

auditor would have performed different or additional tests. 

o Yes  

o No  

 

 

Display This Question: 

If EXAMINATION Each clinical presentation requires specific examination(s). The clinical 
examination... = No 
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Q15 Examination issues (select all that apply). 

▢ Vital signs  

▢ Inspection/Posture  

▢ Gait   

▢ Range of motion  

▢ Orthopedic examination  

▢ Neurological examination  

▢ Musculoskeletal palpatory findings  

▢ Physical examination  

▢ Exam addressed one but not all presenting complaints  

 

 

Display This Question: 

If EXAMINATION Each clinical presentation requires specific examination(s). The clinical 
examination... = No 

 

Q16 Examination Comments 

________________________________________________________________ 
 

 

Page Break  
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Q17 DIAGNOSTIC TESTING 

 Special studies or diagnostic testing ordered are clinically justified through chart documents. 

These studies include imaging, bloodwork, urine analysis or other similar studies. 

o Yes  

o No  

 

 

Display This Question: 

If DIAGNOSTIC TESTING Special studies or diagnostic testing ordered are clinically justified 
through... = No 

 

Q18 Diagnostic testing issues (select all that apply). 

▢ Studies not clinically justified  

▢ Required studies not obtained  

▢ Incorrect or incomplete study ordered  

 

 

Display This Question: 

If DIAGNOSTIC TESTING Special studies or diagnostic testing ordered are clinically justified 
through... = No 

 

Q19 Diagnostic Testing Comments 

________________________________________________________________ 
 

 

Page Break  
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Q20 DIAGNOSIS & PROBLEM LIST  

Diagnosis(es) and other significant health concerns are included in the chart. 

 

Problem list with appropriate accuracy and specificity based on subjective and objective 

findings. The problem list is inclusive of both newly diagnosed and pre-existing conditions. 

o Yes  

o No  

 

 

Display This Question: 

If DIAGNOSIS & PROBLEM LIST Diagnosis(es) and other significant health concerns are included in 
the... = No 

 

Q21 Diagnosis and problem list issues (select all that apply). 

▢ Current conditions under active care are missing from the problem list  

▢ Diagnosis(es) included on problem list are without appropriate corresponding 

history or exam findings (excludes pre-existing conditions)  

 

 

Display This Question: 

If DIAGNOSIS & PROBLEM LIST Diagnosis(es) and other significant health concerns are included in 
the... = No 

 

Q22 Diagnosis and Problem List Comments 

________________________________________________________________ 
 

 

Page Break  
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Q23 MANAGEMENT PLAN 

There is an acceptable management plan based on the diagnosis. 

 

The management plan should be appropriate to the diagnostic impression and patient’s 

presentation. This should include the frequency and duration of treatment, specific therapies, 

and goals for each. The treatment plan should not exceed 12 visits or 6 weeks before an 

updated evaluation. 

o Yes  

o No  

 

 

Display This Question: 

If MANAGEMENT PLANThere is an acceptable management plan based on the diagnosis. The 
management plan... = No 

 

Q24 Management plan issues (select all that apply). 

▢ Management plan is not included  

▢ All active problems under management are not addressed.  

▢ Management plan is present, but re-evaluation has extended past 12 visits or 6 

weeks.  

▢ Goal(s) of each therapy (CMT, STM, modalities, etc.) missing.  

▢ Frequency of care and duration of treatment missing.  

 

 

Display This Question: 

If MANAGEMENT PLANThere is an acceptable management plan based on the diagnosis. The 
management plan... = No 

 

Q25 Management Plan Comments 

________________________________________________________________ 
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Page Break  

 

Q40 REVIEW OF FINDINGS 

There is documentation of a Review of Findings (ROF) conference informing the patient of their 

diagnosis, whether you can help them, and anticipated time for resolution of chief complaint.  

 

Review of Findings should be discussed with appropriate accuracy and specificity based on the 

patient’s presenting complaint. 

 

ROF should be entered in the Chief Complaint section of Rooming within the comment of the 

PARQ. 

o Yes  

o No  

o N/A: re-eval of current diagnosis, not new problem  

 

 

Display This Question: 

If REVIEW OF FINDINGSThere is documentation of a Review of Findings (ROF) conference 
informing the p... = No 

 

Q41 Review of findings issues (select all that apply). 

▢ ROF documented in Chief Complaint section of Rooming within the comments of 

the PARQ but missing acknowledgement of a conference in Chart Note.  

▢ Documentation of ROF conference is present for some, but not all new 

diagnoses.  

 

 

Display This Question: 

If REVIEW OF FINDINGSThere is documentation of a Review of Findings (ROF) conference 
informing the p... = No 

 

Q42 Review of Finding Comments 

________________________________________________________________ 
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Q26 PARQ/INFORMED CONSENT 

There is documentation of a PARQ conference with patient giving informed consent. The PARQ 

is entered as a Chief Complaint in Rooming, and the discussion is documented in the chart. The 

PARQ adequately describes proposed treatment plan(s) and treatment procedures not 

previously discussed. 

o Yes  

o No  

 

 

Display This Question: 

If PARQ/INFORMED CONSENTThere is documentation of a PARQ conference with patient giving 
informed con... = No 

 

Q27 PARQ/informed consent issues (select all that apply). 

▢ PARQ documentation missing or in wrong place  

▢ PARQ documentation present for some, but not all care interventions.   

▢ PARQ documentation was incomplete  

 

 

Display This Question: 

If PARQ/INFORMED CONSENTThere is documentation of a PARQ conference with patient giving 
informed con... = No 

 

Q28 PARQ/Informed Consent Comments 

________________________________________________________________ 
 

 

Page Break  
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Q29 OUTCOME ASSESSMENT 

 Subjective-based outcome assessment tools (OATS) of good reliability and validity are used to 

establish a baseline for pain, function, and/or disability (NDI, ODI, etc). Measures are 

reassessed periodically thereafter. 

 

An updated evaluation of the subjective OATS and objective/functional examination should be 

performed at regular intervals, or whenever clinically relevant, to determine patient progress, 

efficacy of care and necessity of additional treatment.  

 

Where appropriate, at least one validated outcome assessment tool is utilized; do not mark “no” 

when there is no appropriate tool. 

o Yes  

o No  

 

 

Display This Question: 

If OUTCOME ASSESSMENT Subjective-based outcome assessment tools (OATS) of good reliability 
and valid... = No 

 

Q30 Outcome assessment issues (select all that apply). 

▢ Validated outcome assessment tool was appropriate, but not used, subjective 

outcome markers only used.  

▢ If an assessment tool was utilized, the total score was not documented in the 

subjective portion of the chart note.  

▢ Outcomes not reassessed at appropriate intervals when clinically relevant.  

 

 

Display This Question: 

If OUTCOME ASSESSMENT Subjective-based outcome assessment tools (OATS) of good reliability 
and valid... = No 

 

Q31 Outcome Assessment Comments 

________________________________________________________________ 
 



 

 Page 16 of 18 

 

Page Break  

 

Q32 TREATMENT OUTCOMES 

Care aligns with the treatment plan. There is documented evidence of appropriate patient 

response to care or timely initiation of appropriate additional evaluation/management. 

 

If the patient is asymptomatic or engaged in maintenance/palliative care and is responding 

appropriately, please select the appropriate “asymptomatic/maintenance/palliative care patient” 

option below. 

o Yes  

o No  

o Asymptomatic/maintenance/palliative care patient  

 

 

Display This Question: 

If TREATMENT OUTCOMESCare aligns with the treatment plan. There is documented evidence of 
appropriat... = No 

 

Q33 Treatment outcome issues (select all that apply). 

▢ Care provided does not align with diagnosis and/or treatment plan.  

▢ Documentation of patient response to care is missing.  

▢ No initiation of additional evaluation and/or management with negative or 

nonresponsive care outcome.  

 

 

Display This Question: 

If TREATMENT OUTCOMESCare aligns with the treatment plan. There is documented evidence of 
appropriat... = No 

 

Q34 Treatment Outcome Comments 

________________________________________________________________ 
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Q35 SAFETY PRECAUTIONS 

Relative and absolute contraindications to care and other identifiable safety issues, if any, are 

appropriately documented in the FYI section of the chart note or easily located within the note. If 

no concerns are applicable, then mark "Yes". 

o Yes  

o No  

 

 

Display This Question: 

If SAFETY PRECAUTIONSRelative and absolute contraindications to care and other identifiable 
safety i... = No 

 

Q36 Safety precaution issues (select all that apply). 

▢ Concerns present and identified in the note, but failure to create an FYI flag.  

▢ FYI flag present but failure to create a care coordination note.  

▢ Significant concerns present but not identified  

 

 

Display This Question: 

If SAFETY PRECAUTIONSRelative and absolute contraindications to care and other identifiable 
safety i... = No 

 

Q37 Safety Precaution Comments 

________________________________________________________________ 
 

 

Page Break  
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Q39 FINAL COMMENTS 

 If you have any additional comments regarding this chart, please note them here (optional). 

________________________________________________________________ 
 

 

 

Q43 REFERENCES   OBCE Chart Note Guide and Template. OBCE March 3, 2019.  Quality 

Improvement Guide to Clinical Record Keeping. CHP Group 2016.  Oregon Chiropractic 

Practice & Utilization Guide (OCPUG). OBCE 5/19/2022.  

 

End of Block: Default Question Block 
 

 


