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complete picture of quality, in Glasheen’s view. In the end, quality 
is defined not by the things people have to do, but the things they 
want to do, he says – most importantly, delivering superior clinical 
care to patients, safely and affordably.

It’s a distinction Glasheen says will guide him when he assumes 
the role of CQO Sept. 1. It’s a new position, jointly sponsored by 
the UCH and the CU School of Medicine. It was created in the 
wake of the announcement last March by Steve Ringel, MD, that 
he was stepping down as the hospital’s vice president of clinical 
effectiveness and patient safety. Glasheen will hold one of two 
newly created roles. Debra Anoff, MD, a colleague of Glasheen’s in 
the Hospital Medicine Group, will be physician advisor (see story, 
this issue).

“I see my role as a solutions person,” Glasheen says. “It’s not  
my job to beat people with a stick, nor do I think I will have 
to. People want to improve quality and help patients. I plan to 
help them solve problems around quality with additional skills, 
resources, and training.” 

Career commitment. Glasheen, who will report to UCH Chief 
Medical Officer Jean Kutner, MD, MSPH, is well-positioned to 
do so. He joined the faculty of the School of Medicine in 2000 
and in 2003 started UCH’s Hospital Medicine Group, a consistent 
initiator and supporter of quality and safety initiatives throughout 
the hospital and School of Medicine. In 2012, Glasheen launched 
the Institute for Healthcare Quality, Safety and Efficiency (IHQSE), 
which among other work provides team-based training in the 
principles of process improvement and change management 
through its Certificate Training Program. 

He will remain IHQSE director after beginning as CQO, but will step 
down as director of the Hospital Medicine Group and as vice chair 
for clinical affairs within the Department of Medicine.

Asked to define the word “quality,” Jeff Glasheen, MD, recently 
named chief quality officer (CQO) for University of Colorado 
Hospital, doesn’t miss a beat. 

Glasheen lays on the table a piece of paper with four individually 
labeled boxes: regulatory quality, patient safety, patient 
experience, and high value care. He points to the first box.

“Regulatory quality” is what many people in health care think 
of first when they hear the word “quality,” he says. The term 
comprises the standards hospitals and other providers must meet 
to earn the approval of governmental agencies like the Centers for 
Medicare and Medicaid Services (CMS) and accrediting bodies like 
the Joint Commission. It’s the yardstick used in public reporting 
that determines hospital rankings and, to an ever-greater extent, 
reimbursement, through CMS programs like value-based purchasing.

“If you don’t get regulatory quality right, you’re likely out of 
business,” Glasheen says.

Intrinsic motivation. Important as regulations and standards may 
be in today’s health care world, they fall far short of providing a 

Jeff Glasheen, MD, will be the hospital’s first chief quality officer,  
starting September 1.
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Through a rigorous interview process, Glasheen says he gained 
perspective in listening to the views of UCH, School of Medicine, 
and University Physicians, Inc. leadership and others helping to 
chart the course of the quality enterprise on campus. He came 
away convinced that the hospital, faculty, and staff have a common 
commitment to improving quality and service to patients. What 
people need, he believes, is a clear definition of organizational 
priorities and a commitment to building the infrastructure and 
providing the resources for units, clinics, and departments to 
develop and implement their own solutions to problems.

One important key to meeting those goals, Glasheen says, is data, 
made widely available, that will allow groups to assess their 
clinical performance and efficiency. He compares a unit without 
data to a driver trying to get from one point to another without  
a dashboard.

“If I had no idea of my speed or how much gas I had left, I wouldn’t 
do very well. In fact, I probably wouldn’t even start the car,” 
Glasheen says.

Data dearth. Yet in too many cases, he adds, providers and staff 
have limited information to judge how well they are doing in 
managing average length of stay, preventing infections, limiting 
the number of 30-day hospital readmissions, or reducing mortality 
rates. Make the data available, and groups can begin evaluating 
their performance and figuring out how to improve, he maintains.

In short, quantitative data is the key to improving quality, and 
always trumps subjective evaluation, Glasheen says. “You are 
either getting better or you’re not” at reducing mortality rates, 
preventing sepsis or other initiatives. “At the end of the day, that’s 
our job – to get better.”

Glasheen is quick to add, however, that data by itself isn’t sufficient 
to improve quality. “It’s not enough to know that you’re not doing 
as well as you’d like,” he says. “We have to give people skills, 
tools, and resources to improve.”

He strongly advocates extending training as a way to accomplish 
that. He gave the recent example of a group that discovered when 
shown the data that in comparison to peers in the University 
HealthSystem Consortium (UHC) it ranked in the middle of the pack 
or worse in average length of stay, observed-to-expected mortality, 
and 30-day readmission rates. Given the information, the group 

selected reducing length of stay safely as an achievable goal and 
did so, with the help of IHQSE coaches.

That kind of success can be repeated broadly, Glasheen believes, 
especially if unit-, clinic-, and program-based “dyads” – a medical 
director and nurse manager, for example – receive training and 
use their knowledge to encourage their teams to identify quality-, 
safety- and efficiency-improvement challenges and figure out ways 
to solve them (see related story, this issue).

If the hospital embeds that approach in its day-to-day operations, 
improvements in its UHC rankings and performance in CMS’s 
quality metrics will follow, Glasheen maintains. Those changes 
will, in turn, have a positive financial impact on reimbursement, but 
Glasheen downplays that.

“In value-based purchasing, there’s a tendency to focus on the 
dollars, but that’s just a lever to get to what we care about, which 
is quality care,” he says. “If we get better at the individual and 
program level throughout the hospital and clinics, all of these 
things, including reimbursement, will take care of themselves,”  
he says.

As the first official day of his job as CQO approaches, Glasheen 
says he’s meeting with people throughout the organization and will 
continue to do so after he takes the helm. He describes his position 
as the “grout” between others at the executive level

“The entire executive team is trying to advance care,” he says. “My 
work will touch all areas. An important part of my job will be to try 
to tie all of it together.” 

Glasheen says quality improvement is difficult without quality data.




