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The Role
of Computerized Information Systems

in Quality Assurance
in Hospital Social Work Departments

Gail K. Auslander, DSW, MPH
Miriam E. Cohen, MSW

ABSTRACT. Computerized information systems can be valuable
tools in the total quality assurance program of hospital social work
departments. This paper presents a matrix of potential roles for .he
information system at various levels of assessmentstructural, pro
cess, and outcome. It then illustrates these roles, based on examples
from a countrywide information system developed for hospital
social work departments in Israel.

One of the characteristics of a profession is the setting of stan
dards for practice and monitoring the degree to which practitioners
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72 SOCIAL WORK IN HEALTH CARE

conform to those standards (Rehr, 1979). Tools for standard setting
and monitoring form the core of a quality assurance program.
Computerized information systems can make an important contribu
tion to the development of quality assurance programs and to their
operation. This paper examines a range of potential contributions
of such a system. It is based on an experience in designing a com
puterized information system for hospital social work departments
in Israel. We look briefly at the development of the information
system, its main elements, and data sources. We then present a
matrix for analyzing the functionsof such systems as regards quali
ty assurance. Based on that framework, we present examples of
reports obtainable from the system and show how they can contrib
utc to the overall quality assurance program. .
At the outset, it is important to clarify one frequent misconcep

tion: a computerized information system is not synonymous with
a quality assurance program. Just because an agency has a comput
erized information system does not mean that it automatically has
a quality assurance program. And vice versajust because a deci
sion is made to develop a quality assurance program, does not
mean that a computerized information system must be in place.
Rather, an information system should be viewed as a tool to be

[ used in the development and operation of a quality assurance pro
gram, in conjunction with other tools, such as supervision and peer
review. Like any other tool, its potential contribution will be gov

/ erned by a number of factors, including both the quality of the tool
and the skills and knowledge of the user (Epstein and Mutschler,
1989). The purposeof tliis paper is to explore die roleof the infor
!nation system ns a quality assurance tool.

THE ISRAEL NATIONAL HEALTH SOCIAL WORK
INFORMATION SYSTEM

System Development. The applications described here are largely
derived from our experience in developing the Israel National
Health Social Work Information System (INHSWIS) for use in
hospital social work departments. This has been a joint project
involving the country's major health care providers (the Sick Fund

1
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of the General Labor Federation, the Ministry of Health, and
Hadassah Medical Organization). These health care organizations
provide hospital care for almost allof the country's patients, in 28
institutions throughout die country.
The INHSWIS is a clientanchored system, aimed at providing

information to direct service workers, supervisors and managers.
Following some initial exploratory investigations, project develop
ment began with a national Information System Planning Workshop
that aimed to identify information needs at all levels. This was
followed by pilot tests of data collection instruments at four sites.
Concomitantly, we met with workers and managers to reifne both
variables and category lists and to develop preliminary approaches
to information utilization. Detailed discussion of issues of system
development and information utilization appear elsewhere (Ausland
er and Cohen, in press; Cohen and Auslander, 1991).
Data Sources. Information systems in general are mechanisms

for collecting data, organizing and analyzing that data, and report
ing them back to users as information relevant for making decisions
about their work and the work of their departments. Information
systems do not manufacture data. Rather they collect data which
are generally already known within the organization. They then sift
out the essential pieces, reorganize them, and present them back in
a way that is meaningful and useful. Their interpretation and dis
cussion frequently raise questions that may lead to the collection of
additional data, or to reorganization and reanalysis of the data that
are already available.
There are a number of potential sources of data for health care

social work information systems. These include:
1 . Vie social worker and social work rea</J.yFrom the social

worker we can obtain information on the referral process, i.e., how
and why did a patient come to be a social work client? In addition,
we can learn about the treatment process: What kinds of problems
did the client have; what kinds of services did he or she receive
before becoming a client; what kind and quantity of services were
provided by tlie social work department; and what other service*
did the social worker arrange?
2. Other hospital records on the patientThese include data

from the medical record and from the hospital admissions record.
(a) From the medical record, we might obtain information on the
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medical diagnosis with which the patient was admitted as well as
other medical problems that might be pertinent for understanding
psychosocial needs and planning interventions. (b) From the hospi
tal admissions records we can obtain sociodemographic data, as
well as information about the duration of hospitalization, previous
admissions, and emergency room and clinic visits. These data can
be important for assessing the timeliness of social work interven
tions and patterns of service utilization.
3. Employee records(a) Personnel records can provide data on

tlie background, qualifications and continuing education of social
work staff. (b) Payroll records can provide the basis for comparing
patterns of service provided by fulltime workers as .compared to
those who work part time.
4. Insurance records(\n health maintenance and selfinsuring

organizations) can provide sociodemographic data about the client
as well as data about family members.

5. Patient surveyscan provide information as to satisfaction with
the social work plans and services, implementation of aftercare
services, satisfaction with those services, and in general provide a
view of the trealment process which complements that obtained
from the social worker and the social work record.
Hospital social work information systems have mainly depended

uponworker input (Coulton, Friedman and Keller, 1989; Mutschler,
1990; Nurius, Berger, and VanDerWeele, 1988). The INHSWIS
focuses on the social worker and the social work record for data,
though linking the system with thehospital admissions systems and
with insurance records is being considered at some sites.
Information provided. In the first stage of INHSWIS develop

ment the emphasis has been on providing information on the scope
of care, defined as an "inventory of patients served, conditions and
diagnoses treated, and treatments and activities performed"
(JCAHO, 1991, p. 9). More specifically, the INHSWIS attempts
to answer the following questions:

1 . Who are the clients served (primarily in terms of sociodemo
graphic characteristics)?

2. What are the psychosocial problems dealt with?
3. What is the extent and nature of the care provided?
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4. How do clients reach social workers and to which agencies
are they referred?

5. What is the status of clients at discharge?
6. What is the extent of discharge delays and the reasons for

them?

The system addresses these questions by collecting the data items
shown in Table 1 .

QUALITY ASSURANCE IN SOCIAL WORK

Social work quality assurance can be carried out on a number of
levels. Three approaches to quality assessment common to both
social work and medical settings are the structural evaluation,
processor formative evaluation and outcome or sumative evaluation
(Compton and Galaway, 1979; Donabedian, 1967).
Structural Evaluation. The structural evaluation aims to answer

the question: Does the structure of the social work department
enable it to effectively meet the need for social services in the
organization? For instance, is there sufficient staff to meet the
needs of the entire population that the department is expected to
serve? Are recording procedures and tools adequate to insure conti
nuity of care? Are there adequate resources for continuing educa
tion and inservice training so that staff is kept up to date with new
developments in the field? Are there adequate procedures and
equipment for promoting communication between various persons
within the department and between social workers and other per
sons, both within the hospital and outside of it?
Process Evaluation. The process or formative evaluation aims to

answer the question, do the processes and practices employed to
provide services to clients conform with professional standards and
knowledge? Do they enable the department to meet the need for
social services in the organization?
This is probably the most common type of social work evalua

tion (Berkman, 1980; Coulton, 1979). However, there is a good
deal of criticism in the literature: A primary rationale for this type
of evaluation is the assumption that good process ensures good
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TABLE 1. Core Inforinnt ion Required by llospi till Soc: inl Work

Departments ( INHSWIS)

I . Informal'. ion on 01 ients
 Soc I odemogrnphi c Age , sex , reIigion (f nmi I y status 1

Iminlgrnt Ion status ,pi nee of hi rl.h
1,1 ving si t.unt ion
Pr linnry sourco of 1 !iconic

Number of clii ldren

Mcdlcnl Medlcnl diagnosis leading to9 0c inl
work intervention

Addi tlonal innjo 1 medicnl .dlnftnosis
P9ycho3oc ial Reason for referral to soctnl work (Jopt.

Psychosoc Ial problems treated

11 . Information onllospitalzat Ion
Source of payment for medlonl care
Long th of stay
Number of nonmedicnl bed dnys

III. Information on Psycho9ocial Care
C1 lent atalun : now, return Ing , cont Inu i iik

liefe rrnl nource
Time before 1st social work contact
Length of 90cial work enrp
Number and types of intervention
Involvement In discharge planning
Client system
Degree of problem Improvement

IV. Information of Dlacliarge and Community Care
Referala to outside agencies
Functional level at discharge
Reasons for discharge delays
Typo of medlcnl Insurance
Prchospltnlizntion core providers
 Adequacy o f nfI e renrearrnn!(c1ner!l H
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outcomes (Grasso and Epstein, 1988; Berkman and Weissman,
1983). This may be a valid assumption where one's work is based
on a wellgrounded and documented bodyof theory and knowledge
which links process with desired outcomes. Unfortunately, such is
not always the case in social work practice.
Nevertheless, the evaluation of process may be a key building

block in the overall quality assurance program, clarifying the con
tent of what Rosenberg and Holden (1991) call "the black box of
intervention" (p. 5). As Cheetham (1991) has stated "In research
which is intended to impact on policy and practice there is little
point in knowing about the effects of an intervention on clients
unless we know how that intervention may be repeated, modified
or avoided" (p. 21).

A range of processes can be monitored in the hospital social
work quality assurance program. For example, one might ask, do
social workers adequately screen hospital admissions and reach out
to patients who are at high social risk? Do social workers carry out
complete assessments on all their clients? Do social workers em
ploy a range of interventions (with individuals, families and
groups) that are appropriate to the needs and problemsof the client
population?
Outcome Evaluation. The outcome or sumative evaluation aims

to answer the question, do the outcomes of social work care indi
cate that needs for social services in the organization have been met
effectively? Resultsof the outcome evaluation are the most relevant
and valid for appraising overall effectiveness. However, this is
probably the most problematic of all types of evaluation (Rehr,
1983; Coulton and Solomon, 1977). There are numerous issues
related to evaluating outcomes, among them:

1 . Who is the most appropriate person to assess treatment out
comes? Evaluation usually relies on worker assessments; perhaps
the clients should be asked (Coulton, 1980; Maluccio, 1979;
Sainsbury, 1987)?

2. What degree of objectivity should be aimed for in evaluating
outcomes (Cohen, Nizza, Rock and Smith, 1989)? The INHSWIS,
for example, includes an item asking workers to assess the degree
of improvement achieved in regard to the client's problem(s). This
is a subjective evaluation and may be influenced by the standards
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and values of individual workers. Would it not be more valid to try
to obtain an objective evaluation based on predefined and mcasur
able criteria?
3. Whose evaluation criteria are the most appropriate? Since

hospital social work departments operate in host organizations, there
may be conflict between the desired outcomesof the administration,
social workers and clients (Dane and Simon, 1991). For example
speedy discharge from the hospital may be desirable from an admin
istrator's point of view. It is not necessarily desirable from the pa
tient's point of view (Auslander and Soskolne, in press).

QUALITY ASSURANCE
AND THE SOCIAL WORK INFORMATION SYSTEM

One component of the quality assurance program is the use of
performance or clinical indicators. These are "welldefined, mca
surable variables related to the structure, process or outcome of
care. Indicators should be objective and measurable, and should
help direct attention to potential problems or opportunities to im
prove care" (JCAHO, 1991, p. 8). Indicators differ from other
variables in that tied to every indicator is a threshold, or predeter
mined level or point at which intensive investigation is triggered.
A computerized information system can contribute to the quality
assurance effort both in developing indicators of quality care and
in assessing performance based on those indicators.

I. Developmentof indicatorsof quality care. One of the fust
tasks of the quality assurance program is to determine which ele
ments of care should be assessed. As we noted above, a primary
role of die computerized information system is to describe the
scopeof care provided by the organization. This can tlien provide
the basic information needed to begin to consider which indicators
of care the department wants to address. The Joint Commission on
the Accreditation of Health Care Organizations (1991) suggests that
clinical indicators be developed for aspects of care that (1) affect
large numbers of patients, or (2) are of high benefit or high risk
for individual patients, or (3) are suspectedof producing problems
for patients or staff.
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As indicators of quality care are developed, the information
system can then provide information to be used in setting stan
dards. Proposed thresholds can be compared to actual performance.
Intervening variables can also be identiifed; their consideration can
make the information received from the system more specific and
meaningful.
2. Operationof the quality assurance program. When standards

or thresholds have been developed, the information system should
be able to provide periodic reports enabling the department to
assess how well it is performing relative to those standards. These
reports can be designed for different units, ranging from the de
partment as a whole to individual workers, depending on the de
partmental and workers' needs and interests. The frequency with
which they are produced can be tailored to the desired decision
making patterns within the department.
The intersection of these different roles (development of indica

tors and assessment of performance) with the three levels of evalu
ation discussed above form a framework for quality assurance
illustrated in matrix form in Figure 1. For each levelof evaluation,
the social service department can determine what are tlie appropri
ate indicators of care and thresholds for attention and then use the
information system to assess performance.
The remainderof this paper uses the matrix to illustrate some of

tlie ways a computerized information system can be a useful tool
at different levelsof evaluation. At each level we look ifrst at cases
where performance indicators exist and then at cases where the

FIGURE 1

Matrix of Information System Roles In Quality Assurance

Performance Development of
Assessment Indicators

Structural A B
Evaluation

Process C D
Evaluation

Outcome E F
Evaluation
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information system can contribute to development of indicators.
The examples presented here focus on decisions that are of concern
primarily to managers and supervisors. It is, however, our belief
that the types of issues and processes detailed are of equal impor
tance to practitioners at all levels. The data used in these reports is
hypothetical, based on pilot tests of the INHSWIS. As such they
should not be interpreted as representativeof the nature or quality
of hospital social work practice in Israel in general.

a. Performance assessment in structural evaluation: This first
dimension has probably the least useful role for the computerized
information system. Muchof the necessary work at this level can be
accomplished without the aid of a computer. Furthermore, there are
relatively few structural areas where clear standards (or indicators
with thresholds) exist in Israel today. One standard that does exist
relates to considerationof abortion requests by statutory committees.
By law, hospital abortion committees must include a social worker.
This is a structural ruleit does not address the qualityof the process
or the qualityof the outcomes. Butif one were to evatuate the social
work department based upon its structure it would be necessary to
ascertain that this function is filled. This could be carried out by a
review of the protocols of commiltce meetings and/or reports of
committee decisions to ascertain that a social worker was indeed
present and had signed the necessary documentation.
b. Developmentof indicatorsforstructural evaluation: Within

this same area of structural evaluation we can look at an example
where there is as yet no standardthe caseload size of the hospital
social worker. Here the computerized information system can
provide valuable information as to the existing scope of care.
Figure 2 shows a hypothetical report generated by the informa

tion system about the number of clients served by each worker on
the inpatient wards during a onemonth period in a given hospital.
Note that the report is limited 10 fulltime workers. We see first
that there are vast discrepancies between the various workers,
ranging from a highof 45 clients served by Worker D in Orthope
dies to a low of 11 patients served by Worker G in Oncology.
As yet there is no standard as to the desired number of clients

to be served. We cannot even say that 45 is better than 11. But the
report can raise questions which can lead us in the direction of
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FIGURE 2

Number of Clients Served per Worker, by Department

(FullTlme Workers, mpatient Departments)

Month June 199Q

Worker Department Clients Served
Worker a Internal Medicine A 15

Worker b internal Medicine B 16

Worker c Surgery 30

Worker d Orthopedics 45

Worker e Neurology 28

Worker F Ear, Nose and Throat 17

Worker G Oncology A 11

Worker 11 Oncology B 14

cforker 1 Pediatrics 15

Worker j Gynecology 25

making decisions and setting a standard. For instance, do differ
ences in workers' background, education, or experience influence
caseload size? Are there differences in the nontreatment responsi
bilities of the workers? Perhaps some invest more time in staff
meetings, perhaps some supervise students. Do differences in the
types of problems dealt with and populations served in the various
units influence caseload size? Do differences in the type and num
ber of interventions which are utilized by the different workers play
a role? Answers to questions like these can be provided by the
computerized information system.
c. Performance assessment in the process evaluation: As we

noted above, this is the most common type of social work evalua
tion. It is also the area where the computerized information system
can probably make its greatest contribution.
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Figure 3 illustrates a situationsuspected child abusefor which
there is an established standard and shows how the information
system can help assess the department's performance onU1at stan
dard. Professionals who see a child who they suspect has been
abused or neglected are required by Israeli law to report the inci
dent to a Child Welfare Officer (who works out of local social
service offices). By combining the variables of "reason for referral
to social work department" with "referrals to community agcn
cies/' the computer could generate the report shown in Figure 3.

It provides a list of all cases of suspected child abuse that were
reported in a given month by each worker. The computer. output
indicates what referrals were made for each child. It is then a
simple matter to check wlicthcr in each case there actually was a

FIGURE 3

Referrals to Community Agencies

Reason Cor Referral

to Social Work Department: Suspected Child Abuse

Worker Nnme : Worker I Month: March 1990

Patient I ■D. Number Referrals

2501 Local Welfare Office

Child Development Center

25 ו 2 Police

Local Welfare Office

2525 Local Welfare Office

Mental Health Cenber

Child Development Center
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report made to the child welfare authorities. Note that in the Ian
guageof clinical indicators, the threshold in this case is /00%that
is, we would expect there to be a referral in 10070 of the cases,
and would investigate all cases where no referral was made.
d. Developmentof indicatorsfor process evaluation: There are

additional areas which are amenable to process evaluations where
clear standards have not been formulated yet. In these areas the
information system could be helpful in developing those standards.
One important aspect of care is timelinessthe amount of time

that elapses between admission and the ifrst contact between social
worker and patient (JCAHO, 1991). Figure 4 shows the average
number of days elapsed between admission and ifrst contact by
social workers in the adult, inpatient wardsof one hospital during
a onemonth period. This is compared with the average length of
hospital stay for those same patients.
Starting with the entire adult unit, we see that average length of

stay was 16.5 days, considerably beyond the average length of stay
in acute care facilities in Israel which is ifve days (Central Bureau
of Statistics, 1991). The average time elapsed before ifrst social
work contact was about seven days. Note, however, the range of
variation among individual workers. At one extreme is Worker A
who on average initiates contact with clients within the ifrst day or
two of hospitalization. At the other extreme is Worker F who oa
average sees clients for the ifrst time only a day or two before they
leave the hospital. It would probably be agreed that Worker F's
performance is not up to accepted standards. But what of the oth
ers? If we were to apply proposed U.S. standards that contact take
place during the ifrst quartile of care, only Worker A and Worker
C are performing adequately. Yet there may be other circumstances
which need to be taken into consideration, such as the types of
problems for which clients are typically referred and the way refer
rals reach the social worker. Moreover, proposed U.S. standards
may not be universally appropriate. Local variations and norms
have to be considered. As such, the information system can provide
the basic information to enable consideration of what the appropri
ate thresholds should be.
Figure 5 provides another example of a process evaluation for

which there is agreement on the aspect of care to be assessed but
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not on a threshold for adequate performance. The indicator is
family involvement, namely, that it is desirable in cases where the
client's problem involves the family or the functional level of the
client, that the social worker should try to involve the family in the
social work intervention.
This report shows with whom social workers in a given hospital

met, by the type of psychosocial problems they dealt with. As can
be seen here, in 5596 of the cases where the problem was the pa
tient's emotional distress the worker worked with the family; in
8196 of the cases where the problem was the /<7m//y 'r emotional
distress, the worker worked with tlie family; and in 8696 of the
cases where ihc problem was the patient's level of functioning, the
worker met with the family. These data would indicate a tendency
to conform with the expressed direction of the care standard. Note,
however, the difficulty in setting a threshold liere. We cannot
expect to reach 10096 achievementin some cases the patient re
quests that the worker refrain from contacting the family. In other
instances, family members may not be available. The information
system can provide an indication of the pattern and scope of care
and encourage the department to raise questions which will help it
set a preliminary standard.

e. Performance assessment in outcome evaluation: Rapp and
Poertner (1988) have claimed that "It is rather rare for an agency
information system to collect and systematically report effectiveness
data" (p. 25). Yet, there are some areas where the INHSWIS can
already assess outcomes based on an accepted standard, as well as
other areas where the information system can provide the basic data
needed to develop a standard.
Figure 6 illustrates an area where there is general, although not

formal agreement regarding treatment outcomesdelays in discharge
from hospital.
Ideally speaking, patients should be released from the hospital

when there is no medical reason to keep them there. Here, we see
that during a onemonth period there were 16 people who remained
in the hospital when medically they could have been released. Note
that while this is a small numberof patients, a large sum of money
is involved, given the high cost of acute care hospitalization. Look
ing at the reasons for discharge delays, we see that the most com
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FIGURE 6

Reasons for Discharge Delays from Adult Inpatient Units

Month June 1990

Number of

Reason of Ca3e3 Percentage*

Noncooperat i ve Patient 1 7.11

Noncooperat ive Fami ly 2 14.3 %

Procedural problem with

service provider 1 7.11

Waiting for services
(mainly beds) 11 7B^

Other 1 7.11

TOTAL 16 100.01

*For some cases more than one reason was given.

mon reason is waiting for services, usually beds in appropriate
aftercare facilities.
Discharge delays are not a positive outcome. However, given

known difficulties in the delivery of aftercare services, one could
question to what degree Uie social worker is responsible for the
delay. Several explanations should be explored, such as the avail
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ability and accessibilityof services, and the structural arrangements
for interdisciplinary cooperation within the hospital. Another way
of examining the issue would be to examine delays relative to
timeliness of care (Figure 4). If delays are most common with
workers who first contact patients late in the hospitalization, there
may be room for social work improvement in this aspect of prac
tice.

f. Developmentof indicators for outcome evaluation: Finally,
there are outcome areas for which no standards exist but for which
the information system can provide the department with basic
information to help set thresholds. An example is the area of after
care arrangements (Figure 7). Here the main concern is that such
arrangements be appropriate to the patient's needs and preferences.
The picture presented in this report raises a number of relevant

issues. First, the number of persons who were placed on waiting
lists for aftercare services at the lime of discharge should be con
sidered. One would hope to reduce this to zero across all categories
of functional status. The question remains as to what is the thresh
old for investigationis it realistic to expect that 100^0 of patients
can receive the required services promptly at discharge. At this
point in time, it is rather difficult to say. One would need to exam
ine die types and availability of resources and government and
insurers policies regarding eligibility for services.
Next, focusing on the patients who were categorized as needing

aftercare services, we see that IVhof the patients who need reha
bilitation were to receive community services. Only 696 were dis
charged directly to institutions. On the other hand, 3796 of those
needing nursing care were to receive community services, while
419& went to institutions.
Given varying and complex individual needs and preferences,

there is as yet no clear standard for interpreting to what degree
information on the whole reflects appropriate service delivery at the
individual level. However, one could use such information to gain
insight into differences in work patterns at different settings. Fol
lowup surveys with discharged patients to assess their satisfaction
with the care they are receiving will also enhance knowledge on
effective care delivery (Auslander and Soskolne, in press; Berk man
and Wcissman, 1983; Garber, Brenner and Litwin, 1986). In other
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words, with regard to appropriate aftercare arrangements, the
information system cannot provide a threshold; it can, however,
provide the basis for asking questions.

CONCLUSION

In summary, a computerized information system can be one of
several useful and effective tools in a comprehensive quality assur
ance program. Its contribution can be in assisting the department in
developing objective indicatorsof appropriate and quality care. Once
thresholds for these indicators are set, the computerized information
system can inform the department as to the actual level of perfor
mance relative to these express standards. Furthermore, it can pro
vide information on a rangeof situations and conditions which might
affect performance measured by the various indicators.

On the other hand, an information system cannot guarantee
quality care. Nor can it set standards for performance. The respon
sibility for these tasks must remain in the handsof the professional,
based on knowledge, experience and understanding of the hospital
social work environment. Used as a tool by the trained, thinking
professional, a computerized information system can help us pro
gress towards setting and meeting standards for quality care in
social work practice.
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המכון
הוא וחברה. אדם והתפתחות בגרונטולוגיה ולחינוך לניסוי למחקר, ארצי מכון הוא
יהודי של המאוחד הסיוע (ועד האמריקאי הגיוינט במסגרת ופועל ב974ו נוסד

ישראל. וממשלת בניויורק ברוקדייל קרן של בעזרתן אמריקה),

בשירותי חילופיים פתרונות להן ולהציב חברתיות בעיות לזהות המכון מנסה בפעולתו
הפעולה שיתוף להגביר הוא מיעדיו אחד בכללם. הסוציאליים והשירותים הבריאות
בין לגשר כדי .לקהילה ופעילים ציבור עובדי והממשלה, מהאקדמיות מומחים של

למעשה. הלכה מחקר מסקנות מימוש לבין מחקר

מחקר תמצית סידרת
של לידיעתם המובאים מחקר, דוחו"ת של מתומצתים סיכומים מוצגים זו בסידרה
ייזום ועל הציבורית המדיניות על השפעה בעלי שהם החלטות, ומקבלי מקצוע אנשי

החברתי. בתחום תכניות של וביצוע

את ליצג כוונה וללא המחברים אן המחבר של הם המוצגים והמסקנות המימצאים
למכון. הקשורים אחרים וגופים פרטים של או המכון של אלה
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תקציר

הכוללת האיכות הערכת בתכנית ערך רבי מכשירים להוות עשויות ממוחשבות מידע מערכות
התפקידים של מטריצה מציג זה מאמר בבתיהחולים. הסוציאלית העבודה שירותי של
ותוצאות. תהליך מבנה,  הערכה של שונות ברמות למלא יכולה מידע שמערכת האפשריים
הכללארצית המידע ממערכת דוגמאות על בהתבסס אלה תפקידים מתוארים מכן לאחר

בישראל. הבריאות במערכת הסוציאלית העבודה שירותי עבור שפותחה

איכות. להבטחת ככלי המידע מערכת של תפקידה את לבחון היא זה מאמר של מטרתו
אינדיקטורים בפיתוח הן איכות, להבטחת למאמצים לתרום יכולה ממוחשבת מידע מערכת
מזאת, יתירה אלה. אינדיקטורים על המבוססת הביצוע בהערכת והן איכותי, טיפול של

על להשפיע העשויים ותנאים מצבים מגוון על מידע לספק יכולה הממוחשבת המידע מערכת
השונים. האינדיקטורים עלפי נמדד שהוא כפי הביצוע

והתפתחות לגרונטולוגיה ברוקדייל ג'וינטמכון עלידי הממומן פרויקט על מבוסס זה מאמר
של סוציאלית לעבודה השירותים עם בשיתוף ובוצע וג'וינטישראל בישראל וחברה אדם
המאמר של קודמת גירסה הדסה. הרפואי והמרכז הבריאות משרד הכללית, קופתהחולים
העבודה שירותי של המבט מנקודת הבריאות במערכת איכות הבטחת על בסימפוזיון הוצגה

.1991 באוקטובר בישראל אביב תל באוניברסיטת שנערך הסוציאלית,


