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NOTICE
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The Quality Challenge

What Is Quality?

The Right For The At The
Care Right Person Right Time

A Quality Disconnect

Health care Health care
costs up 8% quality up
per year 3.1% in 2006



Current Landscape

Numerous reports confirm substantial gap
between best possible and actual care.

Broad buy-in to the “IOM 6”

ncreasing demands from purchasers that
providers demonstrate guality delivered

Public repornting of perfermance leads to
IMpIlovements

Recognition of urgent need to align disparate
monitering Initiatives

IRitiatives that link payment With' perfermance
nave proliferated in the private sector




Baseline Assumptions:
Health Care Quality

B Varies— A LOT; NOT clearly related to $$ spent
B Matters — can be measured and improved

B Measurement science Is evoelving:
— Structure, ProCcesSs and outcomes

— Broad recognition that patient experience Is
essential component®

B Sirong focus on public reporting Is good
—  Metivates previders te Impreve
— Not yet ‘consumer friendly’




Paired Reports

Quality Is improving — Progress is too slow

B NHOR

Snapshot of quality of
health care in America
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What Do We Know
About Disparities?

B Most areas of health care quality are
Improving, but only very slowly

— 38 of 40 core measures improved compared with
2005 reports

— Overall improvement rate: 3.1%
B Use of proven prevention strategies 1ags
significantly behind ether gains in health care

—  Only 52% of adults reported receiving)
recommended colorectal cancer screenings

—  Only 58% o6fi olese adults were given; advice
alboul exercise from thelr doctor

— Only 46% of adults withr diabetes receive all their
[ecommended Screenings



FMY  The Social Case: Potential lives
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B Moving the ball right now:

Getting to Best Possible Care

Public Reporting — AND
transparency

Payment Reforms*

Common Measures for public
andl private sectors

Enhanced support for local
collaboratives

B Speciiic Policy Opportunities:

PAP: absolute perfermance — &/0r Improvement?
Rewarding the ‘leading edge’ and bringing ethers along

SuUpport for unbiased consumer infermation — and for
effective use of HIT

IAsist en clear synthesis ofi results; fromi pubklic and
private demoensirations






AHRQ’s Mission

Improve the quality, safety,
efficiency and effectiveness of
health care for all Americans




Health IT: Where We've Been;
Where We're Going

B | ong-term agency
priority

— AHRQ has awarded
over $216 million in
health IT related
grants and contracts
since 2004.

B New feocus on
ambulatery safrety anad
guality,




g vidence: The Good News

B Three major benefits on quality were
demonstrated:

Increased adherence to guideline-based care,
enhanced surveillance and monitoring, and
decreased medication errors.

TThe primary domain of iImprovement wWas
preventive health.

B [he major efficiency benefit shown was
decreased utilization of care.

B Data en anether efficiency: measure,time
Uiilizatien, Were mixed.

B Empirical cost data were limited.



Evidence: The Less Good News

Available quantitative research was limited
and was done by a small number of
Institutions.

Systems were heterogeneous and sometimes
iIncompletely described.

Available financial and contextual data were
imited.

FEour benchmark institutions have :
demonstrated the efficacy ofi health I in
Impreving guality:and efficiency.

Whether and hew ether institutions can
achieve similar benefits, and at What costs;,
are unclear.



More Recent Evidence

B The presence of an EMR does not equal
guality Improvement

B Cost and implementation effort are
significant barriers to adoption

B \When implemented, not all features are
used



Ambulatory Safety and
Quality Program

B Over 60 Grants and Task Orders In 3 areas:

— Enabling Quality Measurement through Health IT
— Improving Quality through Clinician Use of Health IT
— Enabling Patient-Centered Care through Health IT

B Health I'T CERT awarded to Brigham &
Women'’s (David Bates Pl)

B EPC Report on the Elderly, Chrenically Il
and Undersenved’s use ofi health IT

B Consumer Engagement Focus Groups

B Contract for fechnicall Assistance: fior
Medicaid and SCHIP programs



*Projects in 29 states & the District off Columbia
Some projects have multiple sites in different states



g Impact of Health IT on Outcomes In
Ambulatory Settings and Across

~_ High-Risk Transitions of Care

B Using Precision Performance
Measurement to Conduct Focused
Quality Improvement — Northwestern
University

— Type of health/ IT: Quality of Care

Decision Support, VVocabulary/Coding
Standards

— Designed to create systems that improve
guality data andl seamlessly link it to
practice-level quality improvement
programs and point ofi care Interventions

Estimated Total Funding — $1.2 million

Project Start — Sept. 30, 2007
Project End — Sept. 29, 2010




The Relationship Between
8 Health IT and Workflow Design

Medication Safety in Primary Care Practice:
Translating Research into Practice — Medical
University of South Carolina

— The project will develop a set of medication safety
measures relevant for primary care, incorporate them
In quarterly practice performance reports and assess
the Impact of the intervention en the incidence of
medication errors

—  Jype of Health/I'T: Quality of Care Decision Support

Estimated Total Funding: $1.2 million

Project Start — Sept. 30, 2007
Project End — Sept. 29, 2010




Care for Patients with Multiple
Chronic Conditions

% B RxSafe: Shared Medication

n: Management and Decision Support
for Rural Clinicians — Oregon Health
& Science University.

— Oregon Health & Science University: is
using previously developed technolegy to
suppoert shared medication management for

Oregon Health & Science University PErsons Wwith chronic conditions.

—  Tiype of Health/ IT: Clinical/Operational
Decision Suppert (proevider-focused)

Estimated Total Funding: $1.2 million

Project Start — Sept. 30, 2007
Project End — Sept. 29, 2010




Priority Populations

B AHRQ supports research on numerous

adS
PO

pects of health care for specific

oulations

Disparities In health care have been well-
documented In recent decades across a
wide range of populations

Many: priority pepulations are represented
across the ASQ) projects




Women

B Harnessing Health IT to Prevent
Medication-Induced Birth Defects —
University ofi Pittsburgh

— This project will develop and evaluate
ways computers may be able to help
doctors counsel women about
preventing birth defects caused by use
of certain medications.

—  Type ofi Health IT: Clinicall Decision
Support (provider-fecused),
Human/Machine Interiace

Estimated Total Funding: $1.19 million

Project Start — Sept. 30, 2007
Project End — Sept. 29, 2010
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Chronic lllness s

'Eta B The BLUES Project: Improving

—— Diabetes Outcomes in Mississippi
S with Health I'T — Delta Health
SoEEEn Allilance, Jackson, MS

ﬁgﬂiﬂ’ﬂ‘;}, — Demonstrating the effects of diabetes
S hsbrimeres management practices at several
ambulatery clinics throughout Mississippi
when utilizing well-designed,

comprehensive health I'T

— Type of Health IT: Electronic Medical
Record

Estimated Total Funding: $1.16 million

Project Start — Sept. 30, 2007
Project End — Sept. 29, 2010




Partnership for Effective Health Care

T

ELECTRONIC
MEDICAL RECORD

RESEARCH

PUBLIC-PRIVATE PARTNERSHIP
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How Physicians and Patients
Discuss Routine Clinical Decisions

How frequently each element of informed decision-making
was part of physician-patient discussion*

Discussion of
Issue/decision

Discussion of
alternatives

Discussion of
pros/cons
Discussion of
UnCen emr/
IMent of
Lmde [Standing
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*Source;: CH Braddock et all, Journall of General Intermall Medicine; 1997;12:339-345



Knowledge engineering Iin
health care

B Not a new discipline, recent concept
applied to health care*

— Methods and technigues in knowledge
acquisition and representation

— Application and evaluation

— Construction ofi systems, Including expert
Systems

*Expert Sysiems, The Jeumall off Knowledge Engineenng



AHRQ Clinical Decision
Support Demonstrations

Advance understanding how to best incorporate
CDS into health care delivery

Steering committee with broad stakeholder
participation

CDS In certified EHR systems, with emphasis on

translating practice guidelines into machine readable
fiorm

—  Preventive services
—  Pts with multiple cemmoen chrenic Ilinesses

Replication off CDS elements acress multiple sites
—  Emphasis on ambulatory settings

TWe contracts, $1.25VI per year per contract



E-Health must deliver on need for
evidence-based medicine

B E-health records, e-prescribing and e-
reporting of adverse drug events are
significant applications of Health I'T

B |ntegrating evidence-based medicine with
Health I'T provides greatest epportunity to
Impreve the value of health care in America

B /e must continue te develop ways fer Health
[} tor deliver the best and most current
evidence: on| treatment effectiveness and
OUICOMES 10) providers, payers and Consumers



Sale How Can We
Enhance Our Efforts?

The Evolution of Translational Research

WHO

v Translation o Advance of '
Rasic Srcon Basic Clinical tested ideas Translation and

Biomedical 4mily scienceto @i cience and < from clinical <mip Clirjical g transfnr_mation Quality &
Science REREEERE Knowledge science Effectiveness (Quality at

(Bench to Clinical) (Which Bedsides All Bedsides) Value
Need Care) 3

- T
=

Increased

£ Measurement &
Accountability

Translation of
basic science
principles into new

* Health Services Research’

- Effectiveness Research i o 3
* Qutcomes Research caling & sprea

therapeutics and - Comparative Research % Implementan?n&
interventions : Clinical Translation SystEITI Redesign
* Learning Networks




National Framework for Quality and Cost
Transparency for High-Value Care

AHRQ
Foundations
Other

W oryy NCQA

e
S'e(;;nm D) S Joint Commission
Collaboratives AMA PCF_" ;
Providers Prof. Societies and Boards
Health Professionals ,(Aim?Q
Oversight

Organizations Others**
Employers Consumer

Health Plans Outcomes
Establish effective Set development
public policies, payment High Quality standards; review,
policies, and consumer Equitable endorse, update,

Fed/State incentives to reward or Cost-Effective and harmonize
Govt Health foster better Patient-Centered measures for HIT

Plans
performance
Employers O data specs

QASC
Quality Alliances

Aggregate & Joint Commission
data; pilot test ‘ & NCQA

and validate

Regional standard
Collaboratives performance
Fed/State Govt. information QASC
Health Plans Regional Collaboratives
Others RHIOs/HIES

CMS

States

Health Data Stewards



215t Century Health Care

Improving quality by promoting a culture of safety
through Value-Driven Health Care

Information-rich, patient-
focused enterprises

Information and
evidence transform
interactions from

Evidence is

continually refined 215t Century |

asi a hy-proeduct of Health Care reactive to
care delivery preactive (benefits
andharms)

Actionable infermation available — to
clinicians AND patients— “just i time*



Value-Driven Health Care will
Improve Quality

Quality standards, Health I'T, evidence-based outcomes
and clinical decision systems are creating a system of
shared knowledge that will ...
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“A soclety which scorns
excellence in plumbing
simply because it is
plumbing, but rewards
mediocre philosophy simply
pecause it Is philesophy will
SOON hecome a seciety In
Which neither Its pIpes nor Its
theories willfheld water.”

JohnW. Gardner (1961)



Call to Action

It's time to rededicate ourselves to
achieving high quality in all its forms, for
all Americans, all the time

\We need better tools to identify and
analyze trends

\We must Increase the use of health I'T
to eliminate disparnties and drive ether
health care enhancements

Collaboration at allllevels Is; critical

Weneed leadership, at heth the
nationall and local levels






