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Overview

What Is policy?

How IS policy important to guality?
Some history of public policy in quality
TThe current value Imperative

The need and business case for
research



Ten Roles of Government
In Health Care Qualit

Purchase health
care

Provide health care

ASSUre access for
vulnerable
populations

Monitor health care

guality

Regulate health
care markets

n

Inform health care

decision- makers

Support acquisition of

new knowledge

Support development of
nealth technologies anad
practices

Develop the health care
Werkferce

Convene stakeholders
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Where Does Policy Fit?

Multi P le ?o\\cwEnvIronmeh'

Influences on

health care c\inical Cayg
guality and

safety and

patient Patients

OUICOMES

Adapted from Berwick, Users Guide; Shortell et al

., “Chain of Effect”




P Annc Timeline of Federal Policy In

il Health Care Quality Improvement

Patient Safety,
Health IT, QI
Medicare Research; CMS
Medicaid P4P: President’s
Conditions of Order on
Participation Transparency;
il CMS Non-Pay-
Burton for-Errors; CMS
o | | Public Reporting
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®
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NOL EMCROs, PSROs,
feds: PROs, QIOs; Natl Pxer
ISt Data Bank; HCFA
SLAlE Hospitall Mortality
[EQISLErS Reports; CLIA; Stark;
VDS President’'si Commission;
Creation off NOF under
llechnology: Trransier Act;
AHRQ established




P Anrc The Driving Motivation: Health Care

i Spending and Concerns about Value

Figure 1. International Comparison of Spending on Health,
1980-2004

Average spending on health Total expenditures on health
per capita (SUsS PPP) as percent of GDP
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Cata: OECD Health Data 2005 and 2006.
Source: Commonwealth Fund National Scorecard on U3, Health System Performance, 2006.




What's Next:
g4 Votivating at the Local Level

"All health care Is local, and
we need cooperative local
action just as we need
common hational goails."

Michael O. LLeavitt, Secretary.
US Dept. of Health and Human Senvices
January's, 2007




Cornerstones of Value -Driven
Health Care
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Chartering Value Exchanges

Regional/local public-private collaboration
IS essential to the success of the Value-
driven Health Care Initiative

HHS is building a system of Community
Leaders and Value Exchanges that
recognize local organizations engaged: in
the Value-Driven Health Care Initiative

AHRQ to establish learning networks that:
Collaboratively produce public reports on

nealthcare guality Downtown USA
Foster pay-for-performance (P4PR) Alejandra Vernon
Impreve guality

Eirst Community Leaders to e Anneunced Seen

www.hhs.gov/valuedriven/index.html




Learning Network

Transiormation




In Summary....




What Evidence Can We Share?

n What can we as
researchers and
disseminators of
funded research
findings share about

effective quality
Improvement
Strategies?




The Current Evidence Base

Diabetes care: No single strategy more effective than
another

Hypertension care: All assessed strategies may be
beneficial under some circumstances, and In varying
combinations. There may be other useful strategies
that have not been studied

Reducing antibietic prescribing: Noindividual Ol
strateqy. (er combination; off strategies) Was) more
effective

Reducing healthcare-assoclated infections: studies
alie o subeptimaliguality. Seme strategies may: e
WON mere study.

Care Coordination:  EVidence about Key Internvention
COMPONENLS ISHacking

http://waww.ahra.gev/clinic/epeindex. hitm#zguality.




Uses of Evidence
for Decision -Making

Product approval

Product purchasing and
formulary selection

Benefit and coverage
decisions

Practice guidelines

Quality review and
Improvement

Clinician/patient
decision-making

Choosing plans or
providers

Organizational and
management decisions

Program; financing| and
prierity: setting




Can We Make a Case for Strengthening
and Doing Ql Research?

n QI research is relatively new.

n The field has learned:

\We need to use different research designs and
methods:

Available guasi-experimental metheds may have to be
tallored to Ol purpeses

Context iImportant but we den’t knew hew! te
conceptualize or measure It

\We arenrt clear abeut either the Independent or
depenadent vamanles

laxenemy. IS a prenliem




Policymakers can do a lot
to build the science of QI

Grant and contract support for rigorous QI
research

Theory development
— Concepts

— Logic models

— Jfaxonomy.

Research designs and methods

— Enhance availability: and acceptability’ of available
[Igerous methods

— Tallor methoeds to Ol guestiens
— (Costs and cost-effectiveness

IHelpISet pronities




Challenges 1: The Policy Culture
Including the Demand Side

n Quality
— Is not well understood despite IOM domains
n We had more luck with patient safety

n Research

— In general
n Is not understood
n Takes teo long
n  Fer most, research = discovery of new cures

— No demand for QI research

n Slles — practitieners are not trainea:in
multidisciplinany Settings




Challenges 2. The Research
Funding Culture

Grants are gifts —
Program interests shouldn’t drive research topics

Investigator-initiated awards are best

— The smartest people are in academia
n They know what the problems are
n  They are best able to design and test solutions

RC Is the gold standard fer any intervention
NIH funding Is the geld standard for tenure

Feundatien and contract funding Is net valued as
much as federal (especially: NIH)

Pullications are the measure of productivity: (Tfhe
Scientist, Nov. 2007)




Research Culture Challenges, 2

Physicians are the experts in quality
Improvement

Multi-disciplinary research Is too difficult

Gettindg outside the academic box is not highly
value

— But 60% of Inpatient care Is delivered outside
teaching hospitals

— 21 out ofi 327 people who seek care get care in
nospitall outpatient departments

Competition; trumps Coeperation
Costs are limelevant
Discevery trumps actuall tise




What AHRQ is Doing

Convening/Listening/Sharing

Implementation Research Methods: Current
State, Future Directions at the First AHRQ Annual
Meeting

September 2005 symposium
IOM Eorum
Training

— New National Research Service Award (NRSA)
anneuncement focuses in part on QI

Eveny AHRQ-funded iImprovement intervention
(HIFF, patient safety, other @) reguires an
evaluation/research component




What We Could Do More Of

Support development of methods

Support development of theory and logic
models

Better use technology to share designs and
methods

Encourage multi-entity grants and contracts
Celehbrate and advertiSe SUCCESSES




What We Need, 1

n QI research that Is:
Focused on value—cost-effectiveness key
Focused on transformation

Focused on kely elements (motivation, leadership,
culture) as well'as technology

Driven by valid concepts and logic moedels
Rigorous in design and methoeds

Cognizant of context

Multi-disciplinary:and multi-sector
Implemented in real woerld settings

An advanece: from (recognized) previeus efferts
Speedy andl clear In its implications

FEecuUsed on hew o spreaad




What We Need, 2

n Demand x\“! ‘m

foi




Why Should There Be Demand?
What Research Can Add

n What to do and what
not to do in QI

What's most cost-
effective

IHow! te lead, motivate,
and sustain guality
Improvement




A Business Case: What if We Knew How?
Potential Cost -Savings from Quality
Improvement

Topic

QI Focus

Cost-savings

Cost type

Diabetes

Ambulatory care

$2.5 hillion
(2001)

Hospital costs

Hypertension
control

Ambulatory care

$292-$708
million

Hospital costs

Asthma
(pediatric)

Ambulatory care

$600 million
(2003)

Hospital costs

\Waste

Efficiency.

Upite $1 trillion

NHE

Healthcare
Assoclated
Infections

IHespitall care

$5 billion| (2000)

IHespitalland
other




Beyond the Business Case for
Healthcare Industry : Potential
Productivity Gains From QI

NCQA, State ofi Healthcare Quality, 2007




The Social Case: Potential lives saved
through quality improvement “versus”
efficacy research

\Woolf and Jehnson, Ann Fam Med 2005;3:545-552.




A View Toward the Future

n Money follows good ideas

n To make the business case for more
research dollars, we need to market our

SUCCESSES
— Individual QI that could be spread

n LLeverage technology:




Connecting ‘Achievabillity’
and Reliability...

n A robust health care
system must include
capacity for:

— Rapid translation of

beneficial advances or
breakthroughs

— Connectivity with the
biomedical enterprise

Achievanility:  What can Work Under
ideall circumstances; for seme people

Reliability: Getting It nght for all
patients every time — the:first time




Delivery System Design:




What’s Missing In
Healthcare

Delivery System Design

Real-time information
— Clinical effectiveness
— Delivery to patients

— |mpact

On patients

Evidence-hbased management

— Sharee
— Sharec

attention te data
strategies for Improvement

Policy ac

JUStments; fier Improvement




Steps In the Right
Direction

n Roundtable on Evidence-based Medicine
— Learning Healthcare System
— Real-time clinical effectiveness data
— Comparative effectiveness research

BUT

n  How to get real time effectiveness data to:
Policymakers (payment, regulation, licensure)
Community leaders/chartered value exchanges
Health plans (lbenefit design, system design, guality: measurement)
Providers at the sharp end
Patients/consumers; for choice and shared decisienmaking
A challenge to the IOV Eertm




Your guestions ?




