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Quality issues

* Why and how do we consider medical
quality?
* Role of Quality Improvement

— In diagnosing and treating processes in
medicine

— In applying evidence (translation)
— |In policy (reimbursement, requlations

Note: definitions of micro and macro vary from those in ec



Issue: Community Acquired
Pneumonia

How might we standardize pneumonia treatment?

Core issues Approach

* Admit or no? ICU?  Algorithm / score
 Antibiotic choice * Order sets

* Antibiotic timing * Processes + order set
« EXxceptions  Flexibility / clarity

How do we know there is an improvement?
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Community Acquired Pneumonia
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CAP protocol compliance

Implementation Group -- Loose Abx Compliance
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Community acquired

pneumonia
without
guideline
% patients admitted 39%
Average LOS 6.4 days

Time to antibiotic 2.1 hours




Community acquired
pneumonia

without
protocol

"Qutlier" (complication) 15.3%
DRG at discharge

In-hospital mortality 7.2%

Relative resource units
55.9
(RRUS) per case



Why consider medical quality?

* Information / knowledge overload
* Variation

 Team-based, multisetting, complex nature
of patient care

-



Some root causes, therefore, are
information, knowledge, and cognition

based.
Information/knowledge

needed is

— Enormous

— Challenging to find
— Lacking

— In the wrong form

— Difficult to communicate

Number of RCTs
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|s variation important?

Practice Variation

“...risk-adjusted cost varied almost 3-fold...”
Duke Clinical Research Institute 2002

“...cost of poor quality was...nearly 30%b of

the expense base...core medical processes

that comprise the majority of what we do”
Mayo Clinic

“...72% drop in mean respiratory costs...”
APAM 2000

“...27%o difference in cost of treating otitis
70% media...”

Ozcan 1998

“...20 to 30% of the acute and chronic
care that is provided today is not clinically
necessary...”

Becher, Chause 2001

“...The cost of poor quality in health care is

$1.7 trillion x 30% = ~ $500 billion
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Variation in care plagues the US system.
End of life days spent in intensive care
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Care Gaps

Aware of INC-vI? [ 7606

Always Follow JNC-VI? [T 7606

I

i “CAREGAP”

Satisfied with BP Control ?

Visit with Good BP Control?




Complicated, team-based: heart attacks

Disease/Medication Study (e.g.) Relative Risk
- Reduction in
* During and Mortality
after heart Heart Failure CONSENSUS(8) 31%
ACE Inhibitors '(\:/'I';'TQTI-I:Z()% gjj
attaCk and B-blockers MOCHA(11) 239,
heart fa|lure, Spironolactone RALES(12) 30%
viding k
pro d g ey Secondary Prevention after Heart Attack.
medications
prolongs life.  asa Lewis et al(13) 50%
Statins 4S(14) 30%
ACE Inhibitors GISSI(8) 30-50%
B-blockers Gottlieb et al(15) 40%




So, everyone should do this, right?
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Ace inhibitor use POSt—M I Ca re iS
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Policy

* Physician Quality Reporting Initiative
(PQRI) — 1.5% Medicare bonus

— Hospital measures: Pneumonia, Myocardial
Infarction, Congestive Heart Failure

* Premier Hospital Measures initiative and
pay for performance

» Aligning forces for quality
» Medicare ‘no payment for errors’ policy

'-—“



What is Quality improvement?

* A over-riding structure and process to
— ... translate research into practice.
— ... foster system improvements, not create blame.

— ... document critical appraisals of processes,
structures, and outcomes.
— ... facilitate a transformation in medicine
* From reactive to proactive
« Data-driven, not data-shy
* Population care and individualized care

Gaasaas . oy



Fundamental improvement
guestions

€4 What are we trying to accomplish?
A clear outcome target is essential to assign resources, garner
collaboration, etc.

¢ How will we know that a change is an improvement?

Without this step, innovation is impossible ... "Truth is found more
often from mistakes than from confusion" -- Francis Bacon, 1561-1626

€ What changes can we make that will result in

Improvement?
A hypothesis generation step ...




QI process

1. Aim statement

2. Team members

3. Build conceptual model

4. What will | measure?

5. List of change hypotheses — multiple !
0

. Test these in remedial journey. (start
over)




What are we trying to accomplish?

What changes can we make that
will result in improvement?

How will we know that the change
is an improvement?

Plan

a change

- it i a

- guidelines may
contain too many
changes; therefore,
select one or two
to focus on af a time

PDSA cycle: a
problem
solving tool




Quality Assurance vs. Quality

Improvement
Quality Assurance Attempt to
——— Eliminate the tail ...
-Who? ) Not fix the situation

"Bad Apple"
- Get rid of him/her?

Propagates a
Am | gaad ancaigh “Cycle of fear”
to avoid punishment?

If tail is quite small,
can be productive.
@y{;lﬂ of Fear

| —



QA vs. QI (2)

Attempts to
: 1. Reduce variation
QLIﬂllty |I'I"I|JI'ID'#EI'I"IEI"I'|I 2. Improve process
Focus on the average 3. Create a culture of

= Reduce unnecessary |earn|ng and Safety

variation

- Shift the mean in the 4. Improve the system

desired direction

- Improve what happens
aften

Learmning environment MEASURES
Improve the system, not and talk about

punish the individual ENACTING CHANGE
Am | the best

| can be?

‘



Solutions and Challenges

Re-engineering-based

 Quality improvement processes /
strategies

» Collaboratives (Tsai, ADMC & Landon)

* Technology

Accountability-based

* Process and outcome (Werner, 2006)

» Pay for performance (Lindenauer, 2007)

—“



Specific strategies to improve

quality

Strategy

Example

Effectiveness

Provider education

Conferences; 1-1
academic detailing

T provider knowledge,
not outcomes

Decision support

Reminders, alerts,
ticklers

Reminders can be
effective

Audit/feedback

Provider profile of
diabetic patients

Some effect

Patient education

Group sessions with
care manager

Mod to large effect

Organization change

Change team or org.;
care manager

Positive for care/dis.
management

Financial incentives

Pay for performance

v

May help 1 goals, but

othehss*
From Shojania and Grimshaw, Health Affairs Jan/Feb 2005.



How do you study quality?
McGlynn

* 419 Quality indicators chosen from

Figure 1

—_— Expe rt pa n e I S a n d Metropolitan Areas in the Community Quality Index

Study

— Literature review

* Study design
— 12 cities
— 13,000 patients

» Called, asked questions
* Review medical charts

NEJM Volume 348:2635-2645June 26, 2003 Number 26

—




Quality was found to be subpar with only
54.9% recelving recommended care.

Hypertension (27 indicators)

Indicator 16 Lifestyle modification for patients Forchronic  Treatment Counseling or Underuse
with mild hypertension condition education

Indicator 18 Pharmacotherapy for uncentrolled Forchronic  Treatment Medication Underuse
mild hypertension condition

Indicator 27 Change in treatment when blood pres- Forchronic  Follow-up Medication Underuse
sure is persistently uncontrolled condition

http://www.rand.org/health/tools/qualist.html
Results:

Participants received 54.9% (95 percent confidence interval, 54.3 to
55.5) of recommended care.

 Preventive care: 54.9%
* Acute care: 53.5%
e Chronic care: 56.1%

NEJM Volume 348:2635-2645 June 26, 2003 Number 26 ‘



Meta-analysis of Ql

66 trials of HbA1c reduction in Diabetes

Figure 2. Postintervention Differences in Serum HbA, . Values After Adjustment for Study
Bias and Baseline HhA, . Values

Favorz | Favors
Cluality Improvement Strategy Ma. of Trials Irtervention | Contrid

Team Changes 26
Case Management 26
Fatient Remindars 14
Fatient Education 38
Electronic Patient Registry B
Clinician Education 20
Facilitated Relay of Clinical Informaticon 15
Self-Managermenit 20
Audit and Feadback g
Clinician Reminders 18
Continuous Quality Improvement 3
Al Inlervenlions ]

4.0 08 06 04 -02 0 02 04
Difference in Postintervention HbA, ., %

Shojania et al, JAMA 2006 vol 296, no 4, p 427




Chronic care model: results

CCM - benefits
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Health Disparities Collaboratives: Chronic Care
Model

@ External Control After
@ External Control Before
O Internal control After

O Internal control Before
O Intervention After

@ Intervention Before

20 40

Landon et al NEJM, 2007



Care Transitions
Caretransitions.org

Personal N T of: personal History
Health he pPersonal Health Recofr . 1 esses or health
-.‘; phine patient L °'2°ifs‘§§§ ¥ slow that you have
ose roblems 1!
ReC C rd \ |nformation: gver experlenced'
Personal I=====""" Q Arthritis
Address{; olt: Q Abnormal Heart Rhythm
Home Phone#-
Birth Date: Before | leave the hospital.... | After | leave the hospital...
P*g::ta“r:: a nggen;[gi :anasll’:auggggﬁi(ljﬂ?reodn;[o 1. | will write down questions | have
P e tives?: - about my condition
tives ¢- becoming worse. y :
dvanced Direc g ) -
A talization informal O | kn?w what symptoms to watch | 2. | will take all bottles of medicine |
Hospl - out for. am using to each doctor visit.
- . scha
Admitted: J\-Ti)_s}:‘))'l:a"‘za‘ O | know thef name and p]pone 3. | will call
(o] number of who to call if | see
Remember A | Iff"“*// BNy Of these Sympoms. immediately at (XXX) XXX-XXX if |
to take this Record wit ver Information:l O My family or someone close to experience any of the following:
to all of your doctor vis .Ca’reg"%- me knows what | will need once . Temperature above 101° F
Name: | leave the hospital. U trollabl )
Phone #: et O | know what medications to take, ncontrollable pain
Relation to Patient. how to take them, and possible * Increased confusion
side effects. * Increased redness ord
O | will schedule a follow up )
appointment with my primary drainage around wound

care doctor.

5 Questions about which
— will have a clear and complete S
Coleman, Arch Int Med, 2006 copy of my discharge medications to take

instructions.




Adjusted

Variable Intervention Control P-value
Readmit for Same Dx 3 9 5 04 0.04
w/in 30 days
Readmit for Same Dx 5 04 10 % <0.01
w/in 90 days
Readmit for Same Dx 0 0% 14 9% <0.01

w/in 180 days

Coleman, Arch Int Med, 2006




Hospital Medicine and Transitions

Hartford Foundation Grants Society of Hospital Medicine $1.4 Million

(PHILADELPHIA — April 11, 2007) — The Society of Hospital Medicine (SHM) has received a $1.4 million
grant from the John A. Hartford Foundation to develop interventions to improve care transitions for older adults at
the time of hospital discharge.

“Patients who receive coordinated discharge care are more satisfied with their care and less likely to be
readmitted,” said Larry Wellikson, M.D., Chief Executive Officer for SHM. “We want to provide both the tools and
mentors to help hospitals coordinate staff and with community health care providers to improve this critical process.”

As part of this three-year project SHM will partner with national leaders in care coordination, such as the
Institute for Healthcare Improvement (IHI) and the Agency for Healthcare, Research and Guality (AHRQ). SHM and
its partners will form a National Advisory Board, create clinical tools, implementation guidelines, and provide
technical support and training tools to hospitals across the LS. The project aims to build capacity in at least 200
hospital sites to improve the discharge process, and ultimately health outcomes, for older adults.

“One of the core values of SHM and hospital medicine is to implement changes that improve the quality of
health care that older Americans receive. With this grant support from the Hartford Foundation, SHM canto help
define the best practices in discharge and provide a continuum of training opportunities. We are excited and grateful
for the continued support of the Hartford Foundation,” said Larry Wellikson, M.D_, Chief Executive Officer for SHM.

Founded in 1929, The John A. Hartford Foundation is a committed champion of training, research, and
service system innovations that promote the health and independence of America’s older adults. Through its grant-
making, the Foundation seeks to strengthen the nation’s capacity to provide effective, affordable care to our rapidly
health Ing innovations that improve and better

increasing older population by educatin rofessionals, and develo




Medication Reconciliation

« Medication errors are the most common type of
healthcare error

 Atleast 46% of medication errors are related to
transitions of care

 Erroneous medication histories can contribute to
Inappropriate or interrupted drug therapy

* Implementation of simple standardized reconciliation
forms can have a five-fold reduction in errors

* Novel use of information technology can improve the
accuracy of patient-provided medication lists



Medication Reoonc_iliation

Please Review Your Medications.

~Medication # 23(of 33) ACTIVE Med:

GUAIFENESIN 200MG TAB
TAKE 1 TO 2 TABLETS BY MOUTH EVERY SIX HOURS AS
NEEDED

Taking this medication?

<Last Med | = Next Med >

not sure |

Comments about this drug:




Technology Is not a panacea.
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Efficiency and payment might
conflict and lead to worse quality.

Provider group A: Decreased Decreased
High quality care utilization & cost income

Provider group B: Increased cost
Lower quality from adverse Increased income
care events

' C . . § = v—
Concept from Larry Casalino, 2003.




Removing the more error, more

pay Issues

HOME FAGE | MY TIMES | TODAY'S PAFER | WIDED | MOST FPOFULAR | TIMES TOFICS

€he New Aork Eimes ]
Get Home En-a%i'-.-'e hy WEI S h I n g t '0' n

WORLD U=, WN.Y./REGION BUSIMNESE TECHNOLOSY SCIEMCE HEALTH EPCORTE CPINIOW

POLITICE WASHINGTOH  EDUCATIORN

Medicare Says [t Won't Cover Hospital Errors

By ROBERT FEAR

Fublizhed: August 19, 2007
e e SIGHIN TO E-MAIL

OR SAVE THIS
[ FRINT

B SINGLE PASE
[E REPRINTS

SHARE

. l::-ati-:zents.

to be [.:-Ll]::-liE:}'l-E!-::l
wrill not pav hospitals for the o

Medicare will not pay
for in-hospital
complications related
to:

- Urinary Tract
infections

- Other in-hospital
infections

- left surgical devices
- Surgical infections
- Pressure ulcers
And others

As of 2008




Basic premise: pay for performance
Ensure process Improvement
step taken ‘ In treatment ‘ Better outcome

Decrease
mortality

Streamline

‘ Better quality ‘
CABG procedure

Data source /

) Reimbursement
collection

Performance

>80% of Electronic If in top 10%,
patients with BP |system with BP, |+2% increase in

- _ tiﬂng - -
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Process vs. OQutcomes

il

== Aspirin at admission

— * ~=u—Aspirin at discharge
-4 Beta-blocker at discharge
—4—Beta-blocker at admission
—= ACE-| for LV dysfunction

* p-value <.05 for trend

Werner R.JAMA2006

Low Average High

Hospital Mortality




Pay for Performance - Lindenauer

A Acute Myocardial Infarction B Heart Failure
100 100
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Could this be the distant future?

NHS generalist : 550
Orga ationea 184

P4P plan A dldlitio ! Sarine 26
Patie nerience 100

Majority of payments based on : are Po 100
-Guideline adherence S0
-Organizational Characteristics Accass Re 50

-Patient feedback

-External goals 1050




Thank you & Questions?

* Dorrd@ohsu.edu



mailto:Dorrd@ohsu.edu
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