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“The fundamental
problem with the
guality of American
medicine Is that we've
falled to view: delivery
of health) care as a
science. ... lThat's a
mistake, a huge
mistake.”

Peter Pronevest, M.D:, PhiD;,
Johns Hepkins Hospital ==




Finding Patient-Centered,
Evidence-Based Solutions

Or, how do we get from
Point A to Point B?




New Opportunities for
Patient Safety Improvement

AHRQ: New Resources,
Ongoing Priorities
Progress and Challenges
on Quality and Disparities
Tools for Safety: PSOs,
lfeamwork

Creating a Patient-
Focused Healih Care
SyStem




AHRQ Priorities

Patient Safety

» Health IT
» Patient Safety
Organizations ]
Ambu|at0ry % Patient Safety Effective Health
Patient Safety Grants ( incl. Care Program
simulation) » Comparative
Effectiveness Reviews
> Patient-Centered
Outcomes Research
» Clear Findings for
Multiple Audiences

» Safety & Quality Measures,
Drug Management, &
Patient-Centered Care

» Patient Safety Improvement

Corps

viedical Expenditiiies Other Research &

Panell Surveys Dissemination Activities
» Quality & Cost-Effectiveness, e.g.,
Visit-Levell Information en Prevention & Pharmaceutical
Medical Expenditures Outcomes
Annual Quality’ & > U.S. Preventive Services
Disparities Reports Task Force
» MRSA/HAIs
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Growing Recognition of the
Importance Patient-Centeredness

Improving health outcomes by

developing and disseminating evidence- *

based information to patients, providers * %k

and decision-makers 3 K K RECOVERY.GOV
Investments In robust systems and

Infrastructure to Inform everyday: clinical +
decision-making ‘

More oppoertunities to evaluate patient-

centered outcomes research amoeng

diverse populations and patient

SuUlhgroeups that are not always
adeguately represented i studies

_xa.  £PATIENT PROTECTION |
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Key Questions

B How do we know whether we can
generalize or replicate research
findings?

B How do we get the science right?

B How do we knew Whether research
study findings Will werk i practice?

H How de we know! i a precess;, lecal
PolIcY, or teel can be scaled up fheman
Individualisystem te: Semething mueh
larger?




Using the 3 “I's”
To Find the Answers

B Information

B [ncentives The Future
B |nfrastructure ! NEXTEXIT A
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Information: Lots of It, Must Be
Targeted to Specific Audiences

=
“" aci)’ Effective Health Care Program

B The National Strategy
Improvement in
Health Care

B The Effective Health
Care Program

B National Healthcarne
Quality’and Disparities
REPOItS

B AHROHealth Care
Innevatens Exchange




Incentives To Test and Reward

Successful Care Models

B The Center for Medicare and Medicaid
Innovation (CMMI)

Patient Care Models — Partnership for Patients;
Community Based Care Transition Program

Seamless Coordinated Care Models — Medicaid Health
Home State Plan Option; State Demonstrations to
Integrate Care for Dual Eligibles

Community and Pepulation Health Medels — Will test
models that improve public health and make communities
healthier

Employers andl Private-Sector Payers
States
Patients and Eamilies

HttRE/INNeVALIGRS.CMIS. OBV,



Building Blocks for the
New Infrastructure

* Electronic
Medical
Records

* Electronic
Drescribinc

» Clinical
ecision
Support
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Action Plan*

e Preventing HAIs: A National

RYICK:
o SURVICHS,
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B [|n 2009, HHS launched a
national action plan with 5- =
year goal to reduce HAIs. &

B HAls among leading causes |
of. death; account for 1.7
million; infections

B [our categories account fior |
75%0f IHAIS In hospitals: ‘

—  Surgicall site infections (17%)

—  Centrallline-associated : :
: : IHealthcare-Acquired: Infections
0 )
bloodstreamiiniectionsi(1850) hitp://mw: ihs.gev/ash/initiatives/h

—  Ventilator-associated pneumoenias  ai/actionplan/index.html
(1:3%)

—  (Catheter-associated UTls (34%)

*HEHS Action Plan o Prevent



Finding an
Evidence-Based Solution

B Majority of ICUs stopped central line-associated
bloodstream infections (CLABSI) for up to 2 years
after using AHRQ-funded quality initiative

B Comprehensive Unit-based Safety Program (CUSP)
Implemented through Keystone ICU project in
Michigan hospitals (large and small)

B 60% ofi 80 ICUs evaluated went 1 year w/o) infection;
26% went 2 years or longer

B Keystone teols include:
—  Premoting| a culture of safety
—  Improving communications among| ICU staifl: members
—  Using checklist te premete practice of CDC guidelines

Lipitiz-Snyderman' A, Needham DM, Colantuoni E; et al. “The Ability of Intensive Care: Units te) Maintain
zero Central Line-Asseciated Bleodstream Infections.” ArchIntern Med 2011 171(9): 856-858.



On The CUSP: Stop BSI
Part of HHS Action Plan

B As part of Action Plan,
AHRQ funded $18 million
national effort

B Goal: Reduce CLABSI
rates to < 1 per 1,000
central line days acroess all
nospitals In project

B Partnership with JHU
Quality anadl Salety: Group,
IHealtihh Researchiand
Educatienal firust (AHA
affiliate), and Michigan
IHespital Assn.’s Keystene
Center




On the CUSP: Stop BSI
Project Update*

B To date, 46 state hospital associations and
1 other umbrella group have committed to
leading project in their States

B Groups have recruited more than 1,055
hospitals and 1,775 hospital teams to
participate

B wenty-twe States began project in 2009,
14 States) and Distrct off Celumbia began
during 2010, and 9 States and PUerie RIco
Peganin 2041,

* A Progress Report on the National On the CUSP: Stop BSI Project, August 2011



On the CUSP:
Stop BSI Project Impact

B After 10-12 months L. WY
participation, CLABSI | - ) f —
) I8 li (>3
l

rates fell by an average of f
33% (1.87 to 1.23 F
Infections per 1,000 !
central line days)* )

1
\ 1

B Reduction applies to
units/teams that began
project in 2009 and 201.0.

B Al baseline, many: of
these ICUs had CLASBI
rates below: the national
mean; and were still'able
0 redUCE rates



Other Key Findings

B Targeted interventions: Small percentage of

units with CLABSI rates over 5 per 1,000 central
line days are primary reason that average rates
remain above 1.0. National project team has
pegan identifying facilities and working with them.

Data sulbmission: Not all units have submitted
CLABSI rate data In each of the reporting periods.
Failure to continueusly: monitor CLLABSIs and to
Use infections to identify processes will net lead
[0 sustained iImprevement

Suistaimaniliity: Sustaining the reduced rates anad
diving them lewer ever time: reguires sustained
iIntervention at hespital and state levels.



Partnering to Heal

B Computer-based, video

Simulation training program Partrlj{erirllg
on infection control practices ol
for clinicians, health START ..

professionals students, and

patient advocates

— Training highlights effective. communication abeut
Infection contrel practices and ideas for creating
“culture ofi salety.”

— Users assume identity’ off 5 main characters anad
make decisions abeut preventing HAIS

hittpE//MAa: ais.geVv/ash/initiavesynar/training/dex: hvmi



What’s Next?

B National CUSP programs
now being developed to
educate providers about
preventing:

- C Clay
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Surgical Unit-based Safety
Program to Reduce SSis

, ® Purpose: Development of
* Surgical Unit-based Safety
Program (SUSP) to Reduce
Surgical Site Infections and
other surgical complications

SUSP should provide
connection between clinical
and cultural interventions
(I.e. surgical safety checklist
and teamwork assessment)
analoegeus to
Comprehensive Unit-Based
Safety Pregram




New Opportunities for
Patient Safety Improvement

AHRQ: New Resources,
Ongoing Priorities
Progress and Challenges
on Quality: and Disparities

Tlools for Safety: PSOs,
lleamwork

Creating a Patient-Focusead
IHealth Care System
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Y Ry Natlonal Healthcare Quality and

Health care guality, access are
suboptimal, especially for
minority and low-income

Quality is impreving by 2.3% per
year; access and disparities are
not

Urgent attention Is needed to
Impreve gquality and reduce
disparities; for:

—  (Cancer screening, diakbetes
management

—  States in central U.S.
—  Inner-city, rurallareas

—  [Disparities ini preventive senvice
and aceess te care



Ambulatory Care Visits Due to

28 Adverse Effects of Medical Care*

o7 years W 45-64 years
M 18-44 years B 65 and over

*Per 1,000 people; by geoearaphic
area andlage, 20017-08

Soeurce: 2010 National Healthcare
Quality Report

Rate of ambulatory visits
due to adverse effects of
medical care was higher for
all age groups compared to
group ages 0-17

Rate of ambulatory vVisits
due to adverse effects of
medicall care higher for
iemales vs. males

Adverse effects ofi medical
care are mere cemmonly.
treatedl at visitis te eutpatient
settings; with more: than 12
millien 6eCUNg each year



*Bishop TE, Ryan AK; Casalino LLP. Paid
Malpractice Claims, for Adverse Eventsiin
Inpatient and Outpatient Settings. JAMA.
2011; 305(23): 2427-2431.

Adverse Events in Outpatient
Settings: New Findings*

In 2009, number of paid
claims to National Practitioner
Data Bank for adverse events
N outpatient settings was
similar to number in inpatient
settings

Of 10, 739 total claims:

4.910 for iInpatient AEs
4,448 for outpatient AEs
966 for events in both settings

MOSt cemmon reaseniin
ouipatient setting was
diagnostic; Inpatient setting
Was surgical



Largest Disparities in
Quality/Access Measures

Blacks vs.
Whites

Hispanics vs.
non-Hispanic
Whites

Poor vs. High
Income

Measure

ED visit
where pts left
w/o being
seen

New AIDS
cases per
100,000 pop.
age 13 +

Female
Medicare
beneficiaries
who reported
osteoporosis
screen
w/bone
mass/density

RR*
1.7

Disparities in core

guality and access
measures are not

Improving

An RR greater than 1
Indicates that a group
IS ieceiving poorer
guality’ or facing| larger
ACCess problems
comparead o
[eference group.

measurement

*RR indicates rate relative to reference group

2010 National Healthcare Disparities Report



Progress Mixed on National
Priority Areas

B Progress is uneven on 8 national priority
areas:

Two are improving: Palliative and End-of-Life
Care and Patient and Family Engagement

Three are lagging: Population Health, Safety
and Access

Three reguire more data to assess: Care
Coordination, Overuse and Health System
Infrastructure

All 8 prierty areas shewed disparities
ielaied to race, ethnicity: and SeCIeECONGMIC
status. Poer peeple received Worse: care than
nigh-Inceme: people fer anouit 80%: of core
Measures



New Opportunities for
Patient Safety Improvement

AHRQ: New Resources,
Ongoing Priorities
Progress and Challenges
on Quality and Disparities
Tools fior Safety: PSOs,
fleamwork

Creating a Patient-
Focused Health Care
SyStem




Patient Safety
Organizations: The Basics

B Authorized by Congress In
2005 Patient Safety
Improvement Act; final rule
published in 2009

Use by health providers is
voluntary

PSOs improve quality: and
safety through data
collection, analysis and
fieedback en patient safety
Eevents

B [Data has Eederal guaraniees
off prvilege and
conlidentiality;




PSOs’ Current Status

B To date, AHRQ has listed 81 PSOs in 30
states and District of Columbia

B AHRQ has developed “Common Formats,” or
common definitions and reporting formats, for
acute care hospitals and skilled nursing
facilities

B Common Eermats apply: to:

— |Incidents: patient safety events that reached the
patient, Whether or not there was: hamm

— Near misses or close calls: patient safety,
events that did not reach the patient

— Unpsafe conditions: Clrcumstances that Increase
e prehakility off a patient saiety event




How Will Data Be Used?

B Providing analysis, feedback and education

with confidentiality and discovery protections

Creating Network ofi Patient Safety Databases
to which PSOs, providers and others can
contribute non-identifiable information

AHRQ to analyze \
nationalland regional G gamEESE
statistics; imcluding trends, - |

and pattens Gk T




Asking the Right Questions

“We’'re very sensitive to legitimate concerns on
the part of people who have to collect this
Information about the volume of data collection.
We're defining clinical questions for which we
want answers, and then we’re stipulating how
the data that get collected to answer these
guestions are actually used in a report that will
run at the institutional level.”

William B. Munier, MD, MBA, Director of AHRQ's
Center for Quality Improvement and Patient Safety,
AHRQ Web M&M Interview, July 2011



/{ sl 1€aMSTEPPS®: A Patient Safety
Improvement Tool

TeamSTEPPS™

Higher

Patient
{ Satisfaction \

Reduce Patient
Medical Safety
Errors Culture

\ Improve }
Morale

B Evidence-based system to

Improve communication
and teamwork among
health care professionals

Rooted in more than 20
years ofi research and
lessons fliem application of
leamwork principles

Develeped by Department
off Defiense’s Patient Safety
Program in: collaberation
withf AHRQ



TeamSTEPPS® National
Implementation Plan

B AHRQ and DoD have teamed
with American Institutes for
Research to build national
training and support network

Five resource centers: Duke
Medical Center (NC),
Carillion; Clinic (VA), U-Minn-
Fairnview: Viedical Center
(MIN), Creighten University.

Texas Center for Quality /
and Patient Safety Medical Center (NE) and U-

Wash-Seatitie (WA)



Simulation and Teamwork:
A Powerful Combination

TeamSTEPPS®: Training Guide

B Provides instruction using simulation-
based training when teaching
TeamSTEPPS

B Guide integrates critical teamwork,
iInterpersonal and coemmunication
skills Inte simulatien-based training.

B [ntended as “train-the-trainer”
program; key: persennel train ether
ocall health care teams,

WA 2@ .goV/teamsteppsteels/simulatien/imaex: atm)



New Opportunities for
Patient Safety Improvement

AHRQ: New Resources,
Ongoing Priorities
Progress and Challenges
on Quality and Disparities
Tools for Safety: PSOs,
lfeamwork

Creating a Patlent-
Eecused Healtlh Care
Sy/stem




Current AHRQ Grants:
Harvard School of Public Health

Project Title Portfolio/Program

Factors Associated with Effective Patient Safety
Implementation of a Surgical Safety
Checklist

Comparative Effectiveness and Safety of Comparative
Depression Treatments during Pregnancy Effectiveness

Massachusetts Quality E-Measure Health IT
Validation Study

Policy and Demographic Predictors of Value
Medicaid Take-Up Among Non-Elderly
Adults

Hittps//0eld. anre ooy



Partnership for Patients

B Public-private partnership
of hospitals, employers,
physicians, nurses, patient
advocates, state and
Federal gevernment

@@,ﬂ‘mmi

&

PARTNERSHIP

B Goals are to keep patients g
irem getting injured or Ve T e
sicker, and help patients be Partrers in

- efter Care af
ealthr without Fowir Coivts

complications

WAWW. hiealthicare goVv/cCenter/pregramsypantnership/index: atmi



Partnership for Patients

B Nine areas of focus:

Adverse Drug Events

Catheter-Associated Urinary Tract Infections
Central Line-Associated Bloodstream Infections
Injuries from Ealls and Immohbility

Obstetrical Adverse Events

Pressure Ulcers

Surgical Site Infections

\/enous Thromkhoeemboelism
Ventilater-Asseciated Preumonia

Other Hospital-Acguiied Conditions



Patient-Centered Outcomes
Research Institute

Called for in Affordable Care Act; independent,
nonprofit entity with public and private funding

AHRQ and NIH Directors serve on the Institute’s
board and methodology committee

Sets priorities and cooerdinates with existing agencies
that support patient-centered outcomes research

Prohibits findings te e construed as mandates on
practice guidelines or coverage decisions and
contains patient safeguards

Provides funding fier AHRQ te disseminate research
findings and toe train researchers; and: hulld capacity: fox
[eseanch

WA o) ee) (el o]



Getting From Point A

to Point B ....
When evidence-based ... a patient-centric health
patient safety becomes care system can flourish

the standard of care in
all settings ...




Thank You

AHRQ Mission

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

AHRQ Vision

As a result of AHRQ's efforts,
American health care will
provide services ofi the highest
guality, with the lbest possible
outcemes, at the lewest cost

WAV NG .G BN,
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