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 If you have questions during the Q&A session, please use the Raise Hand function;    
you will be placed into a queue to ask your question.

To ask a question, click on the Raise 
Hand button in the Participants Panel 
and the Host will un-mute your line.

Once your question has been answered, 
please click the Lower Hand icon and 
the Host will mute your line.

Using the “Raise Hand” Button for 
Questions
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Presenter
Presentation Notes
To ask a question, click on the Raise Hand button (circled in the picture) in the Participants Panel and the Host will unmute your line.
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Questions

We will have three opportunities throughout 
the Web conference for you to ask questions 
of our speakers. To do so, please:

 At any time, post your questions in the Q&A box on 
the right-hand side of your screen and press “send” to 
“all panelists”

OR
 Click the “raise your                                               

hand” button to be un-
muted and introduced                                                  
to verbally ask a                                                     
question 
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Presenter
Presentation Notes
To ask a question, click on the Raise Hand button (circled in the picture) in the Participants Panel and the Host will unmute your line.




Agenda

 Welcome and Introduction
 Quality Improvement Overview
 Questions and Answers
 Dallas-Fort Worth Hospital Council 

Example 
 Questions and Answers
 Pacific Business Group on Health Example
 Questions and Discussion
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Web Conference Schedule
Orientation:

October - Designing Your Reporting Program
Measures/Data/Analysis:

November - Selecting Measures & Data
December - Key Choices in Analyzing Data for the Report
January - Classifying Hospitals

Reporting/Disseminating/Promoting:
February - Displaying the Data
March - Web Site Design & Content
April - Getting the Public To View and Use Your Report

Evaluation:
May - Evaluation of Public Reporting Program

Quality Improvement: 
July - Working With Your Hospitals on Quality Improvement: From 

Small Steps to Large Leaps
Q&A Web Forum- August 12th
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Presenter
Presentation Notes
This is the schedule of the Quality Indicators Learning Institute Web conferences that were held beginning in October 2008.  



Poll Question

What is your organization’s experience with 
working on quality improvement with health 
care provider organizations? (Please choose 
one.)
 Some experience as it relates to our public report
 A lot of experience as it relates to our public report
 Some experience unrelated to our public report
 A lot of experience unrelated to our public report
 No experience
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Today’s Learning Objectives

 Raise awareness of the opportunity to work on 
quality improvement with hospitals that appear in 
your public report 

 Understand hospitals’ capacities to engage in 
quality improvement related to areas measured in 
your report

 Once a public report card is in place, understand 
strategies used by others to foster the spread of 
best practices among providers

 Learn from case examples the cost/benefit 
associated with strategies for facilitating peer-to-
peer learning 8

Presenter
Presentation Notes
The learning objectives are to raise awareness about the opportunity to work on quality improvement with hospitals that appear in your public report.  Also to understand hospitals’ capacities to engage in quality improvement related to areas measured in your report.  Then once a public report card is in place in your area, understand strategies that have been used by others to foster the spread of best practices among providers to make improvements.  Lastly, an objective to today’s session is to learn from case examples of the cost / benefit associated with strategies for facilitating peer-to-peer learning. 



Poll Results

Please find the poll results on the right-hand 
side of your screen. 
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 Some experience as it relates to our public report    41%
 A lot of experience as it relates to our public report  27%
 Some experience unrelated to our public report         5%
 A lot of experience unrelated to our public report       9%
 No experience 18%

Presenter
Presentation Notes
Here are the polling results from an earlier slide that inquired about the audience’s experience in the area of health care quality improvement.



Agenda

 Welcome and Introduction
 Quality Improvement Overview
 Questions and Answers
 Dallas-Fort Worth Hospital Council 

Example 
 Questions and Answers
 Pacific Business Group on Health Example
 Questions and Discussion
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Seeing the Opportunity

 There will be opportunities to join with hospitals 
on quality improvement (QI) that you are publicly 
reporting on
– Requests for assistance may be direct or indirect 
– You may want to offer assistance given your proximity 

to the data & quality measure results
 A chance to think about your organization’s role 

in QI prior to issuing your public report
– How you would respond if asked for some help
– Deciding what you may proactively want to provide in 

an ad hoc or systematic manner
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Presenter
Presentation Notes
There will be opportunities to join with hospitals on quality improvement that you are reporting on.  So there's a chance to think about your organization's role in quality improvement prior to issuing your report.  You may want to think in advance of issuing your report about how you would respond if you were asked for assistance from hospitals.  You may also want to think about up front about what you want to proactively do to provide assistance and whether it you would offer that assistance in a systemic or ad hoc matter.  Specifically you may want to plan for what will that assistance be that you will offer hospitals. 



Some Context: Words & Actions

 Words/statements from hospitals may 
directly or indirectly provide an opportunity 
to work with hospitals on QI
– Direct:  “Can you tell us what cases were in 

the numerator?”
– Indirect: “These results don’t tell us where we 

need to make improvements!”
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Presenter
Presentation Notes
To provide some context and a heads up, you are likely to receive comments after issuing a public report that will essentially be direct or indirect requests for quality improvement assistance from you: the entities issuing the public report.  Here's an example in the slide of a very direct request, and an example of a statement that is less direct, but can be seen as providing a foray for the report card sponsor to enter into a conversations about perceived barriers and quality improvement with hospitals. 



 Actions of hospitals may or may not fit the words  
– Statements made in the press and to the report card 

sponsor questioning how actionable the results are for 
QI

– Meanwhile, hospitals are finding ways to make 
improvements in the areas measured in the report*

 The upshot:  Realize it’s a complex dialogue.  It’s 
a dialogue that may be productive, for there is 
often QI work occurring on measures in your 
report

* Judith Hibbard et al: Health Affairs Mar/Apr ‘03 & July/Aug ‘05
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Some Context: Words & Actions 
(cont.)

Presenter
Presentation Notes
Sometimes the actions may not fit the words being said in this discussion with hospitals in one's area. Statements may be made about challenging the credibility of the report or how actionable it may or may not be.  However, on the other hand you may find hospitals – the same hospitals – who are actually using the report to identify opportunities for improvement. This has actually been evidenced through Judith Hibbard's work in this area and studying a public report in Wisconsin. 

I just want you to realize it’s a complicated dialogue.  Do not think the opportunity for quality improvement has ended because hospitals initially express they are not interest in working on improvement in relation to this report.  Take heart; oftentimes there is work afoot at the release of the report or shortly thereafter to make improvements in the areas measured. 



Some Context: Quality 
Improvement Infrastructure

 Lessons learned from surveys conducted 
regarding QI in measures used in P4P may 
provide insights:*
– Providers believed they lacked important resources for 

achieving the quality goals
– Some uncertainty as to whether provider organizations 

had the resources to achieve the quality measures
– Many thought the incentive wasn’t sufficient to offset 

the cost of making the needed investment in quality 
infrastructure

 The upshot: Understand the hospitals position and 
identify QI methods with hospitals that reflect their 
infrastructure

* Gary Young et al: Health Care Financing Review, Fall ‘07 14

Presenter
Presentation Notes
Related to this notion of willingness or capacity to make improvement, this slide outlines an interesting study by Gary Young.  The study is related to making improvements related to pay for performance, but the results are likely to be germane to the capacity regarding making improvement in areas measured in public reporting or pay for performance.  

In this first sub-bullet, providers expressed some anxiety and concern about whether they had the sufficient resources to make improvements to meet the standard in the pay for performance arrangement.  So be conscious of, and try to understand, the position the hospitals are in and what they currently have to work with in their quality improvement efforts.  You will have to think of ways to interact with hospitals that work in the context that they are in. 



Varying Degrees of Engaging 
in QI with Hospitals

 The next few slides  – and the next 2 
presentations  – provide a sampling of 
ideas for report card sponsors in working 
with hospitals on QI

 These examples illustrate:
– There’s not one “right” way to go about QI 

work.  Finding a good fit calls for working 
locally with your provider community.

– There’s a spectrum of the level of effort that 
can be expended.  It’s not all or nothing.
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Presenter
Presentation Notes
The next several slides will get to some quick examples of varying degrees of involvement with hospitals and quality improvement.  I want to convey that it's not necessarily an all or nothing proposition. There's a continuum, or a sliding scale, of ways in which to be involved in working with hospitals on quality improvement. 

The next few slides are examples from loosely less effort to more effort to encourage you to think about in one's work in quality improvement.




Data & Results:  Less Effort

 Compiling & reviewing results with 
hospitals

 Developing the results with the question in 
mind: “What are the measures with more 
room for improvement?” 
– Sharing results beyond what will be in your 

report, such as observed to expected rate
– Walking through what the results mean… and 

don’t mean, e.g.:
 What “less than expected” means
 What “as expected” may not necessarily mean
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Presenter
Presentation Notes
One mechanism that involves a low level of effort is simply the act of compiling, sharing and reviewing the results with hospitals.  This can be seen as of assistance to hospitals in that it helps them in more fully understanding their results.  In putting those reports to hospitals together, it may help you to think about the question hospitals often times struggle with : if a where is there more and less room for improvement?

Just to give a quick example, you may want to explain if you report your results via statistical testing, and you may want to explain a bit behind what the less than expected, more than expected, as expected mean.  For example, you might want to note that a rating of “of expected" may not necessarily mean there's an opportunity for great improvement there. One may want to explain that hospitals with a small n can find it very difficult to be rated as statistically significant (i.e. “more” or “less” than expected).  This is just one example of walking though the results and what they mean with hospitals. 




Data & Results:  Less Effort  (cont.)

 Navigating across result tables with 
hospitals (especially in regard to composites)

 In deciding how to navigate through the 
tables, consider the question: “What can this 
tell me about where the problem is 
occurring?”
– For example, for composites, it’s helpful to understand 

what’s contributing to the performance in the composite 
by having the performance in the indicators used in the 
composite 
 Again, sharing the observed & expected rates for each 

measure in the composite can shed some light on where to 
focus on improvement 17

Presenter
Presentation Notes
You may want to think about, again, how to present findings in such a way to be of assistance to hospitals trying to make improvements.  AHRQ has definitely run across the issue of reporting and explaining composites. Composites are great for consumers in that they provide a lot of information in one bundle.  However, hospitals can find it difficult to understand where to make improvements when a number of AHRQ Patient Safety Indicators (PSIs) are rolled together. 

Perhaps what will be presented to the consumer is the composite vs. the component parts (the performance in each measure).  For the hospitals’ quality improvement purposes you may want to report back to them what their performance is in each indicator.  For example, you could report the observed to expected ratio for each of the measures in the composite.  With this, a hospital can clearly see which PSIs they have more complications or deaths than expected and the degree to which there was more than expected.  Such an analytical tool can aid a hospital to understand which measures have more and less room for improvement. 



Data & Results:  More Effort

 For all hospitals, stratify their results by options 
provided within the AHRQ QI software, e.g.:
– Age category, quarter, risk category

 AHRQ QI software offers three custom 
stratifiers beyond the canned options

 Beyond the AHRQ QI software customized 
stratification, you can selectively pull data & 
send it through the AHRQ QI software, e.g., 
various AHRQ Clinical Classifications Software
(CCS) groupings
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Presenter
Presentation Notes
Perhaps a bit more investment is for the report card sponsor to stratify the results and report them back to the hospital.  The stratifiers in the Windows QI software for the hospital level AHRQ QIs are: 1) age category (five year age groups), 2) sex, 3) year, 4) quarter, 5) hospital identifier, 6) payer, 7) race, 8) birth weight, 9) pediatric age category, 10) pediatric age in days category, and 11) risk category (1 to 4).

In addition to the stock stratifiers, there are also other ways in which the data can be stratified through creative ways or the custom stratifiers in the AHRQ QI software.

See performance sliced in such ways can understand if there appears to be more issues in certain areas.  These are likely to be places where one would begin to look at for quality issues.



Data & Results:  More Effort (cont.)

 Performing ad hoc analysis with the data 
& results, e.g.:
– Interpretation beyond providing results as 

noted in previous slides
 Ad hoc data queries, e.g.:

– Pull each numerator claim for a given 
measure (if possible given one’s data use 
agreement)

19

Presenter
Presentation Notes
At the end of the continuum of more effort would be performing various queries of the data or results as requested by the hospital or to test various theories about what may be occurring.

A simpler example of such customized queries is pulling out each record that appears in the numerator and provider the information on that claim back to the hospital.  Of course, to know whether that can done or not, one should consult their data use agreement.




Group Learning:  Varying Effort

 Once & done Webinars or in-person events
– Webinars likely to be preferable with smaller 

hospitals, rural areas, & dispersed hospitals
– Use of national experts or leaders in a given 

community/State as presenters
– Selecting topics by measures where greatest 

interest is expressed or most room for improvement
 Ongoing or time limited groups

– Facilitate/foster interest groups that will work on a 
QI project that will span several months or years 
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Presenter
Presentation Notes
There are a variety of ways to structure group learning activities and theories behind what works and does not work.  In this session Diane Stewart, Pacific Business Group on Health (PBGH), will discuss their work to date in quality improvement activities working with the provider community.  A number of their efforts have been using a number of group learning techniques.  Diane will offer a wealth of PBGH’s experience in this area.



High-Level QI Environmental 
Scan

 National QI resources, e.g.:
– Institute for Healthcare Improvement
– American Society for Quality – Health care 

division
 State/local QI resources, e.g.:

– Quality Improvement Organizations
– State Hospital Associations
– Aligning Forces for Quality sites (in select 

areas)
– Chartered Value Exchanges
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Presenter
Presentation Notes
This is a high level environmental scan in thinking about other resources that could be engaged for quality improvement.  There are a couple of national examples noted here.  Most people in health care are aware of the Institute for Healthcare Improvement (IHI).  Perhaps less people know about the American Society for Quality, which now has a health care division.  

There are resources more locally that could be considered as well, such as a state’s hospital association or Quality Improvement Organization.  There are other resources available in select areas, such as Charter Value Exchanges, and Aligning Forces for Quality sites. 



High Level QI Environmental 
Scan  (cont.)

 QI toolkit under development for 
hospital use to make improvement 
related to the AHRQ IQIs & PSIs.  
Some specifics of the toolkit:
– Methods to evaluate the data for identifying 

opportunities for improvement 
– Strategies for implementing interventions (or 

evidence-based best practices)

– Methods to measure progress

 Available mid-2011 22

Presenter
Presentation Notes
Lastly, in relation to this high-level scan of what's occurring, please note there's an AHRQ toolkit under development for hospitals to make improvement related to the AHRQ Inpatient Quality Indicators (IQIs) and Patient Safety Indicators (PSIs).  AHRQ is working on developing the toolkit and making it available in mid-2011.  This may serve to be a useful tool in working with hospitals in making strides areas measured in your public report.




Questions

To ask questions of our speakers, please:
 At any time, post your questions in the Q&A 

box on the right-hand side of your screen and 
press “send” to “all panelists”

OR
 Click the “raise your                                  

hand” button to be un-
muted and introduced                                     
to verbally ask a                                   
question 
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Presenter
Presentation Notes
To ask a question, click on the Raise Hand button (circled in the picture) in the Participants Panel and the Host will unmute your line.




Agenda

 Welcome and Introduction
 Quality Improvement Overview
 Questions and Answers
 Dallas-Fort Worth Hospital Council 

Example 
 Questions and Answers
 Pacific Business Group on Health Example
 Questions and Discussion
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Community, Patient Safety and 
Patient Quality

Dallas-Fort Worth Hospital Council
Education and Research Foundation

25
DFWHC ERF 2009

Presenter
Presentation Notes
Dallas-Fort Worth Hospital Council is presenting today on behalf of the 70 acute care hospitals in the Dallas-Fort Worth area. It is a collaborative where we all agreed to share information in a comparative framework to get some context to these Indicators and how we are performing.  This is our job, is to provide as much information as possible to get that accomplished.  So with that, the objectives today are going to be related to the community, patient safety, and patient quality programs. 



Objectives
Business Intelligence tool (customize data 
for hospitals’ use) 
– Share reports with individual hospitals 
– Hospitals pull their own data
– Peer-to-peer improvement  

Patient Safety and Quality Improvement 
Committee 
– Use IQIs and PSIs for hospital improvement 

• Choose AHRQ QIs to analyze various trends 
(preselect, survey, by condition) 

26
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Presenter
Presentation Notes
There are two parts to our work: one being the business intelligence tools that provide the information to the participating hospitals; it is customized data. There is an aspect to the tool where reports can be shared so that the information can be made available to the hospitals.  Reports can be pulled on what hospitals are interested in such as any indicators, any detail of the patients, the attending and operating physician.  The physician level detail is an extra sharing agreement with the 70 hospitals. This contributes to peer-to-peer improvement. 

In addition to that, Ben Jacob will talk about the Patient Safety and Quality Improvement Committee.  This committee is where the hospitals, based on the data that they have available to them, get together on a monthly basis to identify areas for improvement, and then customize initiatives for that given area. 



Dallas-Fort Worth Hospital 
Council Education and 
Research Foundation
Committee Chart

Community Health 
Collaborative

(B. Jacob, Staff)

Community Health 
Task Force

Community Needs
Assessment Council

North Texas Healthcare 
Information and Quality 

Collaborative
(T. Mendoza, B. Jacob, 

Staff)

Patient Safety and 
Quality Committee

Healthcare Workforce 
Advisory Board

(S. Williams, Staff)

Healthcare Human 
Resources Executive 

Committee

Human Resources 
Compensation 

Committee

Human Resources 
Benefits Committee

Allied Health 
Professions 

Collaborative

Research Collaborative
(Dr. Tietze, Staff)

Information Systems 
Technical Advisory 

Committee

Nominating 
Subcommittee

Market Product 
Development 
Subcommittee

Executive 
Committee
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Presenter
Presentation Notes
The big circle is basically the structure.  The outer periphery of the circle is very important to this whole organization.  This is how we manage the data and subsequent patient care improvement programs.  We involve Chief Medical Officers, Chief Information Officers, Chief Nurse Officers, Chief Financial Officers, and Human Resource executives.  There is the workforce component as well, which is part of quality.  In other words, the nursing delivery and workforce associated with pharmacists, physical therapists, and so forth.  

In the middle is a research collaborative and that is where the different spokes of the wheel so to speak come together.  So we have the Patient Safety and Quality Committee, as you see in the red box, as part of the North Texas Healthcare Information Collaborative.  There is an Information Technology Advisory, a Nominating Committee, a Market Product Development Committee, and the Executive Committee.  Then, there's another part of the wheel (on the right side) having to do with health care workforce and various committees associated with that.  The last is bottom part is the Community Health Collaborative.  Altogether, it's not just the AHRQ Indicators, although they are a big component of it.  For example, the AHRQ Prevention Quality Indicators are something that the Community Health Collaborative would work with in identifying improvements in the community through those measures.  That's how it all comes together and the diagram is a good way to give you a context of where the Patient Safety and Quality Committee actually resides. 

By way of providing the lay of the land: the Dallas-Fort Worth Hospital Council have been in business almost 10 years in terms of collecting the patient discharge claims in acute care hospitals through the UB 04, which is a mandatory in the State of Texas.  Every claim has to be submitted to the Department of Health 60 days after each close of quarter. Ninety days after each close of quarter the Dallas-Fort Worth Hospital Council makes that information collected on behalf of the 70 hospitals available to the hospitals themselves through a data set that they can take to Microsoft Access.  Most commonly the data are accessed through warehouse itself by way of the business intelligence tool. 



DFWHC ERF Data

Data EXCLUSIVE to DFWHC DI Members

Data Initiative (DI) 
Hospital Data 

n = 73
Agency for Healthcare 
Research and Quality 
(AHRQ) Quality Indicators

Centers for Medicare and 
Medicaid Services (CMS) 
Quality Indicators

Texas Health Care 
Information Collection 
(THCIC) data

American Hospital 
Association (AHA) data

DFWHC ERF Data Warehouse*

6,428,743 DI inpatient 
records from 1999

•Data available 90 days 
from close of quarter 

• physician data

3,933,245 DI outpatient 
records from 2006

•Data available 120 days 
from close of quarter

•DI AHRQ Patient Safety 
Quality Indicators (PSI)

•DI AHRQ Inpatient Quality 
Indicators (IQI)

•DI AHRQ Pediatric Indicators 
(PDI)Other Data Available to DFWHC DI Members

CMS Quality Indicators 
for participating 

hospitals

20,884,268 THCIC inpatient records from 2000

Data available 274 – 365 days from close of 

quarter

THCIC AHRQ Patient Safety Indicators (PSI)

THCIC AHRQ Inpatient Quality Indicators (IQI)

THCIC AHRQ Pediatric Quality Indicators (PDI)

AHA data

* = As of December 2008 28
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Presenter
Presentation Notes
You can see some of the numbers here in terms of the AHRQ and CMS quality measures.

At the state level, there are 544 hospitals in the Texas Health Care Information Council (THCIC).  THCIC is basically the State Department of Health’s entity that manages claims throughout the State of Texas.  

The Dallas-Fort Worth Hospital Council also adds the American Hospital Associations survey data for the State of Texas.  The survey results provides characteristics of hospitals across the state, say in Houston, Austin, or San Antonio.  Here you see the number of inpatient claims per year.  There also is outpatient data, which will be mandatory to collect as of September 1st for all of these hospitals. 



Location of All Participants

Green = rural
Red = critical access
Blue = DFWHC (urban)
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Presenter
Presentation Notes
This slide is just a geographic where you have the Dallas-Fort Worth Hospital Council urban hospitals in blue.  They tend to be clustered in northeast Texas, while some rural hospitals are scattered across the State. The red ones are the critical access hospitals and the green hospital are basic rural facilities that are less than 100-bed hospitals. 



Outpatient ER Visit – Abdominal 
Pain NYU Categories [n = 1,250]

Hospital XYZ

30
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Presenter
Presentation Notes
This slide is related to the outpatient emergency room data.  This is information available to look at abdominal pain for example.  Patients who have abdominal pain as their primary admitting diagnosis, we have run the New York University algorithms.  The algorithm was created under an National Institutes of Health grant, so it is free software that is available.  In it, it displays the percentage of patients who were non-emergent, but were in an emergency room.  In this case, 67% of patients were in an emergency room, where the pain could have been handled in a primary care practitioner's office, and only 33% of them were emergent, i.e. appendectomies that needed to be in the hospital.  

You can drill down to the zip codes of the patients and identify where there might be room for improvement in terms of a clinic for the abdominal pain patient. 

Text alternative of slide: Chart of Outpatient ER visits for Abdominal Pain at Hospital XYZ. 



Agency for Healthcare 
Research and Quality

Inpatient Quality Indicators
Patient Safety Indicators

Pediatric Quality Indicators
N = 52
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Presenter
Presentation Notes
In regard to the AHRQ Quality Indicators, the Dallas-Fort Worth Hospital Council runs a total of 52 of the measures.  These are the Inpatient Quality Indicators, the Prevention Quality Indicators and the Patient Safety Indicators as well.  



AHRQ Patient Safety Indicators

N = 19 indicators and 1 composite score 32
DFWHC ERF 2009

Presenter
Presentation Notes
The focus of the next few slides will be on death among surgical in-patients, per 1000, and then post-op pulmonary embolism, and deep vein thrombosis is another area that will be highlighted. 



Hospital XYZ, AHRQ Death Among Surgical 
Patients With Complications Risk Adjusted Rate 
per 1,000 Cases Compared to Peers

Could “Drill-thru” to these records

Hospital XYZ [designated with arrow] and key peer hospitals
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Presenter
Presentation Notes
Again, this is a report that can be generated easily by users using the business intelligence tool.  It shows results of hospital XYZ for the measure of death for in-patient surgical patients.  It displays the risk-adjusted rate along with those that are their peers without displaying the actual hospital name.  The hospital itself is in the blue line that you see here.  On the blue line you see there's a spike in 2006, quarter four.  At that point, I told you the Dallas-Fort Worth Hospital Council was providing details to the members.  That spike could be drilled down though.  When they click on that particular part of the graphic they can get the 10 or so numerators associated with that spike and have all the claim information that goes along with that.  Only that hospital can see that level of detail of the numerator events, e.g.  the physician, attending, operating physician, zip code, co-morbidities, and so forth that go along with that patient.  

The Dallas-Fort Worth Hospital Council also has the CMS quality indicators, and the complication rates associated with that so that all the other hospitals can compare. 

Text alternative of slide: Line chart depicting Hospital XYZ’s Death Among Surgical Patients With Complications Risk Adjusted Rate per 1,000 Cases Compared to Peers 



CMS Quality Indicators

Compliance Rates

34
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Comparative CMS Indicator 
Compliance Rates
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Presenter
Presentation Notes
Here we have all the hospitals throughout the Dallas-Fort Worth Hospital Council’s Metroplex class Dallas-Fort Worth area.  For pneumonia cases, the initial antibiotic received within four hours of hospitalization is only at 77% compliance for the area.  

Within the tool you can click on that particular indicator and switch to the viewer showing, per hospital, what the indicators are.  With this, you can find out where your peers are and where you might want to have a discussion for those that seem to have a problem appropriately managing that indicator.

Text alternative of slide: Chart of Comparative CMS Indicator Compliance Rates



Member Reports:  
Individual and Comparative

Knee Replacement
Hip Replacement
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Presenter
Presentation Notes
For the monthly reports, the focus here is on knee replacement and hip replacement. 



AHRQ PSI # 12 Drill-Through 
Report for Hospital A
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Presenter
Presentation Notes
This is, again, more detail the Dallas-Fort Worth Hospital Council provides to the members.  In it you can see it demonstrates for each claim a row and it tells you the age, gender, and details of these particular patients.  These are ones associated with AHRQ PSI number 12 (Postoperative DVT or PE), where we drilled through to a hospital’s detail.  It has each and every one of the ICD-9 codes for diagnosis and procedure, and so forth so it can be taken and used for further analysis in terms of the types of patients that are in the numerator bucket here. 

Text alternative of slide: Three charts depicting Hospital A’s AHRQ QI PSI #12 rates.



Hip Replacement Counts with Complication Rates by 
Hospital and Physician 2007Q4 – 2008Q3
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Presenter
Presentation Notes
In this particular Indicator, there are complications for hip replacement where there was a deep vein thrombosis associated with it.  As you may know, CMS is not interested in paying for those any longer and so this is really focusing in on the attending physician associated with those particular surgeries and the various rates per hospital and then per physician.  So you can see that the overall rate for the 70 hospitals is about 0.9 percent for 5,687 cases.  However, there are certain hospitals and certain physicians that bring the rate up pretty high, so that is an area that could be focused upon.



Member Dashboards:
System- and Hospital-Level

Hip Replacement
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Hip Replacement Procedure Dashboard for  
Health Care System XYZ and One Hospital

Rate Numerator:  415.11 Iatrogenic pulmonary embolism and infarction, 415.19 Other, 453.40-453.42 Venous embolism and thrombosis of deep vessels of distal lower extremity 
Rate Denominator:  81.51 Total hip replacement, 81.52 Partial hip replacement, 81.54 Total knee replacement 40
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Presenter
Presentation Notes
Another thing the Dallas-Fort Worth Hospital Council does is we provide the dashboards at the system and hospital level.  In this case the focus is on the system level related to hip replacement.  Again, the interest is because of the CMS adjustment for complications.  Here you can have it by system.  The information is masked to protect the hospitals, but you do see that you have the various graphs and the percentages of rates per quarter.  You have the primary payers associated with it and the surgeries per quarter.  On the lower right hand corner you have the ancillary charges.  The very long blue line is for those patients who had a deep vein thrombosis along with their hip replacement.  This shows the pharmaceutical charges.  The one on the upper level are the ones that did not have a deep vein thrombosis so you can easily see the economics between the two.  The lower right hand corner has to do with the physicians associated with the surgery and then it’s the count by the physicians.  An extra agreement that was put together by the hospitals to share that information. 

Text alternative of slide: Hip Replacement Procedure Dashboards for Health Care System XYZ and One Hospital



Regional Enterprise Master 
Patient Index

Hip Replacement Admissions and 
Readmission Characteristics
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Readmit Status of Total Hip 
Replacement with DVT Complication

Admitted for total hip 
replacement procedure

Diagnosis Position 2:  453.41
Venous embolism and thrombosis of deep 
vessels of proximal lower extremityFirst admission in 

Regional Enterprise 
Master Patient Index

V57.89 = Other specified rehabilitation procedure, multiple training or therapy 

Principal Diagnosis 
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Presentation Notes
In addition to what the Dallas-Fort Worth Hospital Council provides, we've been able to match all the patients in the warehouse so that the patients who had a particular surgery at one hospital and then got readmitted to another hospital or another system can be identified.  We call that the Regional Enterprise Master Patient Index.  In this slide you see that you have two occurrences for this one patient.  The first time we saw the patient he came in for other rehabilitation and then the next time you saw the patient is when they came in for localized osteoarthritis unspecified pelvis.  By the way, in the yellow highlight you can see that the ICD9 code of 453.41 is a deep vein thrombosis that occurred along with the surgery and is not likely to be paid for.




Readmit Status of Total Hip 
Replacement without Complication(s)

Less than 30 Days Since Last Admission Not readmitted
as of 2008Q3

Not deceased 

Total Hip Replacement
43
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Presenter
Presentation Notes
This particular slide shows a patient who also had a hip replacement and the patient was admitted within 30 days to another hospital.  Then that was the last time we've seen this particular patient in the warehouse.  So it's another way to give a lot of patient safety and quality trends to our hospitals to do analysis on.  We can also add the death master to see if the patient died at any point in time. 



Patient Safety & Quality 
Committee

Regionally-based Collaboration
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Patient Safety & Quality Committee
The Foundation’s Patient Safety & Quality Committee 
(PSQC) was founded with the purpose of improving the 
health care of the communities served through the 
effective use of healthcare data.
The PSQC is comprised of 13 professionals with the 
following expertise:
– Quality Improvement 
– Patient Safety
– Infection Control
– Data Analysis
– Clinicians
– Pharmacy

Committee membership is by invitation only and members 
serve staggered two year terms. 
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Presenter
Presentation Notes
In regard to the Patient Safety and Quality Committee, the Dallas-Fort Worth Hospital Council tries to engage this group.  There is a theme of sharing information and repeating the fact that members have this information, going over what this information means, its value, and so forth.

Quickly, what the Dallas-Fort Worth Hospital Council tries to do is take good representation from our various members and in terms of hospital membership, for-profit, non-profit, public, private, as well as our professional skill types, quality improvement pharmacy, physicians, nurses, people at the bedside, and administration staff.  It’s been a process in terms of getting our group to more actively engage with using the ARHQ Quality Indicators. It’s probably two or three years now, so it hasn’t been something that has been a quick turnaround.



PSQC history with analyzing 
AHRQ Quality Indicators

2007: Focused on getting acquainted with the 
quality indicators 
– Various ways to look at the information (tables, 

charts, red light/green light, etc.)
– Regional trends in AHRQ IQI’s and AHRQ PSI’s 

2008 and 2009: Focused on examining specific 
indicators at the hospital level and sharing 
lessons learned  
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Presentation Notes
In 2007 the focus of the committee was really on the AHRQ QIs only.  The questions the group had in regard to the AHRQ QIs were such questions as: What are they?  So what did they say?  How do people want to look at that information?  What are our trends regionally with the Inpatient Quality Indicators and the Patient Safety Indicators?  

Looking at this slide, it seems like a slow process.  However, it really did take a process to get people comfortable with: A) using this information and B) being willing to share, and being actively involved with the learning process.  

After getting people comfortable with looking at the information, in the last couple of years the committee has  focused was on really trying to get specifics in terms of the value they get out of this process and what lessons learned they can get out of it.  So they are now looking at specific indicators of their choosing.



Committee’s general process for 
working with CMS and AHRQ QIs

Review annual and quarterly quality indicator 
data
Decide on a process for discussing and sharing 
information in terms of quality improvement 
considering:
– Trends and variation in the data 
– Relevant guidelines or policy implications associated 

with that indicator or the larger disease state/process   
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Presentation Notes
Just generally speaking, what the committee does is we try to focus on the AHRQ Quality Indicators and the last couple of years we've used the AHRQ Guide to Comparative Reporting. It breaks up the AHRQ QIs into tiers based on evidence and the value of comparative reporting.  Sticking to those indicators that come out as recommended by AHRQ and NQF, which are the most useful for comparative reporting, the group focused on those.  Then, within those indicators the committee looked at a high level overview of the data to look for trends and variation.  Then the group voted on a handful of indicators they want to focus on for a particular year.  Then it gets down to, depending on that indicator, how to engage them with this information and also how to get them to share the work they're doing on this topic. 




Example 1: AMI Mortality (AHRQ IQI #15)

Number of Deaths per 100 Discharges with a Principal Diagnosis Code of AMI

Avg=9.14

UCL=10.96

LCL=7.32
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Presentation Notes
The first example is an Indicator the committee looked at last year with AMI mortality.  You can see just IQI 15 and in terms of a regional performance, our region looks good. It’s a good trend and looking at this information is a pretty inclusive approach.  The committee had all this data, such as all these charts for our various hospitals.  We sat down through some committee meetings and sorted through different people’s performance as dictated by this IQI and the risk-adjusted rate at least. 

Text alternative of slide: Line chart depicting AMI Mortality in a hospital. Over the past eight years there has been a decrease in risk-adjusted rate.



Example 1:  AMI Mortality (AHRQ IQI #15)

Based on positive regional trends, focused on 
contacting a select subset of hospitals for 
interview
Goal was to determine if indicator performance 
was associated with the implementation of any 
specific process, protocols, etc.
Committee collectively identified set of relevant 
questions 
Two volunteers interviewed six selected facilities 
and subsequently shared results with the larger 
group
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Presentation Notes
The focus of the group was on a handful of hospitals that seem to have the best trends, the least variation and all of that.  Through a collaborative process see if some of them can be contacted and find out if their performance on this indicator is attributable to some specific practice or policy that was implemented in the near past.  As part of that process people were engaged.  Our members came up with a set of relevant questions and then some volunteers went out there and actually contacted people over the phone and interviewed them. Then they brought that information back to our larger committee. 




Example 1: AMI Mortality (AHRQ IQI #15)

Themes shared as result of interviews:  
– Clear focus on door to balloon time

• Early notification by Emergency Medical 
Services (EMS) of the cardiac team

• Use of standardized protocols and ED 
algorithms

– Presence of a dedicated team tracking and 
monitoring the acute myocardial infarction (AMI) 
patient

– Monitoring emphasis on the AMI portion of the 
core measure set (not the IQI) 
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Presenter
Presentation Notes
Some of the lessons learned from this exercise was out of the six hospitals focused on, three things stood out clearly: 1) A focus on door-to-balloon time.  This may be an early activation of the cardiac team.  This could be in the form of an external perspective if a hospital has a relationship with the Emergency Medical Services team, or maybe it’s an internal coordination within the facility based on ER protocols and algorithms, or a special team who’s following the AMI patients, such as cardiologists, lab and nurses, 2) Heavy monitoring of the AMI portion of the process of care measures, and 3) CMS’s AMI process of care measures. 



Example 2:  Post-Op DVT/PE (AHRQ PSI #12)
Cases of DVT or PE per 1,000 Surgical Discharges with an Operating Room Procedure.

Avg=10.16

UCL=12.08

LCL=8.24
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Presenter
Presentation Notes
A completely different example from what Mari Tietze was talking about earlier is post-op deep vein thrombosis, AHRQ PSI 12.  As you can see, it’s a completely opposite picture from inpatient AMI mortality.   In one hospital: over eight years the risk-adjusted rate increased.




Example 2 :  Post-Op DVT/PE (AHRQ PSI #12)

Based on the indicator’s negative trends for the 
region and the majority of hospitals, we decided to 
use a multi-pronged approach for engaging 
hospitals on this issue.

– Kicked off activities with an educational forum in 
late March 2009.

• National content experts on deep vein thrombosis (DVT) 
awareness and changes to venous thromboembolism (VTE) 
quality measures and reimbursement policies.   

• Local panel discussion involving hospitals and home care 
• Demonstration to audience of the QI data and the analysis 

tools available to assist them as they work on this issue. 

52
DFWHC ERF 2009

Presenter
Presentation Notes
The committee took a different approach to AHRQ PSI 12, given not just our regional trends, but pretty much all of the hospitals were going in an upward direction and we came at it from several approaches.  The committee started off in March with education to get people talking.  We worked with some partners locally to get some national speakers in and had some of our hospitals who we know have had specific programs for developing risk assessment tools and trying to spread that throughout the facility and have them engage in a panel discussion.  Then at the end of that, the committee used the opportunity to remind them of the fact that they have the ability to get to this data at the numerator level or to look at readmissions or to look at a physician’s performance, for example.




Example 2 :  Post-Op DVT/PE (AHRQ PSI #12)

Launched a survey in mid-April to assess for themes 
regarding the region’s approach to VTE prophylaxis
– Different approach than the AMI example 

• Made survey available to all interested hospitals 
• Used a structured online survey based on detailed literature 

review and validation by content experts
– After completing analysis, will communicate results via multiple 

venues (committee meetings, forums, newsletters) 

Pursuing resources to conduct a detailed analysis of 
the clinical and financial outcomes of hospitals with 
comprehensive VTE risk assessment programs 
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Presentation Notes
After an educational event, the committee used that as a kickoff and went into a much more structured approach than the AMI overview.  Whereas that was not as structured, the committee had a structured survey and didn't pre-select anyone.  We tried to open it up to as many people as we could and used our educational forum as an advertisement of the committee’s interest in looking at this issue, why this is a CMS hospital acquired condition and all the reasons why that would occur.  So the committee engaged in a much more structured analysis through a survey and we are in the middle of wrapping that up and we're going to communicate that to our membership through a variety of forums.  Also, we're going to pursue more resources to look at that in greater depth. 



Important Points
AHRQ QI’s not necessarily widely 
understood or heavily monitored by 
hospitals

There is no set way to engage hospitals in 
using the quality indicators as part of 
quality improvement activities   

Be flexible
54
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Presentation Notes
One thing the committee learned is when you contact people to find out what they're doing that might be tied to the AHRQ QI performance, a lot of times people aren't necessarily even aware of their AHRQ QI performance because people are focusing on a lot of different things.  So it's a good way to just repeat and educate the fact that your members have access to that data and the opportunity to share.  The Council would like to emphasize sharing among members so they can learn from each other with the information they choose.  



Contacts

Mari Tietze, PhD, RN-BC
mtietze@dfwhc.org

469-648-5034
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Ben Jacob, MPH
bjacobs@dfwhc.org

469-648-5031

DFWHC ERF 2009
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Questions

To ask questions of our speakers, please:
 At any time, post your questions in the Q&A 

box on the right-hand side of your screen and 
press “send” to “all panelists”

OR
 Click the “raise your                                  

hand” button to be un-
muted and introduced                                     
to verbally ask a                                   
question 
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Presenter
Presentation Notes
To ask a question, click on the Raise Hand button (circled in the picture) in the Participants Panel and the Host will unmute your line.




Agenda

 Welcome and Introduction
 Quality Improvement Overview
 Questions and Answers
 Dallas-Fort Worth Hospital Council 

Example 
 Questions and Answers
 Pacific Business Group on Health Example
 Questions and Discussion
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California Quality Collaborative 
(CQC)

Multi-stakeholder collaborative (plans, purchasers, 
providers and partners) staffed by Pacific Business Group 
on Health (PBGH) to accelerate measurable improvement

Presenter
Presentation Notes
The California Quality Collaborative is housed at the Pacific Business Group on Health, which is a purchaser organization.  The Collaborative has multi-stakeholder efforts to improve quality on the outpatient side and have publicly reported measures in patient satisfaction, clinical quality for about four years, and soon to be efficiency.  The presentation will focus more on what the multi-stakeholder collaborative role is in supporting quality improvement to help the provider groups that we report on use their time and resources as wisely as possible to make improvement in their publicly reported metrics. 



Outline

• Get oriented
• Why do QI?
• How we do QI : Some case studies

What we gained
What we learned

• Overall program participation and funding 
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Presenter
Presentation Notes
In terms of why you would want to do quality improvement, I'll let you know why it was worth the purchasers investing in this activity, share with you a couple of case studies on some of the techniques on peer-to-peer learning that the Collaborative found to be most effective while requiring the least resources, and then how program participation is built over time, what we learned about building participation, and where our funding comes from.
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Hospital Physician Group Physician

1. Collect 
Standardized 
Data

2. Reward 
Performance

3.   Publicly     
Report

4. Improvement 
Support

Integrated 
Healthcare 
Association

CQC

6 HMO 
Insurance 

Plans

PBGH
CA Hospital 

Assessment and 
Reporting Task 

Force

www.calhospitalcompare.org
Began 2007

www.opa.ca.gov
Began 2004

200 doctor groups

Presenter
Presentation Notes
An orientation to public reporting and improvement in California, where I'm going to be focusing on is physician groups.  You can see that the Collaborative has more going on in that realm right now in the hospitals.  There is public reporting on the hospital side at a neutral table called Hospital Assessment and Reporting Task Force.  It’s short name is HART.  That has just started in 2007 and you have the Web link if you’d like to see how they're publicly reporting their results. The presentation will be focusing on the physician group where standardized data has been collected and publicly reported since 2004.  In addition, the Collaborative has had financial rewards available based on those publicly reported results since 2004. 

http://www.calhospitalcompare.org/�
http://www.opa.ca.gov/�
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California Public Report Card

Presenter
Presentation Notes
The California Quality Collaborative’s constituents are 200 doctor groups that contract with about 45,000 physicians in California.  They are a very diverse set of physician groups in both geography and in resources.  They range from 20 physicians to 2,000 physicians and some of the lessons learned in providing improvement support is around adapting what we do to accommodate the diversity in that set of reported doctor groups.  California Quality Collaborative supports these 20 physician groups and the physicians that they contract with in making the most effective changes to improve their reported performance.  

This is a snapshot of what the consumer-facing public reporting looks like.  Meeting national standards of care is a roll-up of the clinical metrics and how patients rate their doctor groups you see there as well. 

Text alternative of slide: Freeze frame of California’s Online Public Report Card.
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Publicly Reported Measures
Clinical Quality
• Mostly HEDIS-based measures on preventive and 

chronic care
Patient Experience
• Collected through common statewide CAHPS-like survey
Investment and Adoption of IT
• Audited self-report  
Resource Use 
• Utilization (ED use, generic RX, readmissions), testing 

total cost of care and episode-based metrics 

www.iha.org

Presenter
Presentation Notes
In addition to the clinical quality and the patient experience data that the Collaborative collects in California for the 200 physician groups that contract with 45,000 doctors, we also collect information on adoption of IT and testing measures on resource use, utilization use and hopefully moving toward episode-based metrics.  Those are part of the payment system from the heath plans to the doctor groups, but they are not publicly reported.  The 200 physician groups are interested in improving across all four measurement sets. 




Why Do QI?
• Changes the political dynamic

– Walk the Improvement Talk: Builds trust with 
those in public report and creates more support 
from those sponsoring reporting (plans, 
purchasers)

• Results: 1+1 = 3
– Cases where reporting plus QI get better 

results than either alone
• It’s fun and can be cheap

63

Presenter
Presentation Notes
Why to invest in quality improvement?  The dollars that we invest in quality improvement are much smaller than what we invest in measurement and in the financial rewards and they’ve paid off in many ways.  Most importantly it’s changed the political dynamic around publicly reported measures in California.  The purchasers and plans who are sponsoring and paying for these public reports are saying that we are doing it to improve care.  Our investments and active participation in improving the delivery system has gone very far in building trust with our providers across the State and it makes it a much easier conversation to have about how to change the metrics and how to use the data for improvement as well as the public reporting.   Where there is effective quality improvement support in place the results are better.  Two cases by way of example: one in improving clinical results where those that have engaged in California Quality Collaborative programs are doing better on the clinical metrics, and another in patient experience. Then the third, is a way for the health plans, the purchasers, and the providers to do something together that is not around contract negotiations around measure specifications for public reporting.  It’s a place for people to be in a room in a protected environment to talk frankly and openly about how to improve care.
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1. Implementation Collaboratives – 12 month programs for 
Improvement Teams 

1. Improving Patient Satisfaction Scores 
2. Improving Clinical Metrics 
3. Improving Efficiency/Total Cost

2. Regional Learning Networks – Free
• Quarterly half-day sessions in local areas

3. Learning Exchanges - Free
• One-day conferences on specific topics

4. One-day Skill Building Sessions – Minimal fee
• Engaging Physicians in Change
• ABCs of QI 
• Data Analysis and Project Management
• Leadership Development 

CQC Offerings 2008 - 2009

Presenter
Presentation Notes
A big picture on what the Collaborative has done in recent years.  Then, what is the least costly and most effective techniques the Collaborative discovered across all of these areas and in which ways do you get the best results.  The Collaborative program right now involves a couple of pieces, which are operating IHI skill collaboratives.  For those of you who are familiar with those and running regional learning networks, this is one of our effective techniques.  These offerings are free to members and they're pretty cheap for a sponsoring organization to run. 



Improvement Support Options:
“One and Done”

1. Encourage Exchange of Effective 
Practices Across Organizations

– One-day conferences, teleconferences
2. Document Better Practices

– Catalogue most effective strategies and tools  
www.calquality.org/documents/CQC-IPE-QuickReferenceGuide.pdf

On-going or Time Limited Programs
3. Build Learning Networks

– Quarterly meetings for peers 
4. Provide Implementation Support

– Year-long training and coaching

Increasing Am
bition 

and cost

65

Presenter
Presentation Notes
Learning exchanges are essentially one-day conferences.  They've not been proven to get better results, but they are a way to engage physician groups across the State at a very high level.  Then, because improvement often depends on the capacity of the organization to manage change, the Collaborative runs some one-day sessions on leadership and engagement you see here in this slide.  So it is really functions number one and two where there are proven results.  

So what’s the spectrum in terms of ambition and cost on improvement support options?  For your organization, where across the spectrum do you want to be?  So the “one and done” or “once and done” is what you can do in a one-day sessions to encourage the exchange of effective practices across organizations.  To make these as useful as possible and very inexpensive you can document better practices as a way that Dallas and Fort Worth have done.  This can be done in two ways.  One is compiling literature, which tells you the ‘what’ that has to be done, but more importantly people want to know how and they want to hear that from their peers.  They don't want to hear it from experts, they want to hear it from other physician groups in California that have been able to make improvements and the Collaborative has collected that through interviews, much in the same way that Dallas/Fort Worth has done.  Then there are ongoing programs.  These are the two with documented results.  The first two certainly achieved the aims of building trust across multi-stakeholders around improvement.   I think it flows back to support for public reporting.  The second two (i.e. building learning networks and providing implementation support), we've been able to document better results on public reporting to these two methods.

http://www.calquality.org/documents/CQC-IPE-QuickReferenceGuide.pdf�


Encouraging Peer-to-Peer Learning for 
“One and Done”

Traditional Conference Encouraging Exchange 
of Effective Practices

Speakers Famous individuals Highest local performers, 
or those who are most 
improved

Agenda design Fill time with good 
speakers

Plan 50% of time for 
speakers. 50% facilitated 
discussion/Q&A. 

Audience role Listens and takes notes Actively solicit other 
good ideas from 
audience, capture for all

Materials Presentations Ideas and tool summary

66Case: Improving care in small and medium physician groups
www.calquality.org/documents/LAOC_Dec2_Agenda_final.doc

Presenter
Presentation Notes
What the Collaborative has learned about one day peer-to-peer learning sessions and how over time these looked different than traditional Continuing Medical Education conferences is there’s a difference between delivering information and teaching.   The goal here is to really encourage the adoption of change. The couple of ways to make this the most effective is outlined here. 

The diversity of physician groups.  The Collaborative works with about 200 physician groups and there are a few who are already high performers and frankly have been doing this work for a long time.  They can take an idea from a traditional conference anywhere in the country and convert it to changes within their organization.  Those are our high performers; they’ve learned how to do that.  Most of the 200 groups the Collaborative has been working with are in the middle range or at the low range and that’s where the funders, which are primarily the health plans, would like to focus.  They need a different level of improvement support.  In terms of speakers, physician groups want to hear from their peers who are doing well and they want lots of time to talk about how these ideas could be implemented.  The agendas included really only 50 percent time for presentation and 50 percent facilitated Q&A.  The audience’s role is much more active and those who facilitate the meetings are really pulling ideas from the audiences as well as from the panelists. 

The Collaborative makes a serious effort to identify which tools people are using, what those ideas cost to implement, and make them available to all.  One example, might be we know on the chronic care measures that we work with such as diabetes, cardiac care, or that a registry is an essential element.  There are many, many registry products available, some of them free, and some of them are very expensive.  The Collaborative interviewed those of the physician groups who are highest performers and made the largest jumps from one year to the next and identified three tools that they all use.  We talked to the vendors, got them priced out, did the analysis ourselves about which would deal with MediCal and commercial, and made those summaries available to the audience at our one-day session.  You see the link to an agenda for what one of these peer-to-peer learning sessions looks like at the bottom, if you'd like to learn more.



Build Learning Network Case: 
Inland Empire

•First meeting April 2007 included regional 
results (Lowest in the State)

•Quarterly on-sites, monthly 
teleconferences, newsletter

•3-4 hour meetings following local 
provider association meeting on 
participant-driven improvement topics –
most presenters local

•CQC facilitated planning group of 
providers, plans and others

•Resources: <.2 FTE plus meeting 
expenses 67

Presenter
Presentation Notes
The learning network.  This is one technique that the Collaborative has been able to demonstrate better results on quality reported metrics.  We saw improvement in diabetes and cardiac care measures in a region of the State which was traditionally the lowest-performing region in California.  We found that once public reporting began, that most of the lowest performing organizations were within four of the 49 counties of California.  The Collaborative’s improvement support program and steering committee asked us to focus our attention there.  

The Collaborative started with a one-day conference in 2007 and have been running quarterly on-site meetings since that time.  You can see a little bit about the structure of those meetings noted in this slide.  The Collaborative’s role as an improvement support collaborative is essentially to organize those meetings, to work with a steering group that includes heath plans, the providers in the area, purchasers, and other community organizations on how to make those meetings most effective, how to connect those organizations to local resources that might help them improve their performance, and help them identify their own training needs.  We provide a newsletter and have conducted some CEO dinners in the region.  Again this is all driven by the providers that are located in that region and this, in our opinion, is the best return on investment improvement support.  It takes the Collaborative probably less than a 0.2 Full-time Employees to run this learning network, plus meeting expenses. 

Text alternative of slide: Picture of California



What Happened
• 23 out of 45 physician groups in the area 

participated over 12 months (35 – 60 people at 
quarterly on-site meetings)

• Publicly reported clinical results for participating 
organizations improve more than non-participants

• Other organizations in region joined
– Local foundation, community groups, public hospitals, 

community clinics, etc.
• Reported and reporters very happy
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Presenter
Presentation Notes
There are 45 physician groups in the region we discussed in the prior slide.  Many of them are too small to publicly report, but the Collaborative made a commitment to work with the entire range of physician groups in the area.  In this slide you can see the attendance at quarterly sessions and other organizations from the community have joined.  

Most importantly, the clinical results on diabetes and cardiac care for the set of organizations that participated in this learning network on a regular basis are improving faster than those in the same region that are not participating. The provider groups in this area traditionally have never shown up for other improvement opportunities in the State of California. Only three out of these 23 did we ever see at any other State-wide meetings, so 20 of these organizations are new to collaborative improvement and the effort has just grown over time.  Both reporters and the reported are pretty happy with what’s going on. 




Some Useful Learning Network 
Techniques

• Start with a launch conference 
• Quarterly meetings 3-4 hours (lunch!)
• Every organization talks – go round at early meetings
• 3 brief presentations from network “members” to start 

discussion. No more than 50% presentation. “Tips” sent 
via newsletter.

• Blog newsletter http://inlandquality.wordpress.com
• Separate CEO dinner session
• Separate QI skills training 
• Annual community conference draws new individuals 

and new organizations 69

Presenter
Presentation Notes
This slide talks a bit about some of the things that we’ve learned on how to build learning networks.  The slide just highlights a blog, there are all kinds of social networking tools out there. 
 


http://inlandquality.wordpress.com/�
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Presenter
Presentation Notes
The other improvement strategy that I just want to introduce for you, because we're getting results with it, is an Institute for Healthcare Improvement style collaborative.  This is one that we've run on improving patient experience and patient satisfaction.  We've been doing improvement collaborative now for about three years and these are the results from our first wave of participants.  Those four physician groups care for about a half million patients.  This compares their publicly reported results with the State-wide averages.  As you can see, their rate of improvement is much faster than what’s happening State-wide.  These represent physician groups that are, again, very diverse in terms of where they are in California and how they're organized.  Learning networks were able to offer a 0.2 FTE plus meeting expenses.  In comparison, Collaboratives are running about $150,000 and they take 1.5 FTEs plus fairly intensive measurement resources and other consultants to support.  So they are very effective in improving metrics, but also expensive to support

Text alternative of slide: Freeze frame of internet home page of the Inland Quality Collaborative Corner.  
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Provide Implementation Support  
Case: Patient Experience

Summary: CQC Patient Experience Collaborative 2006 - 2007
Performance on Patient Experience P4P Metrics: 2007 - 2008
Relative Change from 2007 - 2008

P4P Domain Statewide

CQC Pt. Exp. 
Collab 

Participants
# groups 192 4

Rating of All Care 3.00% 7.60%
Rating of PCP 1.10% 1.90%
Rating of Specialist -0.20% 7.10%
Access 0.70% 1.60%
MD Interaction 0.10% 11.10%
Coordination of Care 0.40% 6.80%
Office Staff 0.40% 1.60%

Participants: Affinity Medical Group, Greater Newport Physicians
John Muir Health Network, Monarch Healthcare

Presenter
Presentation Notes
Groups achieved results by implementing changes highlighted on CQC web site Patient Experience “tools to use right away”.  A Commonwealth Fund study showed improvements at practice level sustained six months later.  In 2008 groups were focusing on spreading changes widely through their networks.



Some Tips for Facilitating 
Peer-to-Peer Learning…

1. Content must be built around “self-identified 
peers” (regional focus, job type)

2. If possible, attach to existing meeting/organization 
(e.g., Hospital Association)

3. Use multi-stakeholder planning committee to 
design content, including “customers”

4. Learning vs. Teaching: Limit outside expert 
presentations, unless invited by attendees

• Focus on showcasing best practices within peers 
5. Audience wants to hear “How” from implementers 

themselves 72

Presenter
Presentation Notes
Just to summarize what the Collaborative has learned about facilitating peer-to peer learning because whatever strategy used, whether it’s a one-day conference, whether it’s a learning network, whether it’s an IHI style collaborative (which is where groups get together intensely over 12 to 18 months), reporting outcomes to each other on a monthly basis, there are some things that the Collaborative has learned to make any of the events work well for our physician group customers. 

One of the first summary notes is that people need to work with their self-identified peers.  To take the Inland Empire Learning Network as an example, some of these groups have gone to other improvement programs, attended them, and came back saying,  “They don't apply to me.  They aren't dealing with the kinds of patients I have, they aren't dealing with some of the challenges I'm facing and the ideas they were presenting, and I can't use the information.”  So part of the challenge around a learning network is not only to talk about what works, but to help build confidence among those in the room that they can implement it themselves.

Secondly, the Collaborative has had some good success with working with our State-wide association of physician groups.  The learning networks, which are held now in four counties of the State, are often attached to an existing meeting where physician groups are already gathering.  The Collaborative has used a planning committee for each of the programs that are multi-stakeholder.  Whether it’s a learning network or a collaborative or a one-day meeting we involve health plans, provider groups, and purchasers in the design of that event and that has helped build support on a much broader scale than would have otherwise happened. 

Then the concept, which is learning versus presenting.  The Collaborative started with using outside experts and have increasingly over time used high performers within our own network.  They’ve turned out to be much more credible presenters for most of our customers.  The audience wants to hear “how” from the implementers themselves and your role is to distill the tools and techniques that have been most effective for those in the State here in California working with the same set of measures about how they improve. 
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Engagement in Change
CQC Engagement

1/1/05 - 4/1/2009
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Presenter
Presentation Notes
Finally, the last two slides.  One this is around engaging physician groups in change.  On the left is the number of organizations where they've attended an on-site event.  The Collaborative does not count those that have participated in teleconferences and more distance learning opportunities that are offered.  On the right hand side is the number of patients that they care for; this is in HMO enrollees because they're easy to count.  We know that we can probably double these in terms of total patients affected.  

The first to show up on improvement events were the higher performers, what we call “the usual suspects”.  You can see a jump in engagement around July 2007.  These are quarterly metrics.  When the Collaborative brought improvement locally, we brought it to the Inland Empire, Los Angeles County, and Orange County.  Those learning networks have helped tremendously with our engagement. 

Text alternative of slide: Bar chart of CQC Engagement from January 2009 to April 2009. There is an increase in enrollment. 
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Funding
$1.2 Million or $.03/Resident

Health Plans
Pharma
CHCF
Fdn-Other
PBGH
Fees
Other

Presenter
Presentation Notes
Where does the Collaborative get our funding from?  This is to do our entire program, so this is a full-blown, State-wide improvement effort.  Funding to do everything that we do is about three cents a resident here in California, or $1.2 million.  You can see the important concept here is to see that 2/3 of it comes from the health plans here in the State.  We're able to augment that with pharmaceutical funding with some non-profit foundations.  You can see a small slice that is fee-based that we charge for our more intensive programs.  To run a learning network alone, the Collaborative has found that it’s a 0.2 FTE plus meeting expenses, which is really a very minimal commitment in terms of funding.  So it can range from 0.2 FTE.  We have 4.5 FTE’s for the program as a whole. 

Text alternative of slide: Pie chart of the funding for the Collaborative. More than half of funding came from health plans. 



Questions

To ask questions of our speakers, please:
 At any time, post your questions in the Q&A 

box on the right-hand side of your screen and 
press “send” to “all panelists”

OR
 Click the “raise your                                  

hand” button to be un-
muted and introduced                                     
to verbally ask a                                   
question 

75

Presenter
Presentation Notes
To ask a question, click on the Raise Hand button (circled in the picture) in the Participants Panel and the Host will unmute your line.




Next Web Forum

Question and Answer Web Forum

August 12, 2009, at 1:00 p.m. ET

John Bott, Center for Delivery, Organization, and Markets, 
AHRQ

Mamatha Pancholi, Center for Delivery, Organization, and 
Markets, AHRQ

Jeff Geppert, Battelle Memorial Institute (QI Developer)

You are welcome to invite others from your organization
76



For More Information 

 QI Learning Institute Web Forum: 
https://ahrqqili.webexone.com/

Login Name: First letter of first name followed by last name; 
capitalize first two letters (Example: JBott).
If you forgot your password, enter your Login Name and press 
“Forgot your password?” and Webex will e-mail you a temporary 
password.

 QI Learning Institute E-Mail: 
QualityIndicatorsLearning@ahrq.hhs.gov

 QI Web Site: 
http://www.qualityindicators.ahrq.gov/

 QI Support E-Mail: 
support@qualityindicators.ahrq.gov 77

https://ahrqqili.webexone.com/�
mailto:QualityIndicatorsLearning@ahrq.hhs.gov�
http://www.qualityindicators.ahrq.gov/�
mailto:support@qualityindicators.ahrq.gov�


QILI Evaluation
 Please fill out the evaluation form that will pop up on 

your screen after you leave the Web conference.
– The first two questions are about today’s Web conference.
– The remaining questions are about the QI Learning Institute in 

general.

 We will incorporate all your feedback into the next 
contract, which we anticipate to be a similar learning 
network that will provide education and training on how 
to use MONAHRQ (previously named EQUIPS) 
for reporting initiatives. All current QILI members will be 
invited to join this new project. 

 We appreciate your feedback. Thank you for your 
participation!
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Today’s Learning Objectives

 Raise awareness of the opportunity to work on 
quality improvement with hospitals that appear in 
your public report 

 Understand hospitals’ capacities to engage in 
quality improvement related to areas measured in 
your report

 Once a public report card is in place, understand 
strategies used by others to foster the spread of 
best practices among providers

 Learn from case examples the cost/benefit 
associated with strategies for facilitating peer-to-
peer learning 
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