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Objectives

¢ Review: history: of quality In
medicing

¢ Defing precess management:
and euUtceomes

» Quality, applications: te koM
Eliors




Will Not Discuss

¢ PDSA cycles
¢ SiX Sigma
¢ Other flavors of the month

I1t’s all process management!!




The Emergence of
Modern Medicine

¢ —1660-1910:

— Standards of clinical education
— Strict reguirements for licensing

— Clinical practice: infermed by,
research

—lntermal erganizatien ox
IHeSpIRIS




The Emergence of
Modern Medicine

“... for the first time In human
history, a random patient with a
random disease consulting a doctor
chosen at random stands a better
than 50/50 chance of benefiting
from the encounter.”

Harvard Professor L. Henderson

1912




The Success of
Modern Medicine

¢ Tangible examples

— From 1900 te 2000, average life
expectancy, at birthl Increasead
frem| 49 te) almest: 801 years

— Since 1960, age-adjusted
mertaliity, frem Reart disease: has
decreased By S56%

—Since 1950, age-adjusted
MGt/ firem Streoke ias
cleigfezisiele] 0)/ 70094




Congratulations!!

Not so fast, my friend!!
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To Err1s Human
Medical Injuries

¢ 44 ,000-98,000 deaths per year

¢ More people die fram medical
errors than from breast cancer or
AIDS or motor vehicle accidents

¢ Direct health care costs $9-15
plllieR/A/Eear

¢ It’s a conservative estimate!!




March 1, 2001

(ROSSINGTHL
DUALITY CHASM

“Between the health
care we have and the
care we could have
lies not just a gap,
but a chasm.”




How Good Are We?

¢ Only 509 of Americans receive
recommended preventive care

¢ Patients with acute illness

— 709 received recommended
treatments

— 300946 received contraindicated
treatments
¢ Patients with chronic illness

— 60906 received recommendead
treatments

— 2096 received contramadicated
treatments

Schuster et al. How good is the quality of healthcare in
the United States? Milbank Quarterly 76:517-63, 1998




The Message

We’'re very good...

...but we could be so
much better!!







Process

¢ A series of linked steps, often
pPut net necessarily seguential,
designed to...

— Cause some set off eutcomes to
occur

— Jfransierm INPULS INte UtpULs
— Generate useful iInformation
— Add value




Process Management

& Start with knoewledge of...
— Processes
— Systems (Interacting pProcesses)
— \Variation
— System) fer engeing learning

¢ Bulld a ratienall system ter manage
PFOCESSES

9 What yeu get 1S aualliiby,
IMpPreVement: theory,




Process Management
Means...

¢ Having the right data
¢ I the right format
» At the right time and place

¢ I the right hands (I-e. the
clinicians eperating the
PIECESS)




Quality Improvement

IS the

Science of Process
Management

Health care delivery is a system made up of
thousands of interlinked processes




Defining and Measuring
Outcomes in Medicine

¢ Physical outcomes

— Medical eutcomes: complications and
therapeutic goals

— Patient outcomes
¢ Functienal status measures
& Perceptions off medical outceme
& SErvice outcemes

— Satisiaction: patients and families, relerring
providers, other ‘custemers:

— Includes access

¢ Cost outcomes
— Anether outcome: el the: Clinicall process
— Includes cost of burden of disease




Medical Outcomes

¢ Appropriateness (referral and
treatment Indications)

¢ Complications (jprocess
falnures)
¢ Therapeutic Geals

— [if geal net mEL, thisS IS a PreCEess
anue

9 FlnchienRalFstattisS (@S reported
Py e patienit)




Service Outcomes

¢ Clinician-patient relationship
— Bedside manner
— ‘caring and concerned” clinician

¢ Access Issues
— Scheduling; travel; physical
COMIGES Walting

9 OpPERALENN 2 SEPaates GeReral
PRECESS thal IS IndEPERdent of
medicalr eULCEMES




The Value Eguation

Medical Outcomes

+

Value=  Service Outcomes

+

Cost Outcomes

The goal is the best possible medical
and service outcomes at the lowest
necessary cost




Cardiac discharge meds

National
Before After 2000

Beta blockers 57% 97%
ACE / ARB inhibitors 63% 95%
Statins 75% 91%
Antiplatelet 42% 98%
Wafarin (chronic AFib) 10% 92%

Mortality Readmissions
at 1 year w/in 1 year

Before After Before After

22.7% 17.8% 46.5% 38.5%

4.5% 3.5% 20.4% 17.7%




Clinical QI at IHC-Cost Outcome

Cost structure
Clinical Project Improvement ($MM)

~ast-track extubation in TICU $ 55
_ong-term ventilator management 4.7
HFOV (RDS Iin premature newborns)

. Shock Trauma Respiratory ICU *@a2 protocols)
.Antibiotic Assistant

. Pediatric ICU *(8+ protocols)

.Infection prophylaxis in surgery

.Adverse drug event prevention

. Community-acquired pneumonia *

10. Ventilator support for hypoxemia

11. Group B strep sepsis of newborn *
Subtotal:

-- 30+ additional successful clinical projects --

1.
2.
3.
4
5
6
4
8
9




Quality and Clinical Genetics

¢ Grreendale et al. Quality/
Assurance in the Clinical
Genetics Setting J Genet
Counsell sE169-196; 1994




Quality Assurance

¢ Guidelines or standards developed
(Internally: or externally) and geals
set

— Usually, developed by experts without
INPUT fifeom consumer” of service

¢ Measurements are for adherence to
guideline/standard (compliance)

¢ Deficiencies identified

9 Feedback provided
— Erequenitly, puritive




Quality Assurance Insufficient

¢ Hospital QA programs mandated by
JCAHO since early 1990s

¢ No significant imprevement: in care
Sseen

— Reliance on education
» Many measures are: trivial

¢ QA has a rele (crucial 1nrlans), Ui
Willsnet result i sulkstanitial
IMprevemenit Witheuts teels @f;
PFOCESS) ManagemEeEnt and euicome
MEasUrRES




Quality and Clinical Genetics
Literature

¢ QA of genetic counseling
encounter

— Professionally: defined elements

—Measure of adherence to
elements

— Measure of transfer of
Information

— Little data on how affects
medical or service outcomes

» \Ne agreecments ass terwhait
constitutes a successful outcome




Quality and Clinical Genetics
Literature-Medical Outcomes




“T THINK, YOU SHOWD BE MORE EXPLICIT
HERE ™ STEP TWO .M




The Cystic Fibrosis Story.

¢ Highly variable approeaches to
care

¢ Markedly: different outcomes
pPetWeen centers

¢ Perceived competition limited
collalveration

» Litbier publich/zavailasierdater ior
COMpPAKSEn




The Cystic Fibrosis Story.

¢ Enter the Cystic Fibrosis
Feundation

— Assessed| status guos as
Unsatistactory

— Initial discussions were not
fruitful

— Broughit 1n @I experts toe teach Ol
ANID allfparticipanits needed te
PEerNN 2 PreJECT

— Patienis Wekerengageadreary and
are a key compoenent; off the Ol
PHECESS




The Cystic Fibrosis Story.

¢ Demonstrated Improvement was
possible

% ARnenymous; datas sharing revealed
Righ variability/ between: centers
— CEE had Insisted on anenymizing data

— Centers that Were perferming) PeoK)y,
Insisted they needed to) talks terngh
PERGrMING CERLEXS 16 SEE W they/
Were deing

Va2 SIteVisitS ane exchianges




The Cystic Fibrosis Story.

o Care improved! in all centers
— Medical outcomes
— Service outcomes

o All' centters did seme: things; well

¢ All-ceniters didi seme things) not
sE well

9 Participatien i the: @I activies
et ther CEENSHIane ateR/ e be
accredited asiarCE center




Models for QI in Newborn
Screening

¢ Cystic EIbresis

¢ Childrenis Oncelegy: Group
— Not specifically fecused on @I

— Collaberative transparent: data
SharnRg 2clates mass
custemization: (Standardization
WithVarancersasec onnenidusi
patieRtiaciorsWithrdatearcapture
GRNVAIARCE)




Models for QI in Newborn
Screening

¢ National NICU/PICU networks

— FecUus IS on| traditional hypothesis
drven research

— Beginning with; seme QI research
areund glucese control

— Centiall data repesiterRy/ With
ACCESS 1) all PAartCIRARLS




QI iIn Newborn Screening
What's Needed?

¢ Centralized data repository
¢ Care guidelines and protocels

(Shared baselinge)
— J[hese are never right:

— ViUt capture: vVarance: hirem
PRELECO) e SEENWWREKE
mediicalens are necded

— Preteecols anerupdatedimrreal time
o) rapldiy/ Imprevercare




QI iIn Newborn Screening
What's Needed?

¢ ldentification of key outcome
measures

— Medical andl Service

— ldeal outcomes can be measured at
freguent Intervals te Infiorm pProtecols
» Not always pessible (developmenital
OULCemES)
— Primany, ancd secondany eUicemes

o Primany~7- 0f EPISEEES hypPerammoenemiz i
Urea Cycle diserders

» SEcondaRy/~ONevelstRwemeRWIthi*PKU of
child Bearng age (eutceme ol interest Is #
PRUFembR/epathay)




QI iIn Newborn Screening
What's Needed?

¢ Data transparency.
» Sharing of best practices

petween centers: (lbased on
published euUtcomes)

¢ Invelvemenit eff patienits and
parenitsr alerghwithraliSmembers
eif thie care team




QI iIn Newborn Screening
How

¢ ldentify loecal guality ‘gurus’
¢ Books and journals

¢ Attend a course

— [nstitute fior Healthcare
| mMprevement WWwW.IRi:eKrg

— [Intermountain IHCDR Advanced
Feelipllnle) olfeiefFzing)
ttpE//IRtermounRtamhealthcare:eng/xp/public/Rstituite/

¢ Consider the CFF model and
cheaterar clstemizZearprogram




QI iIn Newborn Screening
Why

¢ Clearly the way medicinge Is headed
— Just added to EMOC off ABMG

¢ | we den‘t, guality: may: be defined
and Impesed by these wWhe don't
Understand genetics

¢ It willfimpreve: care off eulr patienits
9 QuUallity/ care: SeVveSs IMeREY.
¢ Ii"s’ the right thingl te de




QI iIn Newborn Screening
Why

e

They’re counting on us!!




"Knowing is not enough;
we must apply.
Willing Is not enough; we

must do."

-Goethe

This Is the motto of the Health Care
Services Board at the 10M.




