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Improving Quality and Patient Safety

Improving quality and patient safety moved to the
forefront of thenational health policy agendasubse-
quent totherelease of the Institute of Medicine’s
(IOM) 1999 report, ToErr isHuman—Buildinga
Safer Health Care System. Thelnstituteisapart of
the National Academy of Sciencesthat was created by
thefederal government asan advisor on scientific and
technological matters. Statisticsreleasedinthel OM
report estimate that medical errorsduring hospitaliza-
tionsmay take 98,000 or moreliveseachyear. The
report estimates $8.8 billionisspent nationally on
direct health care costsasaresult of medical errors.

Inaddition, |OM predictsthat these estimatesmay be
understated sincethe | OM did not look at medical
errorsthat occur inlong-term care, emergency room
and ambulatory care settings. ThelOM report found
that more people die from medical errorsthan from
breast cancer, AIDS or motor vehicle accidents. 2

Medical errorsfall under thelarger umbrellaof health
carequality. ThelOM’scommittee onthequality of
health carewasformedin June 1988 to develop a
strategy that wouldlead to asubstantial improvement
inthequality of health care over the next tenyears.
Decreasing and preventing medical errorsand ensur-
ing that patientsare safe and receiving the best quality
careareconcernsat both thefederal and statelevel.
Includedinthel OM report wasacall to actionto
reducethemedical error rate by at |east 50% over the
next5years.

OnJuly 1, 2001, the Joint Commission on Accredita-
tion of Hospitals (JCAHO), the safety and quality
evaluator for nearly 5,000 hospital s, imposed new
patient saf ety standardsthat focusontheprevention
of medical errorsthrough analysisand redesign of
vulnerablesystems (e.g. theordering, preparation and
dispensing of medications) and on building aculture
of safety within health care organizations.

Number of U.S. Deaths from Medical
Errors Far Exceeds Other Causes

1777)

Source: National Transportation Safety Board, 1997 and
National Center for Health Statistics, 1997

Deaths (Logarithmic Scale)

Patient safety and the need toreduceerrorshas
becomeapriority among health care purchasers. The
purposeof thisACHIEVE policy brief isto providea
framework for policymakersto consider how Con-
necti cut might addresstheissue of medical errorsand
patient safety.



The State of Connecticut purchaseshealth carefor
180,000 employees, retirees, and their dependents,
spending approximately $465 million dollarsannu-
ally. Inaddition, the Department of Social Services
purchaseshealthinsurancefor Medicaid and SCHIP
beneficiaries. Overall State health spending con-
sumes almost onethird of the state’ sbudget.

Quality and patient safety i ssuesare of major concern
toConnecticutas:
» A large purchaser facedwithconstraining
health care costs,
¢ A regulator, with oversight authority over
health carefacilitiesand providers, andas
¢ An educator informing consumersandthe
public.

Patient safety isdefined asfreedom from accidental
injury while undergoing medical treatment: The
10M definesquality as” ... thedegreetowhich
health servicesfor individual sand popul ations
increasethelikelihood of desired health outcomes
and areconsistent with current professional knowl-
edge.”*

Therearethreetypesof quality problems:

e Overuse- provideshealth serviceseven
though therisk exceedstheir benefit.

eUnderuse-failsto provideeffective carethat
wouldimprove outcomes.

e Misuse- providesappropriate carewithout
therequisiteskill, thusincreasing therisk of
complications.

ThelOM report statesthat most medical errorsare
not theresult of oneindividual butintheway our
health care systemisorganized. AHRQ, the Agency
for Health Research and Quality, isthelead federal
agency charged withimproving quality and saf ety of

health care services. AHRQwill award nearly $50
million over the next few monthsto support further
research on patient safety

Thefederal government isalso asking private pur-
chasersto make patient safety apriority when
negotiating contracts.

Approachesto Improving Patient Safety

Currently, thereisno strong incentivefor health
plansand providersto providebetter quality sinceit
generally doesnotincreasetheir reimbursement or
enrollment. Health plansand providersdo not derive
direct benefit fromimproved quality outcomes.
Financial incentives are skewed sincethe cost of
improvementsfallsto thehhealth care provider and
another party, such asthe purchaser, realizesthe
savings.

If themarketplace does not reward providersfor
doing abetter job, it will bedifficultto solvethe
problemsinherent in the health care system that | ead
tomedical errorsor adverseevents. Purchasersmust
build abusinesscasefor quality. Wehave started to
see some improvements as efforts are made to
promoteand reward providerswith high-quality care.

Several large public sector state purchasersare
startingtousefinancial strategies, such asperfor-
mancerebates and financial incentivesto promote
increased quality. Thesestrategiesallow the contrac-
tor to earn more profitsthrough increased quality
goalsand may benefit public sector purchasersby
attracting more health plansand providers. lowa,
Massachusetts, and Rhodel sland arethreestatesthat
haveledinthisarea. lowaand Massachusettsattach
incentives/disincentivesto performancetargets.

Rhode I sland usesincentivesto motivateimprove-
mentsin Medicaid HM O performance.
Thelessonsthat thesestateshavelearnedincludethe
following:

o Ensuretheavailability of the necessary human
resourcesfor theprocessof setting targetsand
then assessing performance.

o |dentify amechanismfor budgeting theincen-
tivepayment fundssothat they will beavail-
ablewhen needed.

* Maintain close, collaborativerelationshipswith
contractors?®

Private health care purchasersarea so making great
stridesby actively pursuingwaysto measureand
improvequality. Largeemployersarenot only
making decisionsbased on cost but al soonquality of
care. They aredemanding quality intheir contract
requirementsand using Health Plan Employer Data
and Information Set (HEDI S) quality indicators,
financial performanceincentivesand disincentives,
and accumul ating leverage by forming employer
coalitions. Some employersare beginning to provide
their employeeswith information that will enable
them to choosetheir healthcare plans on the basis of
value.

Patient Safety Initiatives

Several U.S. purchasershavebanded together to
devel op acommon set of purchasing standardsto
promote patient safety and quality. Inearly 2000the
Business Roundtabl e funded an empl oyer-based
initiative called the L eapfrog Group. The Leapfrog
Group’smissionistotrigger agiantleapforwardin
quality, customer service, and affordability of
healthcareof all types.

L eapfrog Group membersincludethe Business
Roundtable, aWashington consortium of Fortune

500 companies, theHealth Care Financing
Administration andtheU.S. Officeof Personnel
Management. Threestate agencies, theMaine State
Employer Health Plan, Commonweal th of Massachu-
setts Group | nsurance Commission, and the Wash-
ington State Health Care Authority havejoined this
initiative.

Leapfrog’ sstrategy isto devel op acommon set of
purchasing principlesthat can be adopted by large
purchasersand coalitions. Thelong-term goalsareto
reward vendorson the basisof excellencein quality
and quality improvement and to educatethe publicon
safety and quality.

TheLeapfrog Groupinitially identified three* safety
leap” areasand turned theminto thefollowing
purchasing standards and estimated outcomes:
«» Computer Physician Order Entry
* Physiciansenter hospital ordersthrough
computer systemswith error-prevention
software.
* Prevent 88%seriousdrugerror.

< Evidence-Based Hospital Referral
* Patientshave superior outcomesin higher
volumehospitals.
* Over 20% mortality reduction for 7 complex
treatments.

+« Physician StaffinginthelntensiveCareUnit
e Physiciansarecertifiedincritical care
medicineand manageintensivecareunits.
* Over 10% mortality reduction.

Leapfrog estimatesthat if all urban hospital stook up
thesethreeinitiativestherewould beareduction of
58,000 preventabl e deaths and 522,000 medi cation
errors. They plantoidentify other safety areasfor
improvement astheopportunity arises.



TheLeapfrog Group strongly believesthat oncethe
public becomesmore aware of safety issuesand the
differencesin safety among health care providersthey
will begin to demand moreinformation and better
quality.

A Snapshot of the Problem in Connecticut

Connecticut’ sportion of the$8.8billion spenton
health carecostsnationally isestimated to be
$111 million annually.

Utilizing the Office of Health Care Access hospital
discharge datafor fiscal year 2000 and extrapolating
fromthenational figuresinthe|OM report yieldsthe
following Connecticut estimates.
o Thenumber of adverseeventsstatewideis
11,081t0 14,138 per year.
e Thenumber of preventableadverseeventsis
5,87310 8,200 per year.
o Thenumber of preventableadverseeventsthat
resultindeathis517 to1,115per year.

Planning for Better Quality and Improved
Patient Safety

The State of Connecticut, like other large purchasers,
recognizesthebusinesscasefor investingin quality
health care, sincebetter quality caredirectly relatesto
lower medical costs, improved clinical outcomes, and
enhanced employeewell-beingand productivity.

Convening all state agenciesthat play arolein patient
safety to develop aunified state approachisalogical
first step toward improving quality by designing or
building on strategiesthat promotethefinancial
interest of health plansand providers® Purchasers
must al so establishacollaborativerelationshipwith

their vendorsand emphasizethe need to col l ect
credible, relevant, and understandable data.
I'nconsidering how it might addresstheissues of
medical errorsand patient safety, the Statehasa
responsibility to educate the public and implement a
consolidated strategy to measureand report on
quality. It can play arole and share knowledge and
resourceswith providersand health care purchasers
toreducemedical error and improve patient saf ety
withinthe State. Stategovernment canunitewiththe
private sector and thefederal government to keep
quality of careat thetop of thehealth policy agenda
and work to prevent the estimated oneto three deaths
per day in Connecticut.

Patient Safety and Related Websites:

National Patient Safety Foundation — www.npsf.org
Institute for Healthcare Improvement — www.ihi.org
Institute of Medicine — www.iom.edu

Leapfrog Group —www.|eapfroggroup.org

Quality Interagency Task Force — www.quic.gov
Agency for Health Research and Quality (AHRQ) —
www.ahrg.gov

National Quality Forum —www.qualityforum.org
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Patient saf ety and the need to reduce errorshas
becomeapriority among health care purchasers. The
purposeof thisACHIEVE policy brief isto providea
framework for policymakersto consider how
Connecticut might addresstheissue of medical errors
and patient safety.




